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Rag  It. 

To  complete  your  prescription, 
be  sure  to  sign  on  the  left, 
on  the  “Do  Not  Substitute”  line. 

This  “flags”  both  pharmacist  and  patient 
that  you  want  the  brand  to  be  dispensed. 
And  it  protects  your  decision. 


2 mg  5 mg  10  mg 

The  one  you  know  best. 


The  cut  out  "V”  design  is  a registered  trademark 
of  Roche  Products  Inc. 


Copyright  © 1987  by  Roche  Products  Inc.  / ^ 

Manati,  Puerto  Rico  00701.  All  rights  reserved.  < ROCII 


The  to  managing  mon^, 

time  and  the  future. 


With  the  uncertainty  of  today’s 
economic  environment,  managing  your 
personal  investments  has  become  more 
complex.  You  may  need  the  benefit  of 
prudent  investment  advice  and  direction. 

Introducing  Investment  Trust  Plus.  A 
long-term  investment  program  from  First 
Pennsylvania. 

Investment  Trust  Plus  is  based 
on  your  specific  goals. 

As  well  as  your  individual  management 
style.  Together,  you  and  your  account 
manager  develop  your  investment  program. 
Then  you  participate  as  much  or  as  little 


as  you  wish  in  the  ongoing  invesmient 
decisions. 

You  will  always  have  access  to  your 
account  manager,  one  of  a team  of  profes- 
sionals with  proven  performance  records. 

Here  are  some  of  the  advantages. 

Invesmient  Trust  Plus  provides  you  with 
a full  range  of  financial  services,  including 
lines  of  credit,  tax  services,  direct  deposit 
of  income,  credit  cards  and  more. 

Should  you  become  disabled,  the 
program  can  offer  ongoing  management 
decision-making  and  bill-paying.  And  it 
creates  a structure  that  may  avoid  the  costs 


and  delays  of  probate.  You  retain  control 
because  the  program  is  revocable. 

We  invite  your  call. 

If  you  are  considering  an  investment 
program  of  $250,000  or  more,  please  call 
Pierre  E.  Richards,  Vice  President,  at 
(215)  786-7742.  And  begin  to  manage  the 
future  more  effectively  today. 

First  Pennsqh/ania  Bank 

< 1987  First  Pennsylvania  Bank  NA  Member  FDIC 

Trust  and  Investment  Services  Group 

eu- 


Before  prescribing,  see  complete  prescribing 
information  tn  SKSF  LAB  CO.  literature  or  PDR. 
: The  following  is  a brief  summary. 

Contfaindications:  There  are  no  known  contraindh 
^ cations  to  the  use  of  Tagamet  ', 
i Precautions:  While  a weak  antiandrogenic  effect 
has  been  demonstrated  in  animats,  Tagamet'  has 
I been  shown  to  have  no  effect  on  spermatogenesis, 
. sperm  count,  motility,  morphology  or  \n  vitro  fertlllz- 
, mg  capacity  m humans. 

■ In  a 24~monrh  toxicity  study  in  rats  at  dose  levels  ap- 
proximately 9 to  56  times  the  recommended  human 
dose,  benign  Leydig  cell  tumors  were  seen.  These 
were  common  in  both  the  treated  and  control 
groups,  and  the  incidence  became  significantly 
. higher  only  in  the  aged  rats  receiving  Tagamet  ’. 

Rare  instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  Tagamet'  HCI  f brand  of  cimetidine  hy- 
drochloride) injection  by  intravenous  bolus. 
Symptomatic  response  to  Tagamet  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy. 
There  have  been  rare  reports  of  transient  healing  of 
gastric  ulcers  despite  subsequently  documented  ma- 
lignancy. 

Reversible  confusional  states  have  been  reported  on 
occasion,  predominantly  in  severely  Hi  patients. 


Tagamet  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny- 
toin,  propranolol,  chiordiazepoxide,  diazepam,  lido- 
caine.  theophylline  and  metronidazole.  Clinically  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants:  therefore,  close  monitor- 
ing of  prothrombin  time  is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  Tagamet ' is  administered  concomitantly. 
Interaction  with  phenytoin,  lidocaine  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 


However,  a crossover  study  in  healthy  subjects  re- 
ceiving either  Tagamet'  300  mg.  q.i.d.  or  800  mg. 
h.s.  concomitantly  with  a 300  mg.  b.i.d.  dosage  of 
theophylline  (Theo-Dur^.  Key  Pharmaceuticals,  Inc.), 


demonstrated  less  alteration  in  steady-state  theo- 
phylline peak  serum  levels  with  the  800  mg.  h.s.  regi- 
men, particularly  in  subjects  aged  54  years  and  older. 
Data  beyond  ten  days  are  not  available.  {Note:  All 
patients  receiving  theophylline  should  be  monitored 
appropriately,  regardless  of  concomitant  drug  ther- 
apy) 

Lack  of  experience  to  date  precludes  recommending 
'Tagamet'  for  use  in  pregnant  patients,  women  of 
childbearing  potential,  nursing  mothers  or  children 
under  16  unless  anticipated  benefits  outweigh  po- 
tential risks;  generally,  nursing  should  not  be  under- 
taken in  patients  taking  the  drug  since  cimetidine  is 
secreted  in  human  milk. 

Adverse  Reactions:  Diarrhea,  dizziness,  somno- 
lence, headache,  rash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  joint  symptoms  in  patients  with 
preexisting  arthritis  have  been  reported.  Reversible 
confusional  states  (e.g.,  mental  confusion,  agitation, 
psychosis,  depression,  anxiety,  hallucinations,  disori- 
entation). predominantly  in  severely  III  patients, 
have  been  reported.  Gynecomastia  and  reversible 
impotence  in  patients  with  pathological  hypersecre- 
tory disorders  receiving  Tagamet',  particularly  in 
high  doses,  for  at  least  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  cell  counts  in 
Tagamet -treated  patients  (approximately  1 per 
100.000  patients),  including  agranulocytosis  (ap- 
proximately 3 per  million  patients),  have  been  re- 
ported, including  a few  reports  of  recurrence  on  re- 
challenge.  Most  of  these  reports  were  in  patients 
who  had  serious  concomitant  illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  (approximately  3 per  million 
patients)  and  a few  cases  of  aplastic  anemia  havt 
also  been  reported.  Increased  serum  transaminase 
and  creatinine,  as  well  as  rare  cases  of  fever,  intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
lergic reactions,  including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  in  nature,  have  been  reported  rarely. 
Because  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  injury  is  considered  highly  un- 


likely. A single  case  of  biopsy-proven  periportal 
hepatic  fibrosis  in  a patient  receiving  Tagamet'  has 
been  reported. 

How  Supplied:  Tablets:  200  mg.  tablets  in  bottles 
of  100:  300  mg.  tablets  in  bottles  of  100  and  Single 
Unit  Packages  of  100  (intended  for  institutional  use 
only):  400  mg.  tablets  in  bottles  of  60  and  Single 
Unit  Packages  of  100  (intended  for  institutional  use 
only),  and  800  mg.  Tiltab^  tablets  in  bottles  of  30 
and  Single  Unit  Packages  of  100  (intended  for  insti- 
tutional use  only). 

Liquid:  300  mg./5  ml.,  in  8 fi.  oz.  (237  mi.)  amber 
glass  bottles  and  in  single-dose  units  (300  mg./S  ml.). 
In  packages  of  10  (intended  for  institutional  use 
only). 

injection: 

Vials:  300  mg./2  ml.  in  single-dose  viais,  in  packages 
of  10  and  30.  and  in  8 mi.  multiple-dose  vials,  in 
packages  of  1 0 and  25. 

Prefilled  Syringes:  300  mg./2  ml.  in  single-dose  pre- 
filied  disposable  syringes. 

Plastic  Containers:  300  mg.  in  50  ml.  of  0.9%  So- 
dium Chloride  in  single-dose  plastic  containers,  in 
packages  of  4 units.  No  preservative  has  been 
added. 

ADD-Vantage'^*  Vials:  300  mg./2  ml.  in  single-dose_ 
ADD-Vantage^  Viais,  in  packages  of  25. 

Exposure  of  the  premixed  product  to  excessive  heat 
should  be  avoided.  It  is  recommended  the  product  be 
stored  at  controlled  room  temperature.  Brief  expo- 
sure up  to  40  ®C  does  not  adversely  affect  the  pre- 
mixed product. 

Tagamet'  HCI  (brand  of  cimetidine  hydrochloride)  In- 
jection premixed  in  single-dose  plastic  containers  is 
manufactured  for  SK&F  Lab  Co.  by  Travenol  Labora- 
tories, Inc.,  Deerfield,  IL  60015. 

* ADD-Vant^ge'^is  a trademark  of  Abbott  Laboratories. 
BR5-TG:L73B  Date  of  issuance  Apr.  1 987 

SK&F  LAB  CO. 

Cidra.  P.R.  00639 
©SK&F Lab  Co..  1988 
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AMA  DECLARES  UNETHICAL  A physician  may  not  ethically  refuse  to  treat  a patient  he  is  competent  to  treat  just, 

j REFUSAL  OF  HIV  PATIENTS  because  the  patient  is  infected  with  the  AIDS  virus.  This  is  the  essence  of  the  report  | 

j of  the  AMA  Council  on  Ethical  and  Judicial  Affairs,  which  was  presented  to  the 

AMA  House  of  Delegates  at  the  1987  Interim  Meeting  in  Atlanta  last  month.  The 
report  states  that  a physician  must  refer  the  patient  he  is  unable  to  treat;  must'i 
respect  the  rights  of  the  patient  to  privacy  and  confidentiality;  and  if  infected  with'! 
the  AIDS  virus,  “should  not  engage  in  any  activity  that  creates  a risk  of  transmis-i 
Sion  of  the  disease  to  others.”  | 


GOVERNOR  RETURNS  BILL 
ON  ABORTION  CONTROL 


WELFARE  DEPARTMENT 
RENEWS  HEALTHPASS 


Abortion  control  legislation  approved  in  November  was  returned  to  the  legislature 
without  his  signature  by  Governor  Robert  P.  Casey  on  December  17.  Stating,  “I 
beheve  abortion  to  be  the  ultimate  violence,”  the  governor  refused  to  sign  the  bill  ' 
because  he  said  it  was  unconstitutional  and  he  had  sworn  to  uphold  the  constitu^i 
tion.  In  his  statement  he  vowed  to  work  with  the  legislature  to  enact  a “strong  and 
sustainable  Abortion  Control  Act  that  forms  a humane  and  constitutional  founda- 
tion for  our  efforts.”  | 

Despite  cost  overruns  of  $21  million  in  the  program,  the  state  Department  of  Public 
Welfare  will  renew  the  contract  providing  health  services  for  100,000 
Philadelphians.  Administered  by  Maxicare  Health  Plans  Inc.,  of  Los  Angeles,’ the 
HealthPass  program  began  service  in  March  1986.  Maxicare,  the  largest  for  profit 
operator  of  HMOs  in  the  country,  receives  the  equivalent  of  $1,277  per  patient  per" 
year  to  provide  comprehensive  health  services  to  the  recipients,  nearly  all  of  whom* 
are  on  pubhc  assistance  Another  200,000  Philadelphians  on  public  assistance  have 
their  health  care  expenses  covered  directly  by  the  state’s  Medical  Assistance* 
program.  I 


STATE  AIDS  STATISTICS 
SHOW  61%  FATALITY  RATE 


HEALTH  DEPARTMENT  .ADJUSTS 
TREATMENT  FOR  GONORRHEA 


The  health  department  released  new  statistics  for  acquired  immune  deficiency ' 
syndrome  (AIDS)  in  Pennsylvania  on  December  8.  A total  of  1,249  cases  were"*' 
recorded  in  the  department  from  January  1981  to  December  4,  1987.  Of  these  pal 
tients,  764  have  died,  a 61  percent  fatahty  rate.  Of  adult  patients  with  AIDS,  89  per-' 
cent  are  homosexual  or  bisexual  men  or  intravenous  drug  users.  Intravenous  drug* 
users  account  for  131  cases;  homosexual  or  bisexual  men  account  for  865  cases : 
while  another  97  patients  identify  with  both  those  groups.  Of  the  remaining  adult*, 
cases,  36  patients  are  hemophiliacs,  31  acquired  the  syndrome  through  heterosex-' 
ual  contact,  and  34  through  blood  transfusion.  There  are  38  cases  listed  under  other* 
reasons.  The  department  lists  17  pediatric  cases  involving  children  under  age  12,] 
13  of  whom  acquired  the  disease  from  an  infected  parent.  | 

Effective  December  15,  1987,  the  Pennsylvania  Department  of  Health  ordered 
change  in  the  dosage  for  the  treatment  of  uncomplicated  gonorrhea  (cervical,| 
urethral,  pharyngeal,  and  anal).  Ceftriaxone  125  mg  intramuscularly  is  the  recom-j 
mended  treatment,  replacing  the  250  mg  previously  recommended.  Ceftriaxonej; 
increasingly  has  been  used  in  Pennsylvania  since  B-lactamase-producing  N.  gonor-jj 
rheae  has  become  endemic  in  several  counties.  Ceftriaxone  is  available  from  the]! 
health  department’s  sexually  transmitted  diseases  (STD)  program,  and  is  the  treat-1 
ment  of  choice  in  those  areas  where  penicillinase-producing  N.  gonorrheae  (PPNG)ji 
is  hyperendemic.  Further  information  is  available  from  the  STD  Program  of  the 
Pennsylvania  Department  of  Health. 


MEDICAL  LIABILITY  BILL  H.B.  1834,  the  proposal  containing  recommendations  of  PMS  for  medical  liability 

HAS  FORTY-FIVE  SPONSORS  reform,  now  has  45  sponsors  in  the  House  of  Representatives,  24  Republicans  and 

21  Democrats.  The  five  new  sponsors  are  Joseph  Steighner  (Butler  County);  Mary 
Ann  Arty  (Delaware  County);  Thomas  Petrone  (Allegheny  County);  Richard  Geist 
(Blair  County);  and  Paul  Clymer  (Bucks  County). 


CALL  1-800-228-7823  An  in-state  toU  free  telephone  number  is  now  available  to  reach  PMS  Headquarters. 

TO  REACH  PMS  FREE  The  number  may  be  used  from  anywhere  in  Pennsylvania. 
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Overhead  Insurance 


Because  the  Weight  of  Your  World 
Could  Rest  on  Your  Shoulders. 


Rent. 

Electricity. 

Payroll. 

Taxes. 

Telephone... 

Just  a few  of  the 
expenses  of  keeping 
your  practice  open  any  day 
of  the  year.  But,  could  you 
make  ends  meet  if  you  were 
disabled?  It’s  hard  enough 
when  you’re  healthy. . . 


That’s  why  the  Pennsylvania 
Medical  Society  sponsors  an 
Overhead  Insurance  Program. 
Call  Bertholon-Rowland 
Agencies,  insurance 
administrators  for  PMS,  at 
1-800-556-2500  in  Eastern 
PA,  or  1-800-327-1550  in 
Western  PA  for  complete 
information.  Give  your 
shoulders  a rest. 


Bertholon-Rowland  Agencies 


PENNSYLVANIA 

medicalo\4C 
society!  IVlO 


P.O.  Box  77 
Media,  PA  19063 


Suite  201  Caste  Center 
Baptist  & Grove  Roads 
Pittsburgh,  PA  15236 


editorial 


Infection  protection  in  hospitals 


One  of  the  reasons  for  nosocomial  infection  is 
that  preventive  guidehnes  are  not  followed.  The 
AIDS  epidemic  has  generated  a new  look  at  pro- 
tective products  and  procedures  for  both  health 
care  workers  and  patients.  Not  only  is  there 
heightened  awareness  of  the  consequences  of  con- 
tact with  blood  and  body  secretions  from  patients 
who  are  positive  for  human  immunodeficiency  vi- 
rus (HIV),  but  other  infectious  organisms  are  fall- 
ing under  closer  scrutiny.  Many  of  these  other 
pathogens  carry  a greater  potential  for  transmis- 
sion. AIDS  has  emphasized  the  importance  of  in- 
fection control  techniques  and  forced  us  to  exam- 
ine critically  our  existing  policies. 

Infectious  diseases  are  common.  They  are  easily 
transmitted,  often  undetected  or  undiagnosed  at 
hospital  admission,  and  frequently  associated 
with  serious  cross  infections.  Therefore,  infection 
control  precautions  should  be  in  force  at  all  times 
regardless  of  the  diagnosis.  Compliance  with  pre- 
cautions might  be  enhanced  if  it  were  possible  to 
treat  all  infectious  diseases  in  the  same  manner 
and  all  patients  as  if  they  carried  a contagious 
pathogen.  Elimination  of  disease-specific, 
diagnosis-dependent  modes  of  control  in  favor  of 
one  uniform  pohcy  designed  to  treat  all  patients 
the  same  would  simplify  the  problem. 

The  demand  for  protective  clothing,  particularly 
gloves,  gowns,  aprons,  and  masks,  has  escalated 
markedly  as  the  AIDS  epidemic  continues  to 
spread.  Eye  shields  or  goggles,  designed  as  splash 
protectors,  are  being  recognized  as  an  important 
addition  to  the  protective  device  market  since  the 
report  of  a health  care  worker  who  was  splashed  in 
the  face  by  contaminated  blood.  Eyeglasses  pro- 
vide the  same  kind  of  protection  as  commercial 
eyeshields.  The  market  for  needle  and  sharp  in- 
strument management  and  disposal  systems  as 
well  as  needle-stick  prevention  devices  is  expand- 
ing. 

Needle-stick  accidents  are  perhaps  the  most 
common  injury  to  occur  in  hospitals,  and  certainly 
the  chief  occupational  hazard  of  hospital  person- 
nel. Studies  have  reported  more  than  800,000  such 
occurrences  per  year— and  the  incidence  is  proba- 
bly underreported.  Nurses  are  the  most  vulnera- 
ble health  care  group,  having  between  7.5  and  23 
accidental  punctures  per  100  nurses  annually. 
Overall  incidence  for  health  care  employees  ranges 
from  43.5/1000  to  81.8/1000  per  year.  Injuries 
most  commonly  occur  during  recapping  (15  to 
25%),  disposal  (24  to  32%),  and  emptying  of  sharp 
instrument  receptacles. 

Although  needle-stick  injuries  themselves  are 
usually  only  minor  physical  accidents,  the  poten- 
tial for  transmission  of  serious  disease  is  always 


present.  In  addition  to  HIV,  other  well  known 
transmissable  organisms  are  hepatitis  virus  (B 
and  non-A/non-B),  herpes  virus,  cytomegalovirus,' 
tuberculosis,  and  rickettsial  diseases  such  as 
Rocky  Mountain  spotted  fever.  Although  there 
are  no  reports  of  transmission  of  the  slow  virus 
diseases,  such  as  Creutzfeldt- Jakob  disease,  via 
needle-stick  innoculation  to  date,  the  possibihty 
exists.  A viral  transfer  to  a health  care  worker^ 
could  occur  during  lumbar  puncture  for  the  exami-; 
nation  of  cerebrospinal  fluid  from  an  infected  pa-^ 
tient. 

The  prevention  of  needle-stick  injuries  centers 
first  around  personal  and  personnel  attention  tol 
the  task  at  hand.  It  requires  guarding  against' 
carelessness.  Preventive  measures  should  include* 
disposal  of  needles  in  impervious  containers.  Con- 
tainers should  be  emptied  when  they  are  three- 
quarters  full  to  prevent  overflow.  Sharp  instru- 
ments should  never  be  deposited  in  regular  trash 
receptacles.  Needles  should  not  be  chpped,  bent,] 
or  broken.  Recapping  of  needles  should  be  avoided 
if  possible.  If  it  is  necessary,  recapping  should  be 
performed  with  one  hand  or  with  the  use  of  a re- 
sheathing device. 

Other  infectious  diseases  that  may  be  acquired] 
in  a hospital  setting  by  means  other  than  needle- 
stick  injuries  include  rubella,  hepatitis  A,  Epstein- 
Barr  virus.  Legionnaire’s  disease,  staphylococcal 
and  streptococcal  infections,  respiratory  syncytial 
virus,  slow  virus  diseases,  influenza,  and  a number 
of  gastrointestinal  pathogens.  The  prevention  of 
all  of  these,  as  well  as  the  diseases  named  above,  is ; 
possible  by  following  the  generic  infection  control 
guidelines  detailed  by  Jackson  and  Lynch,  et  al.  in 
a paper  entitled  “Rethinking  the  Role  of  Isolation 
Practices  in  the  Prevention  of  Nosocomial  Infec-i 
tions”  in  the  August  1987  Annals  of  Internal 
Medicine.  The  authors  conclude,  “Although  we 
developed  our  policies  for  body  substance  isola- 
tion before  cases  of  acquired  immunodeficiency 
syndrome  appeared  in  Seattle,  the  AIDS  epidemic 
has  made  even  more  apparent  the  need  for  consis- 
tent strategy  to  prevent  nosocomi2il  transmission 
of  infectious  agents  from  blood  and  body  fluids.” 

Transmission  of  infection  in  hospitals  is  one  of 
the  chief  hazards  of  modern  day  health  care  and 
needle-stick  injuries,  the  leading  occupational  haz- 
ard to  health  care  personnel.  Care  in  dealing  with 
all  patients  and  protection  of  the  health  care  team 
to  avoid  such  occurrences  are  of  paramount  im- 
portance. The  AIDS  epidemic  has  provided  the 
stimulus  to  us  to  review  our  infection  control  poli- 
cies. 

David  A.  Smith,  MD 

Medical  Editor 
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THE  LIKOFF  CARDIOVASCULAR  INSTITUTE 

and 

THE  DIVISION  OF  CARDIOLOGY 
HAHNEMANN  UNIVERSITY 
present 


CARDIOLOGY 

TODAY. . . 


Moderator:  William  S.  FrankI,  MD 


January  21,  1988 

4 p.m. 

Case  Presentation 

5 p.m. 

Definitive  Diagnosis 
without  Need  for 
Cardiac 
Catheterization 
William  S.  Frank!, 
MD 

5:30  p.m. 

Cardiac  Surgery 
without  Cardiac 
Catheterization 
Stanley  Brockman, 
MD 

6 p.m. 

Refreshments 

February  18,  1988 

4 p.m. 

Case  Presentation 

5 p.m. 

The  Cholesterol 
Controversy 
Sheldon  Bender, 
MD 

5:30  p.m. 

Trends  in  Lipid 
Disorder  Therapy 
Stuart  Synder,  MD 

6 p.m. 

Refreshments 

DESIGNED  FOR  THE  PHYSICIAN  IN  PRACTICE  FACED  WITH 
THE  CARE  OF  CRITICALLY  ILL  PATIENTS. 

CME  Category  1 Credit  certified 
No  registration  fee  required 


Conferences  are  held  in  Justan  Classroom,  seventh  floor,  Hahnemann  Hospital,  Broad 
and  Vine  Streets,  Philadelphia,  PA  19102,  For  further  information  please  call 

[215]  448-7578. 


ANNOUNCING 


NEW 


Oista  Products  Company 

Division  of  E1i  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd  by  Eli  Lilly  Industries.  Inc 
Carolina,  Puerto  Rico  00630 


Computer-generated  mol© 
structure  of  cephalexin 
hydrochloride  monohydrat 


1987,  DI$TA  PRODUCTS  COMPANY  KX-9008-8'849336 
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IkTilTil 

'onvenient  500-mg  b.i.d. 
losage  and  demonstrated 
‘ffectiveness  for 
reatmentof: 

I skin  and  skin  structure  infections* 
I uncompiicated  cystitis^ 

I pharyngitis* 


t New  hydrochloride  salt  form  of  cephalexin— 
requires  no  conversion  in  the  stomach  before 
absorption 

• Well-tolerated  therapy' 

» May  betaken  without  regard  to  meals 

~)r  other  indicated  infections,  250-mg  tabiets  avaiiabie 
rq.i.d.  dosage 


'riced  iess  than  Kefiex®cephaiexin) 


3ftab  is  contraindicated  in  patients  with  known  aiiergy  to  the 
jphaiosporins  and  shouid  be  given  cautiousiy  to  peniciiiin- 
insitive  patients. 

5niciiiin  is  the  drug  of  choice  in  the  treatment  and  prevention 
streptococcal,  infections,  inciuding  the  prophyiaxis 
rheumatic  fever. 


KEFTAB™ 

(cephalexin  hydrochloride  monohydrate) 

Summary:  Consult  the  package  literature  for 
prescribing  information. 

Indications  and  Usage: 

Respiratory  tract  infections  caused  by  susceptible 
strains  of  Streptococcus  pneumoniae  and  group  A 
l3-hemolytic  streptococci. 

Skin  and  skin  structure  infections  caused  by  sus- 
ceptible strains  of  Staphylococcus  aureus  and/or 
j3-hemolytic  streptococci. 

Bone  infections  caused  by  susceptible  strains  of 
S aureus  and/or  Proteus  mirabilis. 

Genitourinary  tract  infections,  including  acute  pros- 
tatitis, caused  by  susceptible  strains  of  Escherichia 
coli,  P mirabilis,  and  Klebsiella  sp. 

Contraindication:  Known  allergy  to  cephalosporins. 

Warnings:  KEFTAB  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PA- 
TIENTS. PENICILLINS  AND  CEPHALOSPORINS 
SHOW  PARTIAL  CROSS-ALLERGENICITY.  POSSI- 
BLE REACTIONS  INCLUDE  ANAPHYLAXIS. 
Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics.  It  must  be 
considered  in  differential  diagnosis  of  antibiotic- 
associated  diarrhea.  Colon  flora  is  altered  by  broad- 
spectrum  antibiotic  treatment,  possibly  resulting  in 
antibiotic-associated  colitis. 

Precautions: 

• Discontinue  Keftab  in  the  event  of  allergic  reac- 
tions to  it. 

• Prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms. 

• Positive  direct  Coombs’  tests  have  been  reported 
during  treatment  with  cephalosporins. 

• Keftab  should  be  administered  cautiously  in  the 
presence  of  markedly  impaired  renal  function.  Al- 
though dosage  adjustments  in  moderate  to  severe 
renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should 
be  made. 

• Broad-spectrum  antibiotics  should  be  prescribed 
with  caution  in  individuals  with  a history  of  gas- 
trointestinal disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been  determined 
in  pregnancy  and  lactation.  Cephalexin  is  excreted 
in  mother's  milk.  Exercise  caution  in  prescribing 
Keftab  for  these  patients. 

• Safety  and  effectiveness  in  children  have  not  been 
established. 

Adverse  Reactions: 

• Gastrointestinal,  including  diarrhea  and.  rarely,  nau- 
sea and  vomiting.  Transient  hepatitis  and  chole- 
static jaundice  have  been  reported  rarely. 

• Hypersensitivity  in  the  form  of  rash,  urticaria,  angio- 
edema,  and,  rarely,  erythema  multiforme,  Stevens- 
Johnson  syndrome,  or  toxic  epidermal  necrolysis. 

• Anaphylaxis  has  been  reported. 

• Other  reactions  have  included  genitai/anal  pruri- 
tus, genital  moniliasis,  vaginitis/vaginal  discharge, 
dizziness,  fatigue,  headache,  eosinophilia,  neutro- 
penia, and  thrombocytopenia;  reversible  interstitial 
nephritis  has  been  reported  rarely. 

• Cephalosporins  have  been  implicated  in  trigger- 
ing seizures,  particularly  in  patients  with  renal 
impairment. 

• Abnormalities  in  laboratory  test  results  included 
slight  elevations  in  aspartate  aminotransferase 
(AST  SCOT)  and  alanine  aminotransferase  (ALT, 
SGPT).  False-positive  reactions  for  glucose  in  the 
urine  may  occur  with  Benedict's  or  Fehling's  solu- 
tion and  Clinitest®  tablets  but  not  with  Tes-Tape® 
(Glucose  Enzymatic  Test  Strip,  USR  Lilly), 
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newsfronts 

1988  CAT  Fund  surcharge  drops  26  percent 


The  cost  of  securing  coverage  from 
the  Medical  Professional  Liability  Ca- 
tastrophe Loss  Fund  dropped  26  per- 
cent in  1988.  The  1988  surcharge  is  set 
at  61  percent  of  basic  premiums.  In 
1987,  the  surcharge  was  87  percent. 

The  61  percent  surcharge  is  applica- 
ble to  all  policies  and  self-insurance 
plans  subject  to  Act  111  of  1975  writ- 
ten or  renewed  after  January  1,  1988. 

Sarah  H.  Lawhorne,  Esq.,  general 


counsel,  Pennsylvania  Medical  Society 
Liability  Insurance  Company,  said  that 
the  decreased  surcharge  is  not  indica- 
tive of  a reduction  in  the  professional  li- 
ability crisis.  “Some  may  view  this  de- 
crease in  cost  as  an  indication  that  the 
‘crisis'  has  abated  but,  in  fact,  it  is  proof 
that  the  crisis  is  very  real,”  she  said. 

Costs  for  the  CAT  Fund  have  not  de- 
creased, she  said.  Rather,  basic  premi- 
ums have  increased  so  much  that  the 


CAT  Fund  can  charge  26  percent  lesi 
and  collect  the  same  amount  of  money 


Year 

Surcharge 

Actual  Payoun 

1983 

41% 

$54,169,175 

1984 

52% 

$66,777,095 

1985 

70% 

$97,734,830 

1986 

87% 

$136,124,199 

1987 

87% 

$136,106,829 

PMSLIC  expects  no  overall  rate  increase 


Survey  contrasts  malpractice  premiums 

This  rate  survey  of  physician-owned  insurance  companies  was  conducted  by  Med- 
ical Lifeline,  Inc.  in  September  1987.  The  results  were  published  in  Medical  Liabil- 
ity Monitor,  October  23,  1987,  12:10,  p.  7.  MLM  is  the  monthly  publication  of  Medi- 
cal Lifeline,  Inc.,  P.O.  Box  9011,  Winnetka,  IL  60093. 


The  Pennsylvania  Medical  Society  Li- 
abUity  Insurance  Company  (PMSLIC) 
has  announced  it  will  not  seek  an  over- 
all rate  increase  in  1988. 

PMSLIC  Chairman  of  the  Board 
David  S.  Masland,  MD,  gives  credit  for 
this  to  two  factors— the  low  number  of 
new  claims  and  suits  being  reported, 
and  the  favorable  impact  PMSLIC's 
multi-tier  rating  system  has  had  on  the 
company’s  portfolio. 

PMSLIC  will  stay  at  its  current  rate 
level  beyond  April  1,  1988,  the  anniver- 
sary of  PMSLIC’s  most  recent  rate 
level  adjustment.  Dr.  Maslcmd  said. 

However,  Dr.  Maslemd  cautioned  that 
the  lack  of  a rate  increase  should  not  be 
misconstrued  as  an  abatement  in  the 
professional  liability  crisis.  “While  we 
can  all  draw  comfort  from  any  develop- 
ment that  halts  the  all  too  familiar  an- 
nual escalation  of  our  malpractice  insur- 
ance costs,  I believe  it  would  be  foolish 
indeed  to  conclude  that  this  event  is 
anything  but  a temporary  aberration,” 
Dr.  Masl2md  said. 

“I  know  of  no  countrywide  develop- 
ments that  suggest  that  the  medical 
malpractice  crisis  of  cost  has  run  its 
course  or  that  we  can  expect  a long- 
term reversal  of  the  present  medical- 
legal  climate.” 

“Until  meaningful  tort  reform  is  en- 
acted in  Pennsylvania,  there  will  be  no 
significant  changes  in  insurance  costs,” 
Dr.  Masland  said. 

PMSLIC  insures  7,000  physicians  in 
Pennsylvania. 


Maximum  Medical  Malpractice 
Insurance  Premiums  for  Highest  Risk 
Specialties:  Most  Expensive  States 
$1M/$3M  Coverage 


State 

Annual  Premium 

Florida 

$184,910 

New  York 

115,240 

Alaska 

89,809 

Pennsylvania 

81,012 

Missouri 

75,070 

Michigan 

73,480 

Ohio 

65,831 

Illinois 

63,752 

Georgia 

62,152 

Arizona 

57,496 

Some  Pennsylvania  hospitals  are 
refusing  emergency  care  to  uninsured 
patients,  the  Health  Care  Financing 
Administration  (HCFA)  announced. 
Such  negligence  can  result  in  monetary 
penalties  and  suspension  or  termination 
of  a hospital’s  provider  agreement. 

The  Consohdated  Omnibus  Reconcili- 
ation Act  of  1985  requires  hospitals  and 


Maximum  Medical  Malpractice 
Insurance  Premiums  for  Highest  Risk 
Specialties:  Least  Expensive  States 
$1M/$3M  Coverage 


State 

Annual  Premium 

Oklahoma 

$11,393 

Tennessee 

23,963 

North  Carolina 

28,760 

Mississippi 

30,384 

Minnesota 

30,456 

Alabama 

37,267 

California* 

40,156 

Connecticut 

40,163 

New  Jersey 

41,698 

Maine 

41,841 

attending  physicians  to  treat  all  emer- 
gency cases,  regardless  of  ability  to  pay. 
If  a hospital  knowingly  fails  to  meet 
these  requirements,  both  the  hospital 
and  the  attending  physician  will  be  sub- 
ject to  a fine  of  up  to  $25,000  for  each 
such  violation.  The  hospital  also  may 
temporarily  or  permanently  lose  its  pro- 
vider agreement. 


‘Medical  Insurance  Exchange  of  CA 


Refusing  emergency  patients  carries  heavy  penalties 
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Freedom 


from  pain 


Just  one  part  of 
pain  relief  therapy. 


Vicodin® provides  greater 
patient  acceptance 


COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS 


RESPIRATORY  PHYSICAL 

CONSTIPATION  DEPRESSION  SEDATION  EMESIS  DEPENDENCE 


IHYDROCODONE 


CODEINE 


OXYCODONE 


Blank  space  indicates  that  no  such  activity  has  been  reported. 

Table  adapted  from  Facts  and  Comparisons  (Nov.)  1984  and  Catalano  RB.  The 

medical  approach  to  rhanagement  of  pain  caused  by  cancer.  "Semin  Oncol"  1975; 

2;  379-92  and  Reuler  JB,  et.  al.  The  chronic  pairV syndrome:  misconceptions  and 

management.  "Ann  Intern  Med"  1980;  93;  588-96. 

♦ Vicodin  offers;  less  nausea,  less  sedation,  less 
constipation. 

...and  ionger  iastingpain  relief— 
up  to  6 hours. 

♦ Vicodin  contains  hydrocodone  not  codeine.  In 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  beas  effective  as  60  mg.  of  codeine.’ 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  reliefthanSOmg. 
of  codeine.^ 

Pius... 

♦ Vicodin  Offers  the  convenience  of  Clll 
prescribing. 

♦ Dosage  flexibility-1  tablet  every  6 hours  or 
2 tablets  every  6 hours  (up  to  8 tablets  in  24 
hours). 


hydrocodone  bitartrate  5 mg.  (Warning:  May  be  habit 
forming)  with  acetaminophen  500  mg. 

The  originai  hydrocodone  anaigesi 


Specify  "Dispense  as  written"  for  the  origina 

hydrocodone  analgesic. 


hydrocodone  bitartrate  5 mg.  (Warning:  May  be  habit 
forming)  with  acetaminophen  500  mg. 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pain. 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone. 

WARNINGS: 

Drug  Abuse  and  Dependence:  VICODIN ' is  subject  to  the  Federal  Controlled  Substances  Act 
(Schedule  III).  Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon 
repeated  administration  of  narcotics;  therefore,  VICODIN  should  be  prescribed  and  admin- 
istered with  the  same  caution  appropriate  to  the  use  of  other  oral-narcotic-containing 
medications. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce 
dose-related  respiratory  depression  by  acting  directly  on  brain  stem  respiratory  centers 
Hydrocodone  also  affects  centers  that  control  respiratory  rhythm,  and  may  produce  irregu- 
lar and  periodic  breathing. 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exag- 
gerated in  the  presence  of  head  injury,  other  intracranial  lesions  or  a preexisting  increase  in 
intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure 
the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diagnosis 
or  clinical  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated 
patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism, 
Addison's  disease,  prostatic  hypertrophy  or  urethral  stricture. 

Information  For  Patients:  VICODIN,  like  all  narcotics,  may  impairthe  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially  hazardous  tasks  such  as  driving  a car 
or  operating  machinery;  patients  should  be  cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  caution  should  be  exercised 
when  VICODIN  is  used  postoperatively  and  in  patients  with  pulmonary  disease. 

Drug  Interactions:  The  CNS-depressant  effects  of  VICODIN  may  be  additive  with  that  of 
other  CNS  depressants.  When  combined  therapy  is  contemplated,  the  dose  of  one  or  both 
agents  should  be  reduced.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with 
hydrocodone  preparations  may  increase  the  effect  of  either  the  antidepressant  or 
hydrocodone.  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  para- 
lytic ileus. 

Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to  be 
teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women  . VICODIN  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
Nonteratogenic  Effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly 
prior  to  delivery  will  be  physically  dependent.  The  intensity  of  the  syndrome  does  not 
always  correlate  with  the  duration  of  maternal  opioid  use  or  dose. 

Labor  and  Delivery:  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  may 
result  in  some  degree  of  respiratory  depression  in  the  newborn,  especially  if  higher  doses 
are  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk;  therefore, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of 
mental  and  physical  performance,  anxiety,  fear,  dysphoria,  dizziness,  psychic  dependence, 
mood  changes. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  frequent  in 
ambulatory  than  in  recumbent  patients.  Prolonged  administration  of  VICODIN  may  pro- 
duce constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention 
have  been  reported. 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of 
the  pain  and  the  response  of  the  patient.  However,  tolerance  to  hydrocodone  can  develop 
with  continued  use,  and  the  incidence  of  untoward  effects  is  dose  related 
The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain.  (If  necessary,  this  dose  may 
be  repeated  at  four-hour  intervals.)  In  cases  of  more  severe  pain,  two  tablets  every  six  hours 
(up  to  eight  tablets  in  24  hours)  may  be  required. 

Revised,  April  1982.  5685 

1. Hopkinson  JH  III:  CurrTher Res2A.  503-516, 1978 

2.  Beaver,  WT  Arch  Intern  Med,  141:293-300, 1981. 
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PMS  releases  physician  manpower  study 


Physician  Manpower  in  Pennsylva- 
lia:  1986,  a report  that  contains  1986 
lata  for  all  Pennsylvania  physicians 
both  MD  and  DO)  and  1975-1985  data 
or  MDs,  was  pubhshed  by  PMS  in  Sep- 
ember  1987.  It  is  the  first  in  a series  of 
leriodic  reports  on  physician  manpower 
a the  state  and  is  intended  to  provide  a 
oundation  on  which  physicians  and 
lealth  planners  can  base  their  planning 
nd  pohcy  development. 

The  study  is  in  two  parts.  Part  one 
ontains  1986  data  on  total  Pennsylva- 
ia  physician  (MD  and  DO)  manpower. 
*art  two  contains  1975-85  trend  data 
n MDs  only. 

The  1986  MD  data  was  obtained  from 
he  PMS  Physician  Masterfile,  which 
iates  back  to  the  1840s,  and  at  the  end 
f 1986  contained  information  on  more 
han  30,000  MDs,  DOs,  and  medical 
tudents.  PMS  Masterfile  sources  in- 
lude:  Americem  Medicid  Association 
’hysician  Masterfile,  the  Pennsylvania 
iureau  of  Professional  and  Occupa- 
ional  Affairs’  hcensing  files,  Pennsyl- 
ania  county  medical  societies,  and 
ther  sources,  such  as  newspaper  obitu- 
ries. 

The  1986  DO  data  was  obtained  from 
he  American  Osteopathic  Association 
’hysician  Masterfile.  The  MD  trend 
lata  was  obtained  from  the  AMA  Mas- 
erfile  but  DO  information  was  not 
vaQable  for  the  trend  study. 

Data  in  part  one  conclude  the  follow- 
ag: 

• Of  the  34,295  MDs  and  DOs  in 
’ennsylvania,  approximately  nine  out 
f every  ten  are  MDs. 

• In  Pennsylvania,  9 percent  of  all 
•hysicians  are  DOs;  the  national  aver- 
ge  is  4 percent  of  the  total  physician 
(opulation. 

• In  1986,  there  were  267  active  phy- 
icians  for  every  100,000  persons  in 
Pennsylvania. 

• Among  MDs  in  Pennsylvania,  in- 
emal  medicine,  general/family  prac- 
ice,  and  general  surgery  are  the  Isirgest 
pecialty  groups.  Two  out  of  every  ten 
/IDs  specialize  in  internal  medicine. 

• Approximately  39  percent  of  all 
/IDs  in  Pennsylvania  are  in  primary 
are  specialties,  while  well  over  half  of 
lU  DOs  (62  percent)  are  in  primary  care 
pecialties.  Primary  care  includes: 
;eneral/family  practice,  internal  medi- 


Copies of  Physician  Manpower  in  Penn- 
sylvania: 1986  are  available  to  Society 
members  for  $15  each.  The  non- 
member purchase  price  is  $20  a copy. 
To  receive  a copy,  send  your  corre- 
spondence to:  Council  on  Medical  Prac- 
tice, Pennsylvania  Medical  Society,  20 
Erford  Road,  Lemoyne,  PA  17043,  or 
cail  717-763-7151. 


cine,  and  pediatrics. 

• More  than  one  quarter  of  all  physi- 
cians in  Pennsylvania  are  under  age  35 
(includes  resident  physicians)  and  more 
than  one  half  of  all  physicians  are  under 
the  age  of  45. 

• Twenty-five  percent  of  all  physi- 
cians in  the  35  and  under  age  group  are 
female  (includes  resident  physicians);  16 
percent  of  physicians  in  all  age  groups 
are  female. 

• Eighty-eight  percent  of  all  MDs 
and  98  percent  of  aU  DOs  provide  direct 
patient  care.  Of  MDs,  60  percent  are 
office-based,  while  69  percent  of  all  DOs 
are  office-based. 

• Almost  three  quarters  of  aU  Penn- 
sylvania DOs  graduated  from  the  Penn- 
sylvania School  of  Osteopathy  and 
nearly  half  of  all  MDs  in  the  state  are 


graduates  of  Pennsylvania  medical 
schools. 

• Approximately  one  out  of  every  five 
MDs  in  the  state  (19  percent)  is  a gradu- 
ate of  a foreign  medical  school. 

• Among  foreign  medical  graduates 
in  Pennsylvania,  the  largest  specialties 
are  internal  medicine,  general/f^unily 
practice,  ^md  anesthesiology. 

Data  in  part  two  conclude  the  foUow- 
ing: 

• The  total  number  of  active  nonfed- 
eral  MDs  in  Pennsylvania  increased  42 
percent  from  1975-1985;  the  state’s 
population  grew  an  estimated  0.1  per- 
cent in  that  same  period. 

• Though  the  total  number  of  active 
MDs  increased  42  percent  between 
1975  and  1985,  there  is  evidence  that 
growth  in  total  physician  numbers  may 
be  slowing. 

• The  specialties  showing  the  great- 
est numerical  increases  between  1975 
and  1985  are  internal  medicine,  diag- 
nostic radiology,  and  pediatrics.  The 
fastest  growth  in  terms  of  percentages 
was  in  the  following  specialties:  diag- 
nostic radiology  (+320%);  aerospace 
medicine  (+200%);  and  gastroenterol- 
ogy (+125%). 

• Specialties  showing  the  largest  de- 
creases in  percentage  are:  pubUc  health 


State  allots  money  for  Hershey  expansion 


Governor  Robert  P.  Casey  has  di- 
rected the  release  of  up  to  $27,217,000 
in  state  funds  to  finance  construction  of 
a seven-story  addition  to  the  Milton  S. 
Hershey  Medical  Center  of  the  Pennsyl- 
vania State  University. 

Officially  called  the  University 
Hospital-South  Addition,  the  project 
will  replace  the  nearby  Ehzabethtown 


Hospital  and  Rehabihtation  Center,  a 
60-year-old  structure  that  Penn  State 
has  operated  since  1982. 

The  new  facility  will  provide  inpatient 
and  outpatient  services  for  persons  re- 
quiring rehabilitation  because  of  brain 
injuries,  spinal  cord  injuries,  spina  bi- 
fida, and  neuro-developmental  disabih- 
ties. 


Cost  containment  videotape  available 


A videotape  program  on  the  Pennsyl- 
vania Health  Care  Cost  Containment 
Act  (Act  89  of  1986)  is  available  for  loan 
from  the  PMS  Communications  Depart- 
ment. Produced  for  the  Society’s  re- 
gional seminars  on  Act  89,  held  in  No- 
vember and  December,  the  18-minute 
program  reviews  the  purpose  of  the  law 
and  activities  of  the  Health  Care  Cost 
Containment  Council,  especially  the 


mandated  collection  of  cost  and 
quality-of-care  data  on  physicians  and 
hospitals,  scheduled  to  begin  in  June 
1988. 

Copies  may  be  obtained  by  calling 
Mary  Ellen  Romeo  toll  free  at  1-800-228- 
7823;  specify  three-quarter-inch  or 
half-inch  VHS  videocassette.  There  is 
no  charge,  but  borrowers  are  asked  to 
return  the  tapes . 
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Up-To-Date  Financial  and  Tax  Planning  Strategies  for  1988 

WHY  GOOD  MEDICINE  ALONE 


« 


f i 

WON'T  BRING  YOU 
FINANCIAL  SECURITY 


A SEMINAR  PROGRAM  DEVELOPED 
SPECIFICALLY  FOR  PRIVATE  PRACTICE 
PHYSICIANS 


This  seminar  is  a must  for  any  physician  who  asks: 

□ Which  practice  structure  is  best  — S-corporation, 
professional  corporation,  or  un-incorporation? 

□ How  effective  is  my  CPA?  Attorney?  Pension  Consultant? 

□ What  are  the  pros  and  cons  of  qualified  pension 
plans  versus  non-qualified  deferred  compensation 
(money  purchase  plans  and  profit  sharing  plans?) 

Which’  is  best  for  me? 

□ Are  my  wills,  trusts,  insurance,  and  pension  plans 
structured  to  the  best  tax  advantage  for  my  heirs? 

□ What  investment  strategies  can  1 use  to  achieve 
personal  and  practice  financial  growth? 

□ How  should  1 allocate  "fee  dollars"  for  effective 
practice  management? 

□ What  do  1 need  to  know  to  make  informed  decisions 
about  my  insurance  contracts  — life,  health,  disability? 


SEMINAR  DATES  AND  LOCATIONS 


March  10  March  16  March  18 


Sheraton  Hotel  at 
Station  Square 
7 Station  Square  Drive 
Pittsburgh,  PA 


Toftrees  Resort  & 
Conference  Center 
One  Country  Club  Lane 
State  College,  PA 


Hershey  Pocono  Resort 
1-80  at  PA  Turnpike, 
NE  Extension 
Box  126,  Route  194 
White  Haven,  PA 


FOR  MORE  INFORMATION,  PLEASE  CONTACT: 


Health  Care  Program  Development  Office 
The  Pennsylvania  State  LJniversity 
209  J.  Orvis  Keller  Building 
University  Park,  PA  16802 

(814)  865-0287 


pennState 


A CONTlIflJING  EDUCATION  SERVICE  OF  TOE  PENN  STATE  COllEGE  OF  BUSINESS  ADMINISTRATION 


(-39%);  general  preventive  medicine 
(-31%);  Eillergy  (-29%);  and  radiology 
(-17%). 

• General/family  practice  represented 
17  percent  of  all  active  MDs  in  1975;; 
this  percentage  decreased  to  13  percent' 
in  1985. 

• The  number  of  active  female  physi-; 
cians  age  35  to  44  grew  158  percent  be- 
tween 1975  and  1985;  total  female  phy-j 
sicians  in  the  34  and  under  age  group! 
(includes  resident  physicians)  grew  130| 
percent  in  that  same  period.  Percentage! 
increases  for  male  MDs  were  48  percent, 
in  the  35  to  44  age  category  and  16  per-) 
cent  in  MDs  age  34  and  under  (includes 
resident  physicians). 

• From  1975  to  1985  the  percentage 
of  female  physicians  among  all  MDs 
grew  5 percent  (females  representing 
16%  of  all  physicians  in  1985);  the  per- 
centage of  male  physicians  declined  by 
5 percent  to  a total  of  84  percent  in 
1985. 

• Physicians  age  44  and  under  ac- 
counted for  55  percent  of  all  MDs  in  the 
state  in  1985.  In  1975,  this  age  group 
represented  50  percent  of  aU  MDs  in  the 
state. 

• The  percent  of  all  MDs  in  the  under 
34  and  35-44  age  categories  grew  a to- 
tal of  5 percent  between  1975  and  1985; 
the  percent  of  all  physicians  in  the  55- 
64  and  over  65  age  groups  declined  6 
percent. 

• The  percentage  of  physicians  in- 
volved in  activities  other  than  the  deliv- 
ery of  direct  patient  care  increased  77 
percent  between  1975  and  1985;  the  per- 
centage of  physicians  providing  direct 
patient  care  grew  by  39  percent  in  the 
same  time  period. 

• The  percentage  of  resident  physi- 
cians among  all  active,  nonfederal  MDs 
declined  2 percent  between  1975  and 
1985. 

• The  number  of  physicians  graduat- 
ing from  medical  schools  in  the  United 
States  grew  37  percent  between  1975 
and  1985;  the  number  of  physicians 
graduating  from  foreign  schools  in- 
creased 45  percent  in  that  same  time  pe- 
riod. 

• Foreign  medical  graduates  ac- 
counted for  approximately  one  of  every 
five  physicians  in  Pennsylvania  in  1975. 
That  percentage  remained  virtually  un- 
changed in  1985. 

• The  percentage  of  Pennsylvania 
MDs  graduating  from  Pennsylvania 
medical  schools  declined  6 percent  be- 
tween 1975  and  1985. 


MR  UPDATE 

MRl  is  Rapidly  Replacitis  CT  & Myelography 
For  Evaluation  of  HNP 

LUMBAR  SPINE 

HISTORY:  This  38-year-old  rnale  complained  of 
recent  onset  of  low  back  pain  radiating  to  left  lower 
extremity. 


SCAN:  This  midline  sagittal  image  demonstrates  the 
high  intensity  (white)  discs  lying  between  the  vertebral 
bodies.  The  L4-5  disc  is  herniated  posteriorly  with  a 
“mushroom  configuration”  (long  arrow).  CSF  in  the  spinal 
canal  is  gray  (short  arrow),  and  this  CSF  column  is  in- 
dented by  the  herniated  disc  material  at  the  L4-5  level  (long 
arrow).  Axial  images  at  the  other  levels  demonstrated  that 
the  high  intensity  disc  material  is  contained,  and  disc 
herniation  can  be  confidently  excluded  at  all  the  other  levels. 


MRI  HIGHLIGHTS:  Lumbar  and  cervical  coil  MRI  is  rapidly  replacing  myelography  and  computerized 
tomography  for  initial  evaluation  of  suspected  disc  herniation  and  suspected  spinal  stenosis.  Standard  MR  examina- 
tion shows  the  entire  lumbar  or  cervical  spine,  the  spinal  canal  and  the  paraspinal  region.  Causes  of  low  back  or  neck 
pain  and  sciatica  are  well  demonstrated  without  injection  of  contrast  material  and  without  ionizing  radiation.  The 
bony  structures  are  well  shown,  and  destructive  bony  lesions  and  extraosseous  extension  of  bony  lesions  are  routinely 
demonstrated  on  MRI.  Intraspinal  neoplasms  are  also  confidently  detectable. 


LANCASTER 
MAGNETIC 
IMAGING,  LTD. 

213  College  Avenue 
Lancaster,  Pennsylvania  17603 

(717)  394-2693 


PHILADELPHIA 
MAGNETIC 
IMAGING,  LTD. 

1336  Wolf  Street 


Philadelphia,  Pennsylvania  19148 


(215)  271-0028 


CENTRAL  PA 
MAGNETIC 
IMAGING,  LTD. 

800  Campbell  Street 
Williamsport,  Pennsylvania  17701 

(717)  322-4300 


NORTHEASTERN 
MAGNETIC 
IMAGING,  LTD. 

5090  Summerdale  Avenue 
Philadelphia,  Pennsylvania  19124 

(215)  288-8100 


Health  Images  facilities  operate  their  MRI  systems  with  all  available  upgrades  including  contiguous  thin  slices, 
high  resolution  head  and  body  coils,  state  of  the  art  surface  coils,  and  cardiac  gating. 


Sn 


Snc. 


Health  Images  facilities  are  a community 
resource  available  to  all  area  physicians. 
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Dr.  Farrar  receives  PMS’s  highest  honor 


George  E.  Farrar  Jr.,  MD,  Newtown, 
received  PMS’s  Distinguished  Service 
Award  at  the  1987  Annual  Business 
Meeting  in  Hershey.  The  award  was  pre- 
sented by  R.  Robert  Tyson,  MD,  imme- 
diate past  president  of  the  Society. 

“Dr.  Farrar’s  ceireer  has  been  so  ex- 
emplary it  should  be  a model  for  all  phy- 
sicians. He  is  a well-rounded  individual 
who  has  made  outstanding  contribu- 
tions as  a teacher,  author,  administra- 
tor, and  clinician,”  Dr.  Tyson  said. 
“Throughout  his  long  career.  Dr.  Farrar 
has  always  kept  one  major  goal  in 
mind— improving  the  quality  of  health 
care  for  aU  Pennsylvanians.” 

Dr.  Farrar  is  the  12th  recipient  of  the 
award,  which  was  first  presented  to 
Jonas  E.  Salk,  MD,  in  1956.  The  award 
is  the  highest  honor  PMS  bestows  on  a 
member. 

At  81  and  after  50  years  of  service. 
Dr.  Farrar  remains  active  in  medicine. 
He  serves  as  editor-in-chief  of  Clinical 
Therapeutics,  an  international  drug 
therapy  journal. 

He  also  served  as  an  associate  editor 
of  The  Dispensatory  of  the  United 
States,  and  has  written  more  than  50 
scholarly  articles  for  biomedical,  scien- 
tific, and  professional  journals. 

At  the  beginning  of  his  career  he 
worked  briefly  as  an  associate  phEirma- 
cologist  for  the  U.S.  Food  and  Drug  Ad- 


ministration in  Washington,  D.C.  Then, 
in  1936,  he  went  to  Temple  University 
School  of  Medicine,  where  he  served  as 
clinical  professor  untU  1971.  While  on 


the  faculty,  he  headed  the  physical  med- 
icine department,  the  hematology 
clinic,  the  medical  ward  service,  and  the 
outpatient  clinic. 

From  1944  to  1949,  Dr.  Feirrar  served 
as  chief  of  medicine  at  Episcopal  Hospi- 
tal in  Philadelphia.  From  1940  to  1971, 
he  worked  for  Wyeth  Laboratories  in 
Philadelphia,  serving  as  a consultant  to 


the  advertising  department  (1940-48), 
as  medical  director  (1948-63),  and  as  di- 
rector of  medical  services  (1963-71). 

Despite  his  busy  medical  career.  Dr. 
Farrar  has  been  active  in  organized 
medicine  and  community  affairs.  He 
served  as  president  of  PMS  from  1968 
to  1969,  president  of  the  Philadelphia 
County  Medical  Society  from  1964  to 
1965,  and  chairman  of  PMS’s  Educa- 
tional and  Scientific  Trust  from  1981  to 
1985,  a time  of  tremendous  growth  and 
diversification  for  the  Trust. 

He  also  was  president  of  the  Philadel- 
phia Foundation  for  Community 
Health  (1964-66),  president  of  the 
United  Health  Services  (1969-70),  a 
trustee  of  the  United  Fund  of  Philadel- 
phia (1966-70),  and  a member  of  the 
board  of  directors  for  both  Community 
Services  of  Pennsylvania  and  the  Penn- 
sylvania Health  Research  Institute. 

After  earning  his  bachelor’s  degree  in 
chemistry  from  Wesleyan  College,  Dr. 
Farrar  received  his  medical  degree  from 
John  Hopkins  University.  He  did  an  in- 
ternship and  his  residency  in  internal 
medicine  at  University  Hospital  in  Ann 
Arbor,  Michigan. 

Twenty-six  of  Dr.  Farrar’s  friends 
and  neighbors  from  Pennswood  VUlage, 
a retirement  home  in  Newtown,  sur- 
prised Dr.  Farrar  and  came  to  see  him 
receive  the  award. 


A HELPING  HAND 
FOR  THE  TROUBLED  PHYSICIAN 


Alcoholism.  Drug  abuse.  Mental  and  physical  disability.  The  problems  of  aging. 
All  take  their  toll  on  the  medical  community. 

But  there’s  help— through  the  Impaired  Physician  Program  of  the  Pennsylvania 
Medical  Society.  The  program  offers  peer  support  . . . referral  to  professional 

treatment  agencies . . . Hotline:  (717)  763-7937. 

and  compassionate  follow-  CUTl 

up  throughout  the  reha- 

bilitation  process.  Impaired  Physician 

All  efforts  are  voluntary  / Program,  write;  Impaired 

and  strictly  confidential.  / Physician  Program, 


If  you  need  help— or 
know  someone  who  does 

—call  the  Impaired 


Pennsylvania  Medical 
Society,  20  Erford  Road, 
Lemoyne,  PA  17043. 
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THE 

of  Presbyterian 

PHILADELPHIA 

University 

HEART 

of  Pennsylvania 

INSTITUTE 

Medical  Center 

CARDIOLOGY  UPDATE 

designed  for  the  physician 

and  provides  an  intensive  survey 

of  the  current  status 

of  clinical  cardiology 

Wednesday,  February  3,  1988 

Diagnosis  and  Management  of  Coronary  Heart  Disease:  Specific 

Syndromes 

Moderator:  Bernard  L.  Segal,  MD 

3:00  - 3:20 

Silent  myocardial  ischemia — Robert  Katz,  MD 
3:20  - 3:40 

Coronary  spasm — Norman  Feinsmith,  MD 
3:40  - 4:00 

Unstable  angina — Jan  R.  Weber,  MD 
4:00  - 4:30 

Case  presentation — Howard  Noveck,  MD 
4:30  - 5:00 

Panel  discussion — Joel  A.  Krackow,  MD,  Michael  S.  Feldman,  MD 

• No  registration  fee 
• No  advance  registration  required 
• CME  credits* 

• Refreshments  served  following  each  session 

Scheie  Eye  Institute  Auditorium 
Presb5i;erian-University  of  Pennsylvania  Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania 


*The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  to  sponsor  continuing 
education  for  physicians.  The  University  of  Pennsylvania  School  of  Medicine  designates  this  continuing  medical  activity  for  2 credit  hours  per  session  in 
Category  I of  the  Physicians  Recognition  Award  of  the  AMA. 
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State’s  committee  on  AIDS  holds  first  meeting 


An  advisory  committee  has  been  es- 
tablished by  the  Department  of  Health 
to  halt  the  spread  of  human  immuno- 
deficiency virus  (HIV)  in  the  state  and 
to  facilitate  timely,  expert,  and  compas- 
sionate medical  treatment  and  social 
support  of  AIDS  patients. 

The  Professional  Advisory  Commit- 
tee on  AIDS,  established  to  advise  Sec- 
retary of  Health  N.  Mark  Richards, 
MD,  on  all  matters  relating  to  the  epi- 
demic of  Acquired  Immunodeficiency 
Syndrome  in  Pennsylvania,  met  for  the 
first  time  December  8,  1987. 


The  committee  is  charged  to  remain 
current  with  the  appropriate  scientific 
and  social  literature  and  to  malie  recom- 
mendations in  each  of  the  following  ar- 
eas of  interest: 

• the  etiology,  epidemiology,  diagno- 
sis, and  treatment  of  AIDS; 

• the  methods  best  suited  to  limit  the 
spread  of  HIV  infection  and  to  treat  pa- 
tients with  AIDS; 

• the  social  and  personal  needs  of  pa- 
tients with  HIV  infection  and  with 
AIDS  ^md  ways  for  the  state  to  meet 
these  needs; 


• the  ability  of  the  state’s  medical 
and  personal  care  providers  to  provide 
acute  and  chronic  care  for  patients  with 
AIDS  and  ways  to  improve  this  ability; 

• the  coordination  of  the  many  public 
and  private  organizations  contributing 
to  the  HIV  infections  control  program 
and  AIDS  treatment  efforts; 

• the  content  of  appropriate  legisla- 

tion for  the  Administration  to  recom- 
mend to  the  General  Assembly;  ' 

•the  social,  legal,  and  ethical  consid- 
erations of  public  policy  matters  con- 
cerning the  department’s  response  to 
the  AIDS  epidemic. 

Members  of  the  committee,  which 
will  meet  at  least  quarterly,  were  ap- 
pointed by  Secretary  of  Health  Rich- 
ards. A hst  of  members  follows. 

Bishop  Anthony  G.  Bosco,  Diocese 
of  Greensburg 

H.  Robert  Cathcart,  FACHE, 
president,  Pennsylvania  Hospital 
Richard  Cecchine,  Philadelphia 
Federation  of  Teachers 
John  Dennehy,  MD,  Geisinger 
Medical  Center 
Bruce  Dixon,  MD,  Allegheny 
County  Health  Department 
John  Dossett,  MD,  Department  of 
Pediatrics,  Milton  S.  Hershey 
Medical  Center 

Msirie  V.  Fraser,  vice  president,  i 

Patient  Services,  Community  i 

Home  Health  Services  of  ‘ 

Philadelphia  i 

Sister  Marie  Goretti,  administrator,  | 
St.  Joseph  Nursing  and  Health 
Center,  Pittsburgh 
H.  Allen  Handford,  MD,  director. 
Division  of  Child  Psychiatry, 

Milton  S.  Hershey  Medical  Center 
Rashidah  Lorraine  Hassan, 
executive  director,  BE  BASH  I, 
Philadelphia 

Donald  Kaye,  MD,  Medical  College 
of  Pennsylvania  ; 

Lewis  KuUer,  MD,  MPH,  ‘ 

Department  of  Epidemiology, 
University  of  Pittsburgh  . 

Michael  Ryan,  DO,  Geisinger  f 

Medical  Center 

Jeannette  Schroeder,  RN,  Epworth 
Manor  Retirement  Home,  Tyrone  I 

Robert  Sharrar,  MD,  Philadelphia  ' 

Department  of  Public  Health  i 

Anthony  Silvestre,  University  of  I 

Pittsburgh  I 


Doctor! 

Thinking  about  automating  your  office? 
Don’t  invest  in  old  technology,  discover 

Pulse  Point 

Orion’s  Total  Office  Management  System 


Put  these  outstanding  features  to  work  in  your  office 


* Patient  History 

* Office  Visit  Documentation 

* Insurance  BiUing 

* Electronic  Claim  Transmission 

* Patient  Bilhng 

* Precalculated  Balance  Billing 

* Update  of  Insurance  Charges 

* Practice  Analysis  Reports 

* Check  Printing 

* Bank  Statement  Reconciliation 

* Daily  Bank  Deposit  Ticket 

* Medical  Database  Access 


* Electronic  Scheduling 

* Word  Processing 

* Accounts  Receivable 

* Accounts  Payable 

* Patient  Recall 

* Aged  Receivables 

* Access  Security 

* Financial  Analysis 

* Budgeting 

* Electronic  Code  Lists 

* Daily  Income  Statement 

* Multi-user  Network 


Orion’s  system  is  so  easy  to  use,  even  for  the  first  time  computer  user,  yet 
it  utihzes  the  most  powerful  microcomputer  system  available.  Our  training 
program  ensures  that  your  staff  will  be  comfortable  and  proficient.  All 
this  at  an  unbelievably  low  price.  Call  us  today!  Free  consultation  and 
demonstrations  at  your  office. 


Orion  Systems 
38  Dew  Drop  Road 
York,  PA  17403 
Phone:  (717)  757-7721 


ORION 
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y he  WGH  Joint  Replacement  Center 
Makes  Your  Future  Look  Brighter. 


These  doctors  aren’t  dressed  for  space  travel.  They’re 
dressed  in  advanced  “clean  space’’  breathing  suits  to 
maximize  sterility  while  they  perform  their  specialty- 
total  joint  replacement. 

Why  replace  a person’s  hip,  or  even  knee?  Because  as 
we  age,  the  cartilage  that  eases  joint  movement  breaks 
down  and  our  joints  lose  function.  Often,  this  leads  to  a 
reduction  in  activity  and  change  in  lifestyle. 

At  the  WGH  Joint  Replacement  Center,  hips  and  knees 
are  replaced  with  care,  expertise  and  state-of-the-art 
equipment.  Patients  normally  return  to  an  active, 
involved  lifestyle.  It  is  the  first  such  center  in  our  area. 


and  its  services  are  covered  by  Medicare  and 
supplemental  insurance. 

Please  call  or  write  the  Center  for  free  information  or  to 
arrange  a consultation.  Physician  inquiries  and  referrals 
are  welcome. 

(215)  675-7787 


WGH  Joint  Replacement  Center 
WGH  Medical  Center 
205  Newtown  Road 
Warminster,  PA  18974 


A Member  of  United  Hospitals,  Inc. 


At  WGH  Medical  Center  . . . Excellence  is  our  specialty. 
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The  physician  and  art 

Patricia  L.  Hogg 


“Art  is  becoming  better  recognized 
by  doctors  as  a whole.”  Alma  Dea 
Morani,  MD,  consultant  and  founder  of 
the  Alma  Dea  Morani  Art  Gallery  at 
the  Medical  College  of  Pennsylvania, 
said  this  recently,  offering  as  proof  the 
latest  exhibit  at  the  gallery. 

“Doctors  Prescription  for  Collect- 
ing,” the  exhibit  this  fall,  was  a selec- 
tion of  art  that  23  Philadelphia  physi- 
cians have  collected.  It  contained 
between  150  and  160  pieces,  and  in- 
cluded photography,  sculpture,  paint- 
ing, ceramics,  and  an  assortment  of 
other  fine  collectibles. 

“A  lot  of  doctors  collect  art,  and  even 
more  are  interested  in  art  but  are  too 
busy  to  collect  it,”  Dr.  Morani  said.  She 
was  delighted  that  so  many  physicians 
responded  to  the  gallery’s  request  for 
small  private  collections. 

The  idea  for  the  exhibit  was  pre- 
sented last  summer  by  Carolyn  Siegel, 
curator  of  the  gallery.  She  spent  three 
months  writing  to  physicians,  collect- 
ing the  pieces,  and  arranging  the  dis- 
play. “The  work  was  well  worth  it,”  she 
said.  “This  was  one  of  the  best  exhibits 
we’ve  had.” 

On  opening  day  nearly  200  people  vis- 


Prominent  on  one  wall,  a 1953  Calder  painting  was  a highlight  of  the  unique  display.' 
Gallery  curator  Carolyn  Siegel  surveys  the  piece,  forming  yet  another  interpretation  of 
the  colorful  designs.  The  painting  was  on  loan  from  Alton  Sutnick,  MD,  dean  of  the  Medi- 
cal College  of  Pennsylvania. 


Carved  in  jade,  this  piece,  titled  “Dragons  chasing  the  pearl  of 
immortality,”  came  from  China.  It  belongs  to  Bernard  A. 
Kirshbaum,  MD. 


Dr.  Morani  sits  in  front  of  the  tenth  century  stone  Buddha  that 
was  on  loan  to  the  gallery. 
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Shining  in  the  sunlight,  this  stone  sculpture  was  created  by  English  sculptor  Jacque 
Lipshutz  and  was  loaned  to  the  gallery  by  Paul  Makler,  MD.  Flanking  it  are  busts  of  Dr. 
Morani’s  mother,  father,  and  young  friend— all  sculpted  by  Dr.  Morani. 


A collection  of  Polish  Easter  eggs  lie  on  a bed  of  handmade  lace.  The  eggs  are  hand- 
painted  wood  and  egg  shells,  and  are  the  collection  of  Doris  G.  Bartuska,  MD.  The  lace 
was  made  by  Amalia  Gracci  Morani,  Dr.  Morani ’s  mother. 


ited  the  gallery,  which  is  in  the  Eastern 
Pennsylvania  Psychiatric  Institute  at 
MCE  “As  we  expected,  many  visitors 
were  MCP  students,  faculty,  and  para- 
medical personnel,  but  we  got  requests 
from  pubhc  groups  as  weU,”  Dr.  Morani 
smd.  “The  appreciation  of  art  should  be 
encouraged  in  any  individual,”  she 
added. 

Visitors  to  the  gallery  enjoyed  a wide 
variety  of  art.  The  oldest  pieces  on  dis- 
play were  a carved  tenth  century  stone 
Buddha  and  a collection  of  antique 
seals,  some  of  which  dated  back  to 
Egyptian  times  when  beeswax  im- 
pressed with  the  pharaoh’s  ring  was 
used  to  seal  rolls  of  papyrus.  Seeing 
pieces  such  as  these  is  of  great  educa- 
tional value.  Dr.  Morani  said.  “You  can 
le2UTi  about  history  through  art.  Art 
makes  you  appreciate  life  more.” 

In  addition  to  these  antiques,  the  ex- 
hibit contained  a Calder  painting,  a col- 
lection of  Chinese  porcelain  plates,  a se- 
lection of  antique  Israeh  vases,  and  a 
variety  of  wooden  African  ceremonial 
masks. 

Another  highlight  was  a nautical 
display,  which  contained  an  exquisite 
sea  shell  collection,  a number  of  carved 
walrus  and  whale  tusks  and  several  dol- 
phin teeth,  and  a Beatrice  Fenton  sculp- 
ture depicting  three  angel  fish.  The  sea 
shell  collection  featured  one  of  the  larg- 
est Triton  shells  in  the  world.  The 
carved  tusks  and  teeth  showed  the  Ufe 
of  the  fishermen  in  the  late  1700s  and 
early  1800s.  According  to  Siegel,  the 
men  carved  these  detailed  pictures  of 
their  vessel  and  mates  while  stiU  out  at 
sea. 

The  exhibit  also  included  lithographs 
by  Georges  Roualt,  a collection  of  mon- 
keys, two  nineteenth  century  Chinese 
ivory  carvings,  an  EUa  Ra’ayoni  coUage 
of  fabric  and  thread,  an  arrangement  of 
egg  shell  and  wood  painted  Polish 
Easter  eggs,  and  rehgious  lithographs 
by  Salvador  Dali. 

All  of  this  is  in  addition  to  the  gal- 
lery’s own  display  of  Morani  sculptures 
given  to  the  gallery  when  it  opened  two 
years  ago  by  Dr.  Morani.  Dr.  Morani,  a 
semi-retired  plastic  surgeon,  takes  after 
her  father,  sculptor  Salvatore  Morani. 
Over  the  years.  Dr.  Morani  has  sculpted 
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numerous  pieces,  mostly  of  family, 
friends,  and  patients.  Busts  of  her  par- 
ents sit  prominently  in  one  comer  of  the 
gallery,  while  other  works  are  scattered 
throughout  the  exhibit.  “I  have  to 
know  and  like  the  subject  to  do  it  well,” 
she  said. 

With  such  an  assortment  of  works  in 
the  exhibit  it  came  as  no  surprise  that 
such  a large  number  of  people  requested 
to  see  it.  “You  found  not  only  variety, 
but  also  good  taste,”  Dr.  Morani  said. 
Visitors  came  from  across  the  state, 
from  all  walks  of  life,  and  were  of  all 
ages.  “It’s  never  too  late  to  learn  about 
art,”  Dr.  Mor^mi  said. 

The  photography  for  this  feature  was 
done  by  Carl  Wolf  Studios. 


“Alma  at  12,”  a sculpture  done  by  Salva- 
tore Morani,  portrays  his  daughter.  Dr. 
Morani,  in  her  youth.  The  piece  was  do- 
nated to  the  gallery  by  Dr.  Morani. 


I 


Western  Psychiatric  Institute  and  Clinic 
University  of  Pittsburgh  School  of  Medicine 

presents 


Training  In  Recognition  And  Care  Of  Depressed  Patients 


A practical  approach  to  early  recognition,  assessment,  and  treatment  of  depression  for 

Primary  Care  Physicians 


Hidden  Valley  Resort 

Somerset,  PA 

PHASE  I March  3-5, 1988 
PHASE  II  July  15-16, 1988 


Oglebay  Park 

Wheeling,  WV 

PHASE  I April  28-30, 1988 

PHASE  II  August  26-27, 1988 


No  Registration  Fee 

For  additional  information,  contact: 


Theodore  Petti,  M.D.  (412)  624-3354,  3811  O’Hara  Street,  Pittsburgh,  Pennsylvania  15213 


Phase  I consists  of  three  days  of  lectures,  videotapes  and  workshops. 

Phase  II  consists  of  two  days  of  further  training  and  review. 

WPIC  faculty  will  be  available  for  additional  consultation  between  Phase  I and  Phase  II  of  the  program. 
Category  1 American  Medical  Association  and  Family  Practice  Association  Continuing  Education 
Credits  will  be  awarded. 

This  series  of  workshops  is  sponsored  by  the  D/ART  (Depression  Awareness,  Recognition  and  Treatment)  Program  of  the 
National  Institute  of  Mental  Health  and  WPIC  in  association  with  the  Department  of  Family  Medicine,  University  of  Pittsburgh 
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Call  for  abstracts 

The  Emergency  Residents’  Associa- 
tion of  Pennsylvania  in  conjunction 
with  the  Pennsylvania  Chapter  of  the 
American  College  of  Emergency  Physi- 
cians is  sponsoring  its  annual  scientific 
assembly. 

A $500  cash  award  will  be  given  for 
the  best  paper  presentation. 

The  assembly  is  on  April  13  and  14, 
1988,  at  the  Sheraton  Station  Square  in 
Pittsburgh.  It  is  open  to  EM  residents 
and  medical  students. 

For  more  information,  call  EMRAP  at 
(71 7)  763-71 51 . The  deadline  for  receipt 
of  papers  is  February  29,  1988. 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine -16a -car- 
boxylic acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
.sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone . 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.T2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.  T3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ^ 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'k  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 


bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 

53159-001-10. 
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AVAILABLE  EXCLUSIVELY  FROM 


PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafiy,  New  Jersey  07670 

(201)  569-8502 
Outside  NJ  1-800-237-9083 
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Dr.  Bartuska  installed  as  AMW\  president 


Doris  G.  Bartuska,  MD,  professor  of 
internal  medicine  and  director  of  the  di- 
vision of  endocrinology  and  metabolism 
at  the  Medical  College  of  Pennsylvania 
(MCP),  was  installed  as  president  of  the 
American  Medical  Women’s  Associa- 
tion (AMWA)  at  its  72nd  aimual  meet- 
ing in  Orlando,  Florida. 

Dr.  Bartuska  holds  board  certifica- 
tion in  internal  medicine,  endocrinology 
and  metaboUsm  and  has  served  as  a 
special  fellow  in  molecular  medicine  for 
the  National  Institutes  of  Health.  She 
is  a past  associate  dean  of  MCP  and  a 
former  Philadelphia  County  delegate  to 
the  PMS  House  of  Delegates.  Dr.  Bar- 
tuska is  vice  chairman  of  the  PMS  Edu- 
cational and  Scientific  Trust  and  is  one 
of  the  few  women  delegates  to  the 
American  Medical  Association.  She  has 
served  as  chairman  of  the  PMS  Council 
on  Education  and  Science. 

LUa  S.  Wallis,  MD,  an  internist  and 
clinical  professor  of  medicine  at  Cornell 
University  Medical  College  in  New 
York,  was  elected  president  elect. 


AMWA’s  annu^ll  meeting  addressed 
various  issues  that  affect  women’s 
health,  stressing  a preventive  approach. 
These  issues  included  the  organiza- 
tion’s year-old  anti-smoking  campaign, 
osteoporosis,  and  multiple  role  conflicts 
for  professional  women.  A number  of 
resolutions  were  passed  including  mea- 
sures to  greatly  restrict  the  surrogacy 
industry,  to  support  and  encourage 
AIDS  education,  and  to  work  for  pas- 


The  National  Institutes  of  Health  re- 
cently announced  that  Penn  State’s 
Milton  S.  Hershey  Medical  Center  will 
be  one  of  16  U.  S.  institutions  to  receive 
new  funding  for  AIDS  research. 

M.  Elaine  Eyster,  MD,  professor  of 
medicine,  and  chief  of  the  division  of  he- 
matology at  the  medical  center,  is  the 
principal  investigator  of  a projected 
$3,088,870  grant  awarded  by  the  Na- 
tional Institute  of  Allergy  and  Infec- 
tious Diseases  (NIAID)  to  support  a 


sage  of  the  Family  and  Medical  Leave 
Act,  which  provides  for  minimum  stan- 
dards of  unpaid  leave  with  job  protec- 
tion for  the  care  of  a new  or  ill  child,  or 
infirm  adult.  The  500  women  physicians 
and  medical  students  who  attended  the  i 
conference  also  voted  to  support  the  t 
Minimum  Health  Benefits  for  All  Work-  ' 
ers  Act  to  provide  health  insurance  for 
nearly  two-thirds  of  Americans  who  are 
currently  uninsured. 


five-year  study  involving  experimental  , 
drug  treatment  of  hemophilic  patients  j 
with  AIDS  virus  infections.  Dr.  Eyster  i 
will  receive  $579,907  during  the  first  i 
year  of  the  five-year  period. 

A primary  purpose  of  this  effort  will  I 
be  to  help  establish  AIDS  Clinical  Stud- 1 
ies  Groups,  ensuring  that  clinicians  and  | 
researchers  based  outside  large  metro-  | 
politan  areas  can  participate  with  other 
scientists  in  a growing  network  of  facili- 
ties. 


Hershey  receives  new  funding  for  AIDS  research 


CAT  Fund  Financing  Available 

FROM  YOUR  CREDIT  GNION 


fcde/ial 

940  EAST  PARK  DRIVE  • HARRISBURG,  PA  17111 
(717)  564-4661  or  in  PA  1 (800)  492-2370 


• 1%  per  month  due  on  unpaid  balance.  Simple 
interest.  No  penalty  for  early  pay-off. 

• One  easy  application  to  complete. 

• No  security  required. 

• Must  be  a member  of  the  credit  union.  A $50 
balance  in  our  savings  account  is  the  only 
requirement  of  membership. 

• Speedy  approval. 


• If  you  financed  with  us  last  year,  no  need  to 
reapply.  Just  call  us. 

• $15,000  limit. 

• Tax  form  for  the  last  two  years  and  a personal 
financial  statement  due  at  the  time  of  applica- 
tion. 

• All  of  our  services  can  be  handled  by  phone, 
through  the  mail  and  the  MAC-ATM  network. 


Remember  . . . our  services  are  also  available  for  your  employees. 

CALL  OR  WRITE  FOR  MORE  DETAILS 
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Marketing  That 
Means  Business! 


Hoover  Anwar  Associates  is  a full  service  professional 
marketing  organization  serving  the  Medical  community. 

We  design  marketing  programs  to  build  and  maintain  the 
patient  base  you  want  and  insure  the  revenue  you  require. 
We  specialize  in: 

• Marketing  Plans 

• Practice  Management 

• Public  Relations  and  Promotion 

• Demographic  and  Market  Research 

• Location  and  Competition  Assessment 

• Patient  Satisfaction  and  Attraction 

• Referral  Development 

• Human  Relations 

• Revenue  and  Reimbursement  Management 

• Personnel  and  Staffing  Requirements 

• Graphic  Design  and  Advertising 

• Exhibits  and  Audio-Visual  Shows 

HOOVER  ANWAR  ASSOCIATES 

First  Pennsylvania  Bank  Building 
Seven  East  Lancaster  Avenue 
Ardmore,  PA  19003 

For  information  contact: 

Rebecca  Anwar,  Ph  D. 

215.649.8770 


The  vital  sign  is  your  bottom  line! 


HOOVER  • ANWAR 
ASSOCIATES 


BILLING 

and 

COLLECTION 


for  Anesthesia  Services 
for 

Large  and  Smali  Practices 
Extensive  Experience 
Exceiient  Resuits 


FOR  iNFORMATiON  CALL: 

Patricia  Barker 
HAA  LTD 
215-545-1984 


SARATITOS 

&G0NRINY 


Dr.  S.  Randy  Sarantos,  President 

The  Doctors’ Money  Doctor 

Investment  Management  Services 

Pension,  Personal  and  Childrens’  Edu- 
cational Asset  Management  Programs 

Tbtal  Financial  Planning  Services 

Wide  selection  of  10  different  financial 
plans  for  every  budget  level 

Insurance  Advisory  Services 

Custom-designed  Insurance  and  Risk 
Management  programs 

Practice  Management  Services 

Buy/Sell,  Associate  Advisory  Services, 
Practice  Evaluations,  Cash-Flow  Analysis 

3 Seminar  Education  Services 

Special  Financial  Seminar  programs  for 
Zdi  professional  societies,  groups  & 
institutions 

Exclusive  Marketing  Agents  For: 

Pro-Tkch  National  Association 


Practice  Evaluations 

Low-cost  Expanded 
Option  Analysis,  including 
180  values  for  your 
practice. 


of  Doctors  (NAD) 

Exclusive  agents  in 
Eastern  PA,  NJ  and  CT, 
providing  low-cost,  high 
quality  financial  services. 


Y 


Name  _ 


ES:  I would  like  to  know  more  about  Professional 
Financial  Services.  Please  send  me  a free  brochure. 


Address 
City 


. State . 


. Zip . 


Sarantos  & Company,  Inc.  240  Cedar  Knolls,  Rd.,  Suite  310 
Cedar  Knolls,  NJ  07927  (201)  539-4000 

— OR  CALL  L800-223-0164  — 


The  principals  of  Sarantos  & Company.  Inc.,  a Registered  Investment  Advisor,  are  also  represen- 
tatives of  Integrated  Resources  Equity  Corp. . Member  NASD  & SIPC,  and  a registered  broker  dealer. 
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Report  on  Communications  responds  to  change 

Because  you  are  facing  a communications  revolution,  led  by  the 
use  of  personal  computers  in  your  medical  practices,  the  Society’s 
Committee  on  Long  Range  Assessment  studied  the  issue  and  pre- 
sented a comprehensive  report  on  communications  to  the  House 
of  Delegates  last  October.  It  looks  at  the  future  of  communica- 
tions, the  Society’s  communications  strengths,  weaknesses,  and 
constraints,  and  proposes  communications  options  for  the  1990s. 
Following  is  the  executive  summary  of  the  report.  Gordon  K.  Mac- 
Leod, MD,  of  Pittsburgh,  is  chairman  of  the  committee.  The  re- 
port was  referred  for  action  to  the  Board  of  Trustees. 


Executive  summary 
The  issue 

Because  information  gathering  and 
dissemination  are  major  activities  of 
the  Society,  this  paper  provides  the  Ex- 
ecutive Committee  and  the  Board  of 
Trustees  with  an  analysis  of  the  com- 
munications environment  of  the  mid- 
1990s  and  options  for  Society  re- 
sponses. 

A glimpse  into  the  future 

Accelerating  technological  change 
will  revolutionize  the  communications 
aspects  of  medical  practice.  By  the  mid- 
1990s,  virtually  all  physicians,  whether 
in  patient  care,  teaching,  research,  or 
administration,  will  use  personal  com- 
puters. These  PCs  will  allow  physicians 
instantaneously  to  access  patient  rec- 
ords in  the  hospital  and  in  their  offices. 

All  the  information  aspects  of  medi- 
cal practice  (scheduling  appointments, 
ordering  tests,  reading  tests,  consult- 
ing, prescribing,  etc.)  will  be  done  by 
computer.  Moreover,  physicians  will 
seek  answers  to  clinical  questions  from 
electronic  data  bases  and  “paperless  li- 
braries.” 

History  and  physical  examinations, 
post-operative  reports,  consultations 
and  record  keeping  for  the  office  and 
hospital  will  be  spoken  into  the  com- 
puter and  appear  as  written  informa- 
tion on  the  screen.  Referring  and  con- 
sulting physicians  will  speak  to  each 
other  by  computer.  Reimbursement 
transactions,  even  for  solo  practition- 
ers, will  be  computerized. 

The  term  “publishing”  will  be  broad- 
ened to  include  electronic  publishing 
(compact  discs,  floppy  disks,  video- 


tapes, etc.).  Late-breaking  medical  and 
public  health  information  will  be  dis- 
seminated by  teleconferences. 

As  members  accommodate  to  the 
electronic  information  era,  they  will  ex- 
pect quick,  accurate,  and  detailed  infor- 
mation from  PMS  and  the  AMA  on: 
Medical  hability/tort  reform 
KePRO  oversight  data 
Medical  board  disciplinary  rules  and 
regulations 

Pennsylvania  Cost  Containment  Coun- 
cil rules  and  regulations  (cost  and  qual- 
ity data) 

Pennsylvania  Blue  Shield  (and  other 
third  party  carriers) 

Departments  of  Health  ^md  Insurance 
regulations 

Federal  regulation  of  practitioners 
Impact  of  government  progr^uns  on  ac- 
ademic medicine 
Female  physicians 
Young  physicians 
Resident  physicians 
Medical  students 
Medical  staffs 
FMGs 
CME 

Prevention  of  illness  and  injury 

Impaired  physician  procedures 

Managed  health  care 

Patterns  of  care 

Hospital  marketing 

Physician  joint  venture  activity 

The  physician  glut 

Legislative  activities 

Judicial  decisions 

Non-MD  health  practitioners 

Medical  Assistance/Home  Health  Care 

and  Long  Term  Care  Regulations 

New  disease  patterns 

Negotiating  approaches 


Access  to  various  treatment  modality 
data  bases 

Reviews  of  office  management  software 
Specialty  societies 
County  medical  societies 
Emerging  health  care  issues 

PMS  Communications  strengths 

When  members  speak  and  act  as  ad- 
vocates for  their  patients,  they  provide 
PMS  with  thousands  of  public  relations 
representatives. 

PMS  has  earned  high  credibility  for 
reliable  information.  High  quahty  lead- 
ership can  maintain  this  strength. 

Through  telecomputer  communica- 
tions, PMS  has  the  potential  to  gather 
powerful  clinical  and  therapeutic  infor- 
mation from  its  members. 

PMS,  through  its  communications, 
has  the  opportunity  and  ability  to  por- 
tray physicians  collectively  in  the 
minds  of  the  public,  local,  and  state 
government. 

By  representing  the  majority  of  the 
practicing  physicians  in  the  Common- 
wealth, the  Society  has  the  credibility 
to  speak  to  the  public  and  the  legisla- 
ture on  the  major  health  issues  of  the 
day. 

Communications  weaknesses 

Specialty  and  economic  pressures  will 
further  sphnter  the  profession  and  im- 
pede recruitment  and  retention.  Differ- 
ences between  urban  and  rural  practice 
settings  also  require  special  consider- 
ation to  avoid  potential  divisiveness. 

The  rapid  expansion  of  complex  is- 
sues facing  the  Society  will  strain  its  re- 
sources. 

Changing  demographics  will  substi- 


26  Pennsylvania  Medicine,  January  1988 


American  College  of  Physicians 

presents 

69th  Annual  Session 
March  3-6,  1988 
Jacob  K.  Javits 
Convention  Center 


Medicine’s  foremost  educational  opportunity  in  the  nation’s  most  exciting  city 


□ More  than  200  presentations  for  a 
curriculum  suited  to  your  needs 

□ Critical  findings  in  Molecular  Biology 
and  Clinical  Medicine  in  six  State  of 
the  Art  lectures 


□ Rewarding  activities  planned  especially 
for  family  and  guests 


□ Pre-Session  courses  on  critical  care, 
geriatrics  and  infectious  diseases 

□ Clinical  controversies  featured  in  12 
panel  discussions 

□ Analyses  that  confront  the  social, 
ethical  and  environmental  issues 
surrounding  today’s  dilemmas 


Request  Your  1988  Scientific  Program  Guide 

The  Scientific  Program  Guide— with  schedules, 
course  and  faculty  lists,  registration  and  hous- 
ing information,  and  the  family  and  guest 
program— enables  you  to  plan  the  most  valua- 
ble, personalized  Session  possible.  Because 
many  popular  programs  fill  up  quickly,  you'll 
want  to  schedule  your  curriculum  well  in  ad- 
vance. Reserve  your  copy  now  by  filling 
out  and  returning  the 
request  form. 


YES,  mail  me  the 

’88  Scientific  Program  Guide 


PLEASE 

PRINT 


NAME 


ADDRESS 


CITY/STATE/ZIP 


Telephone  toll-free:  (800)  523-1546  ext.  3675 
In  Pennsylvania:  (215)  243-1200  ext.  3675 

□ AGP  Member  AGP# 

□ Nonmember 


American  College  of  Physicians 
4200  Pine  Street 
Philadelphia,  PA  19104 


- 
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tute  a heterogeneous  membership  for 
the  present  homogeneous  male,  entre- 
preneurieil  membership. 

Person2ility  traits,  common  among 
persons  who  are  successful  in  the  pro- 
fession of  medicine,  tend  to  mitigate 
against  consensus  policy  making. 

Communications  constraints 

Increasing  needs  of  members  will  col- 
lide with  a finite  PMS  budget,  therefore 
rationing  communications. 

Increased  individual  member  services 
may  not  be  possible  because  of  the 
great  numbers  of  physicians  involved. 

Electronic  equipment  and  electrical 
power  supplies  vary  in  quality,  depend- 
ability, and  adaptability. 

Communications  options  for  the 
mid-1990s 

A.  Continue  the  present  mix  of  commu- 
nications media. 

B.  Commission  a communications  au- 


dit, a study  in  which  an  outside  consul- 
tant examines  aU  present  PMS  publica- 
tions, surveys  the  membership, 
interviews  leadership  and  staff,  and 
evaluates  present  communications  ac- 
tivities in  light  of  the  Society’s  objec- 
tives. An  audit  report  provides  guid- 
ance for  the  redesigning  and  redirecting 
of  communications  personnel  and  ac- 
tivities to  meet  future  needs.  The 
breadth  of  such  a study  can  be  narrowly 
focused  on  a certain  segment  of  commu- 
nications, such  as  PMS  relations  with 
the  mass  media,  or  broad  based  cover- 
ing all  aspects  of  Society  communica- 
tions including  those  of  the  subsidiary 
corporations. 

C.  Study  the  use  of  800  telephone  num- 
bers, including  a content  analysis  of 
calls  from  the  reimbursement  help  Une. 
Investigate  the  use  of  telephone  and 
computer  mail  services  for  members. 

D.  Establish  a member  computer  net- 
work, and  provide  software  through 
that  network  to  assist  physicians  with 
both  the  medical  and  business  aspects 


of  their  practice.  From  such  a network, 
PMS  could  collect  clinical  and  therapeu- 
tic data  for  sale  as  a source  of  non-dues 
income.  The  network  would  also  be  ca- 
pable of  expediting  third  party  clEiims 
for  members.  A factor  to  overcome  ! 
would  be  the  input  cost  to  physicians,  a 
problem  which  could  affect  physician  i 
acceptance  of  the  network. 

E.  Conduct  ongoing  readership  and 
electronic  viewership  studies. 

F.  Commission  member  and  non- 
member market  research. 

G.  Provide  response  mechanisms  with 

every  communication.  ' 

H.  “Publish”  in  electronic  as  well  as 
print  media. 

I.  Distribute  a catalog  of  PMS  publica- 
tions. ' 

J.  Expand  the  PMS  county  computer 
network. 

K.  Improve  the  relationship  between  j 

the  very  large  counties  and  the  smaller 
counties  by  better  communicating  the 
S3mergistic  relationship  between  PMS  | 
and  the  counties.  j 

L.  Continue  to  support  and  evaluate  the  ’ 
PMS  public  information  program. 

PMS  communications  scenario 
If  the  1990s  are  to  be  the  information 
era,  it  is  logical  for  the  Board  of  Trust- 
ees to  position  the  Society  as  the  pre- 
mier medical  communicator  in  Pennsyl- 
vania. 

• The  Board  would  set  as  a goal  the  sci- 
entific determination  of  the  information  , 
priorities  of  the  members.  The  most 
comprehensive  approach  would  be  to 
commission  a communications  audit  as 
described  in  option  B. 

• After  establishing  its  communica- 
tions objectives,  the  Board  would  need 
to  provide  resources  for  the  necessary 
media.  Each  medium  should  be  as- 
signed a particular  role. 

• If  a magazine,  such  as  Pennsylvania 
Medicine,  is  part  of  the  mix,  its  role 
should  be  clearly  defined.  A present  role 
is  that  of  communicating  key  Society 
actions  and  news  of  important  legal, 
economic,  legislative,  regulatory,  and 
ethicEil  developments  to  PMS  members. 
Another  possible  role  would  be  publica- 
tion of  a highly  professional  medical 
journal  devoted  to  socioeconomic  arti- 
cles for  a national  readership. 

• The  Board  should  periodically  review 
the  media  mix. 

• PMS  might  also  strengthen  its  posi- 
tion as  an  advocate  for  patients  and  the 
general  public  by  speaking  out  on  is- 
sues affecting  the  public. 


Do  you  know  someone  who  needs  nursing  care 
in  their  home?  'm  a 'V  w 

we  have  a 
special  person  to 
take  care  of  your 
special 
person. 

Medical  Personnel  Pool 


Are  your  patients  entitled  and/or  eligible  for 
Medicare  benefits'^  If  you  are  not  sure  call  MEDI- 
CAL PERSONNEL  POOL  and  we  will  help  you  get 
the  answer  Bear  in  mind  that  a person  need  not 
be  a Social  Security  recipient  or  over  65  to  re- 
ceive Medicare  services  People  who  are  dis- 
abled for  2 years  or  more  are  eligible,  as  are  peo- 
ple who  are  in  dialysis  for  6 months  or  longer 
MEDICAL  PERSONNEL  POOL  provides  a full 
range  of  HOME  HEALTH  SERVICES,  as  well  as 
private  duty  nursing  We  provide  most  of  these 
services  in  the  home  as  well  as  in  the  hospital 
and  nursing  home 


‘Allentown  434-7277 
Harrisburg  233-2444 


Lebanon  272-5214  ‘Philadelphia  663-0700 
Monroeville  824-6730  ‘Pittsburgh  683-2227 
‘Reading  372-4611 

‘Medicare  Certified  Home  Health  Agency 
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The  benefit  of  antinnginal 
proteeHon  phu  safety,,. 


CARDOm:  AFUUaUFB 


diltiazem  HCI/Marion 


A remarkable  safety  profile'^ 

The  low  incidence  of  side  effects  with  Cordizem  allows  patients  to  feel  belter 


Preteetian  against  angina  attasks'  ^ ^^ 

The  predictable  efficacy  of  Cordizem  in  stable  exedional*  and  vasospastic 
angina  allows  patients  to  do  more 

A desrease  in  myesardial  oxygen  demand 

Resulting  from  a lowered  head  rate-blood  pressure  product  ® 

Compatible  ndth  other  antianginals*^ 

Safe  In  angina  with  soexisting  hypertension, 
CORD,  asthma,  or  PVD''^'^'^ 

*CARDIZEM'^'  ( diltiazem  HCI)  is  indicated  in  Itie  treatment  of  angina  pectoris  due  to  coronary  adery  spasm  and  in  the 
management  of  chronic  staple  angina  (classic  effort-associated  angina)  in  patients  who  cannot  tolerate  therapy  with 
beta-blockers  and/or  nitrates  or  who  remain  symptomatic  despite  adequate  doses  of  fhese  agents 


'See  Warnings  and  Precautians. 


Please  see  brief  summary  of  prescribing  information  on  the  next  page. 


0453S7 


rapniTar  A/mAMemui  PRonenoM 

diltiazem  HCI/Markm  PLUS  SAFETY 


Usual  maintenance  dosage  range:  180-360  mg/day 


Brief  Summary 

Professional  Use  Information 

CARomm 

(diltiazem  HCI)  30  mg,  60  mg,  90  mg,  and  1 20  mg  Tablets 

CONTRAINDICATIONS 

CARDIZEM  IS  contraindicated  in  (!)  patients  wild  sick 
sinus  syndrome  except  in  tbe  presence  of  a functioning 
ventricular  pacemaker,  (2)  patients  with  second-  or 
third -degree  A V block  except  In  the  presence  of  a functioning 
ventricular  pacemaker  and  (3)  patients  with  hypotension 
(less  than  90  mm  Hg  systolic) 

WARNINGS 

1 Coraioc  Conduction.  CARDIZEM  prolongs  AV  node 
refractory  periods  without  significantly  prolonging 
sinus  node  recovery  time,  except  in  patients  with  sick 
sinus  syndrome  This  effect  may  rarely  result  in 
abnormally  slow  heart  rates  (particularly  in  patients 
with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (SIX  of  1,243  patients  for  0 48%)  Concomi- 
tant use  of  diltiazem  with  beta-blockers  or  digitalis 
may  result  in  additive  ettects  on  cardiac  conduction.  A 
patient  with  Prinzmetal's  angina  developed  periods  of 
asystole  (2  to  5 seconds)  after  a single  dose  of  60  mg 
of  diltiazem 

2 Congestive  Heart  Failure.  Although  diltiazem  has  a 
negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans  with 
normal  ventricular  function  have  not  shown  a 
reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt) 

Experience  with  the  use  of  CARDIZEM  alone  or  in 
combination  with  beta-blockers  in  patients  with 
impaired  ventricular  function  is  very  limited  Caution 
should  be  exercised  when  using  the  dnjg  in  such 
patients 

3 Hypatension.  Decreases  in  blood  pressure  associated 
with  CARDIZEM  therapy  may  occasionally  result  in 
symptomatic  hypotension 

4 Acute  Hepatic  Injury.  In  rare  instances,  significant 
elevations  in  enzymes  such  as  alkaline  phosphatase 
CPK,  LDH,  SCOT  SGPT,  and  other  symptoms 
consistent  with  acute  hepatic  injury  have  been  noted 
These  reactions  have  been  reversible  upon  discontin- 
uation of  drug  therapy  The  relationship  to  CARDIZEM  is 
uncertain  in  most  coses,  but  probable  in  some.  (See 
PRECAUTIONS  ) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  Is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  in  bile.  /4s  with  any  new  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be  moni- 
tored at  regular  intervals  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function  In 
subacute  and  chronic  dog  and  rat  studies  designed  to 
produce  toxicity,  high  doses  of  diltiazem  were  associated 
with  hepatic  damage.  In  special  subacute  hepatic  studies. 


oral  doses  of  125  mg/kg  and  higher  in  rats  were  associated 
with  histological  changes  in  the  liver  which  were  reversible 
when  the  drug  was  discontinued.  In  dogs,  doses  of  20 
mg/kg  were  also  associated  with  hepatic  changes,  however, 
these  changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that 
there  may  be  additive  ettects  in  prolonging  AV  conduction 
when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS.) 

Controlled  and  uncontrolled  domestic  studies  suggest  that 
concomitant  use  of  CARDIZEM  and  beta-blockers  or  digitalis 
IS  usually  well  tolerated  Available  data  are  not  sutficienl 
however,  to  predict  the  effects  of  concomitant  treatment 
particularly  in  patients  with  left  ventricular  dysfunction  or  cdr- 
diac  conduction  abnormalities  In  healthy  valunteers, 
diltiazem  has  been  shown  to  increase  serum  digoxin  levels 
up  to  20% 

Carcinogenesis,  Mutagenesis,  Impairment  at  Fertility. 

A 24 -month  study  In  rats  and  a 2 1 -month  study  in  mice 
showed  no  evidence  ot  carcinogenicity.  There  was  also  ho 
mulagenic  response  in  in  vitro  bacterial  tests  No  intrinsic 
efteci  on  ferfilily  was  observed  in  rats 

Pregnancy.  Category  C Reproduction  studies  hove  been 
conducted  in  mice,  rats,  and  rabbits  Administration  of  doses 
ranging  from  five  to  ten  times  greater  (on  a mg/kg  basis) 
than  the  daily  recommended  therapeutic  dose  has  resulted  In 
embryo  and  fetal  lethality  These  doses,  in  some  studies, 
hove  been  reported  to  cause  skeletal  abnormalities.  In  the 
perinotol/postnatal  studies,  there  was  some  reduction  in 
early  individual  pup  weights  and  survival  rates.  There  wos 
an  Increased  incidence  of  stillbirths  at  doses  ot  20  times  the 
human  dose  or  greater 

There  are  no  welt-controlled  studies  in  pregnant  women, 
therefore,  use  CARDIZEM  in  pregnant  women  only  if  the 
potential  benefit  justifies  the  potential  risk  to  the  fetus 

Nursing  Mothers.  Diltiazem  is  excreted  in  human  milk. 
One  report  suggests  that  concentrations  in  breast  milk  may 
approximate  semm  levels.  It  use  of  CARDIZEM  Is  deemed 
essentiat  on  alternative  method  ot  infant  feeding  should  be 
instituted 

Pediatric  Use.  Safely  and  effectiveness  in  children  have 
not  been  established 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies 
carried  out  to  date,  but  it  should  be  recognized  that  patients 
with  impaired  ventricular  function  and  cardiac  conduction 
abnormalities  hove  usually  been  excluded 

In  domestic  placebo-controlled  trials,  the  incidence  ot 
adverse  reactions  reported  during  CARDIZEM  therapy  was 
not  greater  than  that  reported  during  placebo  therapy 

The  following  represent  occurrences  observed  in  clinical 
studies  which  cdn  be  ot  least  reasonably  associated  with  the 
pharmacology  of  calcium  influx  Inhibition  In  many  cases, 
the  relationship  to  CARDIZEM  has  not  been  established.  The 
most  common  occurrences  as  well  as  their  frequency  ot 
presentation  are:  edema  (24%),  headache  (2  I %), 
nausea  (1.9%),  dizziness  (1  5%),  rash  (!  3°/o),  asthenia 
(12%)  In  addition,  the  following  events  were  reported 
infrequently  (less  than  !%) 


VJJI 


□ 60  mg  □ 90  mg 
□ 120  mg 


'ffd. 


Cardiovascular:  Angina,  arrhythmia,  AV  block  (first 

degree),  AV  block  (second  or  third  degree 
— see  conduction  warning),  bradycar- 
dia, cangestive  heart  failure,  flushing, 
hypotension,  palpitations,  syncope. 
Nervous  System.  Amnesia,  gait  abnormality,  hallucina- 
tions, insomnia,  nervousness,  paresthe- 
sia, personality  change,  somnolence, 
tinnitus,  tremor 

Gastrointestinal:  Anorexia,  constipation,  diarrhea, 

dysgeusia,  dyspepsia,  mild  elevations  ot 
alkaline  phosphatase,  SGOl  SGPT,  and 
LDH  (see  hepatic  warnings),  vomiting, 
weight  increase. 

Dermatologic:  Pelechlae,  pruritus,  photosensitivity, 

urticaria 

Other:  Amblyopia,  dyspnea,  epistoxis,  eye 

imtation,  hyperglycemia,  nasal  conges- 
tion, nocturia,  osteoarticular  pain, 
polyuria,  sexual  difficulties. 

The  tollowing  postmarkeling  events  have  been  reported 
infrequently  in  patients  receiving  CARDIZEM  alopecia, 
gingival  hyperplasia,  erythema  multiforme,  and  leukopenia 
However  a definitive  cause  and  effect  between  these  events 
and  CARDIZEM  therapy  is  yet  to  be  established. 

Issued  9/86 

See  complete  Professional  Use  Information  before  prescribing. 
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disease,  in  Braunwold  E (ed)  Head  Disease:  A Textbook  of 
Cardiovascular  Medicine,  ed  2 Philadelphia,  WB  Saunders 
Co,  1984,  chop  39  3.  O'Rourke  RA:  Am  J Cardiol 
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1984,  54  477-481  8.  Strauss  WE.  McIntyre  KM,  Paris!  AF 
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PepineCJ,  Whittled,  etal  Am  J Cardiol  1982:49  554-559 
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Blue  Shield  seeks  record  $1.27  million  in  refunds 


Pennsylvania  Blue  Shield’s  Medical 
Review  Committee  has  requested  a rec- 
ord $1.27  million  in  refunds  from  25 
medical  practices. 

The  refunds  requested  from  doctors 
are  for  services  not  performed,  not  med- 
ically necessary,  or  performed  to  a lesser 
degree  or  in  a different  maimer  than 
was  billed.  The  amount,  the  most  ever 
requested  at  one  time  by  the  Medical 
Review  Committee,  brings  the  total  re- 
funds requested  during  1987  to 
$2,203,000. 

“The  Medical  Review  Committee  was 
established  to  protect  our  customers’ 
premium  dollars  and  the  vast  majority 
of  doctors  who  are  filing  legitmate 
claims,”  said  Jon  Dubs,  Blue  Shield’s 
Director  of  Benefits  Management.  “If 
we  find  that  our  subscribers  aren’t  re- 
ceiving appropriate,  medically  neces- 
sary care,  then  we  have  an  obhgation  to 
get  their  money  back.” 

According  to  Dubs,  who  oversees  the 
refund  activity,  the  large  amount  of  re- 
funds being  requested  at  this  time  does 
not  signal  an  increase  in  inappropriate 
actions  on  the  part  of  medical  pro- 
viders. 

“A  number  of  the  cases  involving  par- 
ticularly large  refunds  have  been  under 
investigation  for  quite  some  time,  in- 
cluding one  diagnostic  surgical  case  in- 
volving over  $300,000  and  several  oth- 
ers involving  over  $100,000,”  Dubs 
said. 

Cases  reviewed  by  the  Medical  Re- 


The American  Medical  Associa- 
tion’s Project  USA  is  recruiting  fully 
licensed  physicians  for  short-term, 
general  medicine  assignments  at 
Indian  Health  Service  and  National 
Health  Service  Corps  hospitals  and 
clinics. 

The  vacancies  are  from  two  to 
four  weeks  and  are  in  a variety  of 
locations.  Participating  physicians 
receive  a stipend  of  $750  a week 
plus  round  trip  transportation  and 
living  accommodations. 

Interested  physicians  can  write 
project  director  John  Naughton  at 
the  AMA,  535  N.  Dearborn,  Chi- 
cago, IL  60610  or  call  (312)  645- 
4702. 


view  Committee  are  most  often  identi- 
fied through  statistical  analyses  of  doc- 
tor charges  kept  in  Blue  Shield’s 
computer  data  base.  This  system  has 
information  on  aU  health  care  providers 
who  have  billed  Blue  Shield  for 
services— more  than  23  million  claims 
in  1986.  Information  provided  by  the 
state’s  health  and  insurance  depart- 
ments, the  federal  government’s  Medi- 
care program,  consumers,  and  other 
doctors  also  alert  Blue  Shield  to  poten- 
tial abuse. 


The  16-member  review  committee, 
representing  one  of  the  company’s 
many  utilization  review  activities  to 
control  health  care  costs,  meets  quar- 
terly at  Blue  Shield’s  headquarters. 
Since  1980,  it  has  requested  more  than 
$7  million  in  refunds  from  medical  prac- 
tices in  Pennsylvania. 

Pennsylvania  Blue  Shield,  the  lairgest 
Blue  Shield  plan  in  the  country,  paid 
more  than  $1.3  billion  in  benefits  to  its 
nearly  six  million  private  business  sub- 
scribers in  1986. 


■ 782A  • 


Jefferson  Medical  College 

of 

Thomas  Jefferson  University 

and 

The  U.S.  Virgin  Islands  Medical  Society 
present 

LIVER  AND 
GASTROINTESTINAL 
DISEASE  UPDATE  1988 

March  13-17,  1988 

at  the 

Frenchman’s  Reef  Beach  Resort 
St.  Thomas,  United  States  Virgin  Islands 


featuring 

Lawrence  S.  Friedman,  M.D.  Lillian  A.  MiJJer 
Willis  C.  Maddrey,  M.D.  Patricia  Rhymer  Todman 
Francis  E.  Rosafo,  M.D. 


For  further  information  and  registration,  contact  the  Of- 
fice of  Continuing  Medical  Education,  Jefferson  Medical 
College,  1025  Walnut  Street,  Room  G-3,  Philadelphia, 
PA  19107;  (215)  928-6992. 
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Pennsylvania  Blue  Shield  fills  coverage  void 


Over  a million  Pennsylvanians  would 
be  without  health  insurance  if  not  for 
Pennsylvania  Blue  Shield’s  direct-pay 
and  small  group  programs,  according  to 
information  released  at  pubhc  hearings 
on  indigent  care. 

Blue  Shield,  through  testimony  pre- 
sented to  a subcommittee  of  the  Penn- 
sylvania Health  Care  Cost  Contain- 
ment Council  at  recent  hearings  around 
the  state,  illustrated  how  it  accepts  as 


subscribers  applicants  who  are  denied 
coverage  by  other  health  insurers. 

“If  you  have  had  heart  disease,  diabe- 
tes, or  AIDS,  Blue  Cross  and  Blue 
Shield  will  provide  you  with  coverage,” 
said  Frank  J.  Ryan,  vice  president.  Cor- 
porate and  Pubhc  Affairs  of  Pennsylva- 
nia Blue  Shield.  “No  other  health  in- 
surer will  do  so.” 

Through  its  direct-pay  and  small 
group  programs,  Pennsylvania  Blue 


Shield  accepts  any  appUcant  who  ap- 
phes  for  insurance  regardless  of  medical 
history  or  condition.  Unlike  most  insur- 
ers, Blue  Shield  has  no  pohcy  requiring 
apphcants  to  take  screening  tests  or 
provide  proof  of  insurabUity. 

“We  play  a key  role  in  helping  people 
protect  themselves  against  indigency 
because  we  enable  them  to  purchase 
comprehensive  coverage  at  rates  most 
individuals  and  families  can  afford,” 
said  Rycin.  “In  doing  so,  we  frequently 
absorb  a financial  loss.” 

Monthly  premiums  for  benefit  plans 
available  to  Blue  Shield’s  small  group 
and  direct-pay  subscribers  range  from 
$90  to  as  httle  as  $11,  depending  on  the 
individual  or  family  income  level.  For 
every  dollar  in  premiums  received  from 
these  subscribers.  Blue  Shield  paid 
$1.22  in  health  care  services. 

“Obviously,  the  22  cents  spent  be- 
yond our  premium  revenue  represents  a 
commitment  of  milMons  of  doUars  by 
Blue  Shield  to  continue  to  provide 
health  care  coverage  for  these  individ- 
uals and  small  group  subscribers,” 
Ryan  said. 

One  reason  for  the  high  costs  in- 
volved in  insuring  direct-pay  customers 
is  the  significantly  higher  number  of 
services  used  by  those  subscribers. 
While  the  average  Blue  Shield  sub- 
scriber with  group  coverage  used  ap- 
proximately $189  in  services  last  year, 
the  direct-pay  subscribers  each  used  an 
average  of  $245  in  services. 

“For  the  company’s  lowest-income 
subscribers,  participating  doctors  will- 
ingly accept  an  average  of  only  18  per- 
cent of  their  usual  charges,”  Ryan  said. 
“In  1986  alone,  we  paid  our  participat- 
ing doctors  $130  million  less  than  their 
charges  for  the  subscribers  enrolled  in 
these  programs.” 


The  Centers  for  Disease  Control  has 
requested  that  physicians  who  diag- 
nose central  nervous  system,  cardio- 
vascular, or  other  unusual  manifesta- 
tions of  syphilis  in  persons  under  age 
55  report  these  cases  to  CDC/SDT.  Re- 
ports can  be  sent  to  the  Sexually  Trans- 
mitted Disease  Program  of  the  Pennsyl- 
vania Department  of  Health,  Box  90, 
Harrisburg  17108.  Or  telephone  717- 
787-3981. 


THE 

HORSHAM 

CLINIC 

HUMBERTO  MATURANA,  Ph.D. 

February  26  & 27,  1988 

Consciousness  & Reality: 

The  World  According  to  Humberto  Maturana 

Keynote  Addresses:  Humberto  Maturana,  Ph.D. 
Live  Individual  & Family  Interviews 


Loren  H.  Crabtree,  |r.,  MD 
lay  S.  Efran,  Ph  D. 

Frank  Galuszka.  Painter 
Kenneth  ).  Gergen,  Ph  D. 
Harvey  Horowitz,  MD 
Sam  Kirschner,  Ph  D. 


FACULTY 

Humberto  Maturana,  Ph  D. 
William  F.  Overton,  Ph  D. 
Robert  Schoenholtz,  MS,  ATR 
Melvin  Singer,  MD 
Frederick  Steier,  Ph  D. 

Polly  Young-Eisendrath,  Ph  D. 


For  more  information,  contact  Loren  H.  Crabtree,  |r.,  MD 
(215)  643-7800  Ext.  246 


The  Horsham  Clinic 

Welsh  Road  and  Butler  Pike,  .\nibler,  Pennsylvania  19002  (215)  643-7B00 
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Internists  forge  new  policies  at  annual  meeting 


The  peer  review  program,  cata- 
strophic health  insurance,  AIDS,  long- 
term care,  care  for  the  indigent  and 
homeless,  payment  for  physicians’  ser- 
vices, and  maximum  allowable  actual 
charges  were  among  the  issues  dis- 
cussed at  the  1987  meeting  of  the 
American  Society  of  Internal  Medicine 
(ASIM)  House  of  Delegates.  The  pohcy- 
tnaking  body,  composed  of  146  dele- 
gates representing  50  state  and  subspe- 
cialty societies  of  internal  medicine,  met 
October  in  Washington,  D.C. 

Peer  Review/PROs 
Delegates  acknowledged  many  diffi- 
culties with  Medicare’s  peer  review  or- 
ganization (PRO)  program.  To  correct 
some  of  the  problems,  delegates  voted 
to  work  for  legislative  and  regulatory 
changes  to  (1)  extend  the  time  frame  for 
medical  necessity  review  and  ensure  ad- 


AIDS patients  under  Pennsylvania 
Blue  Shield  coverage  will  be  insured, 
according  to  the  company.  As  such, 

I Blue  Shield  expects  to  pick  up  much  of 
the  tab  for  AIDS  treatment  in  the  state. 

“Blue  Shield  will  treat  AIDS  patients 
the  same  as  patients  afflicted  with 
other  illnesses  or  diseases,”  a Blue 
Shield  report  stated. 

When  testing  is  clinically  indicated. 
Blue  Shield  will  pay  for  the  test.  Testing 
is  generally  advised  for  the  following 
groups: 

• homosexual  or  bisexual  males; 

• intravenous  drug  users; 

• hemophiliacs; 

• those  experiencing  AIDS  symp- 
toms; 

• those  who  had  blood  transfusions 
between  1978  and  1985; 

• sexual  partners  of  infected  per- 
sons; 

• newborns  of  infected  mothers;  and 
• health  care  workers  who  have  had 
contact  with  body  fluids  of  an  in- 
fected person. 

However,  Blue  Shield  will  not  pay  for 
tests  for  couples  planning  to  be  mar- 
ried and  for  persons  not  in  an  at-risk 
population. 

A one-year  preexisting  condition  ex- 
clusion, contained  in  most  individual, 
direct-pay  Blue  Shield  contracts,  will  be 
applicable  to  AIDS  patients. 


equate  but  timely  due  process  for  physi- 
cians; (2)  ensure  that  physicians  are  re- 
viewed by  medical  peers,  (3)  ensure  that 
individual  decisions  regarding  quahty 
and  utilization  are  made  on  their  own 
merits,  and  (4)  ensure  that  PRO  con- 
tract cancellations  or  renewals  are  not 
based  solely  on  percentage  of  cases  de- 
nied. 

Catastrophic  health  insurance 

ASIM  continues  its  support  for  the 
availability  of  coverage  to  protect  aU 
Americans  against  catastrophic  medi- 
C£il  problems,  including  coverage  for 
prolonged  intensive  acute  services  and 
long-term  illnesses.  On  pending  cata- 
strophic legislation,  ASIM  endorsed 
the  following:  (1)  maintenance  of  the  ex- 
isting 210-day  hmit  of  free  hospice  care 
under  the  Medicare  program;  (2)  pre- 
scription drug  coverage  that  allows 
physicians  and  patients  to  choose  from 
the  full  range  of  approved  drugs  and  in- 
cludes a deductible  and  copayment  for 
outpatient  prescription  drugs;  (3)  varia- 
tion of  the  cap  on  out-of-pocket  ex- 
penses by  income;  and  (4)  inclusion  of 
additional  funding  mechanisms  so  that 
the  new  benefit  is  paid  for  by  not  only 
those  who  benefit  but  by  an  increased 
excise  tax  on  alcohol  and  tobacco  (and 
giving  at  least  part  of  the  revenue  to 
Medicare)  and  by  an  increased  Medicare 
payroll  tax  on  currently  exempt  state 
and  local  government  employees. 

AIDS 

Delegates  estabhshed  several  pohcies 
on  AIDS,  including  support  of  volun- 
tary testing  for  the  HIV  antibody  in 
conjunction  with  counseling  to  high- 
risk  individuals  such  as  those  seeking 
treatment  at  sexually  transmitted  dis- 
ease clinics  and  drug  abuse  and  rehabUi- 
tation  programs,  high-risk  pregnant 
women  in  their  first  trimester,  and  high- 
risk  patients  requiring  surgical  or  other 
invasive  procedures.  Patients  must 
give  consent  with  a fuU  understanding 
of  the  adequacy  of  the  current  test,  the 
medical  imphcations  of  a positive  HIV 
antibody  test,  and  the  laws  regarding 
reporting  requirements  and  confiden- 
tiality protections.  Notification  of  test 
results  should  be  limited  to  the  person 
tested,  health  care  workers  who  have  a 
legitimate  need  to  know  the  informa- 


tion to  help  the  patient  or  protect  the 
health  of  others,  sexual  or  needle- 
sharing contacts,  and  blood,  semen,  and 
organ  banks.  The  House  also  strongly 
urged  aU  internists  to  continue  caring 
for  patients  who  develop  AIDS  and  op- 
posed mandatory  premarital  HIV  anti- 
body testing. 

Long-term  care 

The  House  adopted  pohcy  that  cover- 
age for  long-term  health  care  services 
should  include  various  options  such  as 
hospitals,  nursing  home,  hospice,  home, 
respite,  and  day  care.  Financing  for 
such  services  should  be  provided 
through  various  payment  methods, 
with  long-term  custodial  or  institu- 
tional care  and  outpatient  personal  care 
financed  separately. 

Medical  indigence 

The  House  supported  legislation  to 
require  states  to  contribute  to  Medi- 
care’s cost-sharing  requirement  for  ben- 
eficiaries with  incomes  below  the  pov- 
erty level  and  to  allow  states  to  extend 
Medicaid  coverage  to  elderly  and  dis- 
abled persons  with  incomes  above  the 
poverty  level.  National  Medicaid  stan- 
dards that  are  uniform  and  expand  eh- 
gibnity  were  recommended. 

Since  many  of  the  homeless  need 
proper  medical  diagnosis  and  treat- 
ment, ASIM  recommends  that  the  gov- 
ernment assess  the  degree  of  the  home- 
less problem  and  the  adequacy  of 
medical  facilities  and  food  and  shelter 
arrangements,  and  improve  funding  so 
these  services  can  be  provided. 

Physician  payment 

Delegates  continued  to  oppose  legis- 
lation that  would  authorize  implemen- 
tation of  a DRG  system  of  payment  for 
physician  services.  Instead  they  sup- 
ported a resource  based  relative  value 
scale  (RVS)  for  all  physicians  as  an  ap- 
propriate way  to  estabhsh  charges. 

Maximum  allowable  actual  charges 

Delegates  commended  ASIM’s  lead- 
ership efforts  to  repeal  Medicare’s 
MAAC  program,  work  on  reforms  in 
the  meantime,  support  long-term  re- 
form of  the  physician  payment  system, 
and  resist  any  attempt  to  use  M AACs 
as  the  basis  for  fee  calculation. 
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Psychoanalysis:  the  unknown  profession 

Franklin  G.  Maleson,  MD 
John  L.  Freink,  MD 


Psychoanalysis  has  had  a major  impact  on  psychiatry 
and  modem  culture.  Paradoxically,  exactly  what  it  is 
and  who  a psychoanalyst  is  are  often  obscure  in  the 
medical  community.  Although  extensively  trained  un- 
der rigorous  standards,  psychiatrist-psychoanalysts 
as  a group  have  remained  relatively  anonymous,  with 
their  concepts  and  procedures  largely  known  through 
anecdote  and  caricature.  This  article  briefly  reviews 
the  place  of  psychoanalysis  in  the  mental  health  field, 
by  outlining  the  indications  for  and  procedure  of  psy- 
choanalysis, by  explaining  training  of  the  physician- 
analyst,  and  by  attempting  to  correct  typical  misun- 
derstandings about  the  field. 


A recent  cover  story  in  Newsweek 
described  a woman  with  agorapho- 
bia who  had  participated  “in  psycho- 
analysis for  28  years,  without  ever  get- 
ting better.”  After  switching  to 
behavior  therapy,  she  improved  “in  a 
matter  of  months.”'  Most  psychoana- 
lysts would  quickly  recognize  the  mis- 
leading nature  of  this  anecdote.  While 
analysis  may  occasionally  require  as 
much  as  seven  to  ten  years  (with  dura- 
tions half  as  long  the  norm),  a 28-year 
treatment  cannot  resemble  competent 
analysis.  Indeed,  later  in  the  article  the 
author  notes  that  the  so-called  analytic 
treatment  was  conducted  by  a number 
of  therapists  (none  identified  as  psycho- 
analysts), that  it  included  the  use  of 
Thorazine  (completely  incompatible 
with  analysis),  and  further,  that  at  the 
time  of  the  magazine  interview  the  pa- 
tient served  as  her  behavior  therapist’s 
office  manager  and  self-described  “resi- 
dent cheerleader”— roles  that  must  cast 
doubt  upon  the  objectivity  of  the  re- 
port. 

The  above  anecdote,  published  in  a 
magazine  with  wide  circulation  and  in- 
fluence, and  not  atypical  in  the  arena  of 
psychotherapeutic  promotionahsm,  is 
cited  to  help  explain  the  informational 


purpose  of  this  article.  The  term  “psy- 
choanalysis” is  certainly  familiar.  Edu- 
cated people  may  know  of  someone  who 
has  been  “in  analysis”  and  are  likely 
to  have  a general  sense  of  the  impact  of 
psychoanalytic  ideas  on  modern 
childrearing,  education  and  culture,  and 
on  most  psychotherapies.  Yet  this  wide 
recognition  forms  one  side  of  a paradox, 
for  just  what  psychoanalysis  is,  who  a 
pschoanalyst  is  and  what  he  does  are 
matters  largely  shrouded  in  mystery 
and  misconception,  not  only  among  the 
general  pubUc,  but  also  within  the  medi- 
cal profession.  As  analysts,  we  wish  to 
attempt  a clarification  and  to  comment 
upon  some  of  the  complex  determinents 
of  this  paradox  and  upon  why  it  has  be- 
come a matter  of  concern  to  its  practi- 
tioners. 

What  is  psychoanalysis? 

The  field  encompasses  three  separate 
but  overlapping  disciplines:  it  is  a body 
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of  information  about  normal  and  abnor- 
mal mental  functioning;  it  is  a method 
of  investigation;  it  is  a method  of  treat- 
ment. It  may  be  helpful  to  describe  the 
last  of  these  in  its  traditional  outpatient 
form.  As  adapted  from  Heyman  and  Fo- 
gel:^  it  is  an  intimate  partnership  in  the 
course  of  which  the  patient  becomes 
aware  of  the  underlying  sources  of  his 
or  her  difficulties  not  simply  intellectu- 
ally but  emotionally,  by  reexperiencing 
them  with  the  analyst.  The  patient  usu- 
ally comes  four  or  five  times  a week,  lies 
on  a couch  (to  promote  inward  turning 
and  to  minimize  distraction),  and  at- 
tempts to  say  everything  that  comes  to 
mind.  Gradually,  hints  of  the  guiding 
themes  and  unconscious  sources  of  cur- 
rent difficulties  begin  to  appear— in  the 
way  the  patient  relates  to  the  analyst, 
in  what  is  evaded  or  causes  anxiety,  in 
slips  of  the  tongue.  The  analyst  eluci- 
dates these  for  the  patient,  who  cor- 
rects, confirms,  rejects,  and  adds  fur- 
ther thoughts  and  feelings.  During  the 
yeairs  that  an  analysis  takes  place,  the 
patient  works  with  these  insights, 
deepens  and  modifies  them  again  and 
again,  and  experiences  and  reconfirms 
them  in  daily  life  and  in  dreams.  This 
arduous  and  complex  process— the 
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most  intensive  and  searching  form  of 
psychotherapy— is  designed  to  foster 
change  in  the  patient’s  relationships, 
behavior,  and  sense  of  self  in  deep  and 
abiding  ways. 

The  indications  for  psychoanalysis 
cannot  be  neatly  codified.  A recommen- 
dation for  it— which  ultimately  must  be 
made  by  an  analyst— depends  on  both 
the  nature  of  the  presenting  symptoms 
and  on  the  assessment  of  specific  per- 
sonahty  strengths  and  vulnerabilities 
that  affect  one’s  ability  to  utilize  the 
procedme.  Very  generally,  the  patient 
who  can  best  benefit  is  capable  of  form- 
ing a therapeutic  alliance  with  the  ana- 
lyst and  has  the  potential  for  honest 
self-examination.  TypicaUy,  he  or  she  is 
relatively  sturdy,  having  achieved  some 
success  in  work  and  relationships,  but 
nevertheless  is  burdened  by  deepseated 
[symptoms.  These  may  be  well  circum- 
I scribed  (e.g.,  phobias  or  compulsive  rit- 
!uals)  or,  as  is  often  the  case,  more  dif- 
jfuse  and  subtly  played  out  in 
[relationships  or  maladaptive  hfe  pat- 
terns (e.g.,  intense,  seemingly  unwar- 
ranted feelings  of  depression,  anxiety  or 
guilt;  emotional  restriction  in  activities 
that  should  be  fulfilling  or  pleasurable; 
significant  sexual  inhibitions  or  inca- 


pacities; repeated  self-defeating  behav- 
iors in  career  or  social  hfe — often  ration- 
alized as  “bad  luck”;  physical  problems 
without  organic  cause).  Often  analysis 
is  recommended  when  less  intensive  ap- 
proaches have  been  ineffective. 

Many  who  might  otherwise  be  suit- 
able for  analysis  may  not  be  able  to  uti- 
lize it  because  of  practical  consider- 
ations (e.g.,  logistics),  urgent  or 
overriding  immediate  concerns  (e.g.,  im- 
minent academic  failure),  or  a disinch- 
nation  to  make  such  a major,  indeed 
daunting  commitment.  For  others,  such 
personahty  vulnerabUities  as  extremely 
low  anxiety  tolerance  or  strong  para- 
noid trends  may  auger  a stormy  and  dif- 
ficult analysis.  In  such  instances  the 
possible  benefits  must  be  weighed 
against  the  risks;  analysis  might  stUl  be 
attempted  on  a modified,  trial  basis, 
particularly  if  other  treatment  modah- 
ties  have  failed.  Finally,  analysis  is  un- 
suitable for  those  with  major,  pervasive 
disturbances,  such  as  schizophrenia, 
manic-depressive  illness,  severe  drug 
addiction,  or  sociopathy.  Psychoana- 
lytic treatment  requires  that  one  be 
able  to  introspect  without  incapacitat- 
ing anxiety,  loss  of  contact  with  reality, 
or  flight  into  impulsive  actions;  those 


with  the  above  disorders  lack  these  ca- 
pacities, and  other  approaches  are  indi- 
cated and  available. 

The  training  of  the  psychoanalyst 

Who  is  a psychoanalyst?  Typically,  he 
or  she  is  a fully  trained  psychiatrist 
(usually  certified  by  the  American 
Board  of  Psychiatry  and  Neurology) 
who  has  undertaken  an  additional  six  to 
ten  years  of  part-time  training  after 
completion  of  medical  school  and  resi- 
dency. This  subspecialty  training  is  de- 
signed to  foster  an  in-depth  understand- 
ing of  human  development  and  psychic 
functioning,  and  to  impart  the  special 
skills  necessary  to  conduct  psychoanal- 
ysis. From  this  educational  enterprise, 
the  psychiatrist-analyst  emerges  as  the 
most  extensively  trained  person  in  the 
mental  health  field. 

When  conducted  imder  the  auspices 
of  the  American  Psychoanalytic  Associ- 
ation, the  mainstream  analytic  organi- 
zation in  this  country,*  training  con- 
sists of  three  basic  elements. 


*The  American  Psychoanalytic  Association  does  have 
among  its  members  a small  number  of  PhD  psychologists, 
and  currently  is  admitting  more  for  training.  However,  the 
organization  is  likely  to  remain  overwhelmingly  medical  in 
makeup  for  the  forseeable  future. 
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Candidates  undergo  a personal  psycho- 
analysis designed  to  enhance  self- 
insight, which  sh^lrpens  clinical  sensi- 
tivity and  minimizes  idiosyncratic, 
personal  interference  in  the  conduct  of 
clinic8il  work.  This  “training  analysis” 
is  similar  in  length  and  format  to  any 
other  analysis. 

The  candidate  also  attends  two  or 
three  clinical  conferences  or  seminars  in 
theory  and  technique  each  week 
throughout  training.  Further,  he  must 
conduct  the  analysis  of  at  least  four  (and 
usually  several  more)  patients,  each  un- 
der weekly  or  biweekly  private  supervi- 
sion with  experienced  faculty  analysts. 
Specialized  techniques  for  use  with  chil- 
dren and  adolescents  require  additional 
classes  and  supervised  child  analyses. 
By  the  time  a candidate  graduates  he 
has  conducted  several  thousemd  hours 
of  an^Jysis  and  spent  one  to  two  thou- 
sand addition^ll  hours  in  supervision 
and  classwork,  exclusive  of  preparation 
time.  To  achieve  national  certification, 
most  analysts  submit  detailed  accounts 
of  their  analytic  work  to  an  examining 
committee  of  the  American  Psychoana- 
lytic Association  after  graduation. 

All  aspects  of  training  are  personally 
financed  by  the  candidate.  The  overall 
costs,  including  tuition,  supervision, 
training  analysis,  and  numerous  indi- 
rect expenses,  are  currently  estimated 
at  $150,000-$200,000.  The  duration 
and  scope  of  the  training  also  entail  a 
major  personal  cost.  Into  his  late  thir- 
ties and  often  beyond,  the  psychiatrist- 
candidate  occupies  a substantial  part- 
time  student  position,  added  to  and 
inserted  around  existing  professional 
and  family  activities.  Given  these  eco- 
nomic and  personal  demands,  it  is  not 
surprising  that  more  than  90  percent  of 
psychiatrists  have  not  undergone  for- 
mal psychoanalytic  training. 

What  does  motivate  one  to  embark 
on  this  enormous  undertaking?  Rea- 
sons vary,  but  some  vahd  generahza- 
tions  can  be  made.  Anyone  attempting 
to  effect  symptom  or  personality 
change  quickly  learns  that  the  task  is 
enormously  complex  and  difficult,  that 
the  problems  encountered  are  more  of- 
ten than  not  tenacious,  subtle,  multiply 
determined,  and  resistant  to  shortcuts. 
Mood  and  thought  altering  drugs— 
increasingly  available  and  unquestion- 
ably valuable— are  still  not  apphcable  in 
the  treatment  of  a wide  range  of  pa- 


tients needing  psychiatric  help.  In  the 
broad  field  of  psychotherapy,  persua- 
sion, advice,  education,  and  various  for- 
mulaic approaches— methods  at- 
tempted at  one  point  or  another  by 
every  psychiatric  trainee— tend  to 
result  in  disappointment  and  frustra- 
tion, despite  their  occasional  usefulness 
or  short  term  value.  Even  once  or  twice 
weekly  “insight  oriented”  psychothera- 
pies, though  often  quite  beneficial,  not 
infrequently  leave  both  doctor  and  pa- 
tient with  a sense  that  more  intensive 
work  with  the  core  conflicts  would  pro- 
duce more  satisfying  or  lasting  results. 
Moreover,  analytic  training  (particu- 
larly the  personal  analysis)  is  perceived 
as  fostering  an  understanding  of  poten- 
tially troublesome,  intense  yet  not  fuUy 
conscious  “countertransference”  reac- 
tions, typically  evoked  in  the  physician 
in  the  conduct  of  psychotherapy.  In 
short,  the  therapeutic  and  intellectual 
depth  of  psychoanalysis,  its  concern 
with  the  subtle  and  W2irded  off  forces  in 
mental  life,  has  always  had  a specigd  ap- 
peal, even  to  m2my  who  have  not,  for 
whatever  reasons,  sought  formal  psy- 
choanalytic training.  (It  must  be  noted 
that  many  psychiatrists  without  this 
added  training  do  excellent  clinical 
work.) 

Perhaps  through  the  mid-1960s  those 
who  did  complete  psycho^malytic  train- 
ing received  other  rewards,  namely,  the 
security  and  pride  in  having  attained 
what  was  generally  regarded  as  the 
most  respected  position  in  the  psychiat- 
ric profession.  Fundamental  concepts 
originating  with  Freud  and  psychoanal- 
ysis, such  as  the  importance  of  uncon- 
scious motivation,  the  shaping  of 
present  relationships  emd  hfe  patterns 
by  the  forgotten  or  repressed  past,  the 
crucial  role  of  defense  mechanisms  and 
intrapsychic  conflict  in  the  formation  of 
symptoms  and  personality  traits,  all  be- 
came part  of  the  conceptual  armamen- 
tarium of  any  psychotherapist  who  pro- 
fessed to  be  “psychodynamic.”  The 
psychoanalyst,  by  virtue  of  his  ex- 
tended study,  could  claim  a special  ex- 
pertise in  these  realms,  as  well  as  access 
to  the  means  of  exploring  them  most 
thoroughly  and  satisfyingly,  i.e.,  by  con- 
ducting psychoanalysis.  The  psychoan- 
alyst was  part  of  an  ehte  group.  Depart- 
ment cheiirmen  of  the  most  prestigious 
residency  programs  had  usually  trained 
as  analysts.  Non-analytically  trained 


therapists  often  described  themselves 
as  “analytic^llly-oriented,”  and  many 
underwent  personal  analyses  (and  still 
do)  to  better  their  psychotherapeutic 
skills  and  self-knowledge. 

The  fall  from  the  pinnacle 

In  the  last  twenty  years  the  power 
and  influence  of  psychoanalysis  have 
declined,  for  complex  and  numerous 
reasons.  Surging  interest  in  the  impor- 
tzmt  frontier  of  neurobiology  has,  in 
many  academic  psychiatry  depart- 
ments, been  associated  with  a de- 
emphasis of  and  sometimes  an  unfortu- 
nate and  unnecessary  hostihty  toward 
the  less  quantifiable,  less  cleanly  re- 
searchable  psychodynaunic-analytic  ap- 
proaches. This  trend  exists  despite  en- 
during interest  in  psychodynamics 
among  psychiatric  residents.  In  a re- 
cent survey  of  their  attitudes,®  62  per- 
cent rated  psychotherapy  as  the  most 
important  skill  of  a psychiatrist;  13.5 
percent  rated  the  use  of  psychotropic 
drugs  as  the  most  important. 

Further,  a host  of  “new  psychothera- 
pies” has  emerged,  holding  out  the 
promise  of  more  cost-efficient  patient 
care.  Some  are  well-grounded;  others 
appear  to  have  dubious  conceptual  un- 
derpinnings and  inflated  claims  for 
short-term  cure.  In  comparison,  the  rig- 
orous, but  slower  pace  of  psychoanaly- 
sis is  less  attractive. 

Moreover,  a large  number  of  nonmedi- 
cal mental  health  practitioners  have  en- 
tered the  psychotherapy  field.  The  pub- 
lic is  not  always  attentive  to  differences  i 
in  trEiining  ^md  background,  which  in  , 
the  extreme  may  be  limited  to  masters  : 
level  counseling  courses  or  degrees  in  i 
education.  Further  confusion  arises 
from  newly  created  credentiahng  labels 
that  might  easily  be  misconstrued  as  : 
connoting  something  akin  to  formal ' 
medical  training  (e.g.,  “medical  psychol-  ‘ 
ogist”'*'®  or  “medical  psychotherapist”). ; 
With  no  generally  accepted  training ; 
standards,  few  restrictions  on  the  right 
to  practice,  and  a wide  assortment  of 
vigorously  marketed  therapies,  the  role 
of  the  psychiatrist-psychoanalyst  i 
(along  with  8ill  psychiatrists)  has  been  i 
weakened  and  obscured.  In  this  climate,  i 
many  patients  for  whom  analysis  might  | 
be  the  preferred  treatment,  or  should  at 
least  be  a consideration,  are  never  ap- 1 
prised  of  this  option. 

Third  party  payers  are  another  factor.  ( 
As  in  many  other  sectors  of  medicine, ' 
they  have  either  drastically  reduced 
benefits  or  failed  to  keep  pace  with  ris-  ^ 
ing  costs  for  aU  psychotherapy.  In  addi- ! 
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tion,  the  demands  of  pre-paid  health  in- 
surance contracts  for  cost  containment 
have  led  many  mental  health  practition- 
ers to  shape  their  services  to  limited 
corporate  payment  schedules  rather 
than  to  patient  need.  Psychoanalysis, 
with  its  frequent  treatment  sessions, 
suffers  severely  in  these  plans. 

The  reduced  prominence  emd  recogni- 
tion of  psychoanalysis,  however,  have 
not  been  the  result  of  external  forces  ex- 
clusively; its  leaders  and  practitioners 
have  inadvertently  contributed.  Most 
psychoanalytic  training  institutions 
have  been  insular,  set  apart  from  medi- 
cal schools  and  hospitals,  with  a resul- 
tant decrease  of  visibility  in  medical  cir- 
cles. In  addition,  psychoanalysts  have 
trained  many  mental  health  profession- 
als to  use  analytic  principles  in  psycho- 
therapy. This  activity,  valid  in  itself,  has 
been  counterproductive  when  analyti- 
cally oriented  psychotherapy  conducted 
by  non-analysts  is  presented  to  patients 
as  roughly  equivalent  to  analysis  itself. 
Contributing  further  confusion,  orga- 
nized, mainstream  psychoanalysis  has 
never  attempted  to  establish  legal  legit- 
imacy for  the  term,  despite  the  elabo- 
rate and  demanding  training  process. 
In  the  absence  of  external  regulation,  a 
wide  diversity  of  therapists,  identifying 
themselves  as  analysts,  have  obtained 
training  in  a proliferation  of  institutes 
utilizing  variable  and  usually  much  less 
stringent  standards.  Finally,  there  have 
been  periods— particularly  the  1940s 
and  1950s— of  excessive  enthusiasm  for 
psychoanalysis.  Some  thought  it  held 
promise  for  the  cure  of  intractable  psy- 
chosomatic diseases  or  severe  mental 
illnesses  such  as  schizophrenia  and 
child  autism.  In  some  areas  it  was  a fad, 
and  patients  not  truly  suitable  for  the 
procedure  were  left  disappointed  and 
embittered.  The  inevitable  failure  of 
sweeping  promises  made  in  the  name  of 
psychoanalysis  served  to  discredit  its 
real  value  when  properly  applied. 

Psychoansilysis  real  and  caricatured 
Voids  in  knowledge  about  psycho- 
analysis tend  to  be  filled  by  myths  and 

Iaricatures.  Competing  therapies  are 
rone  to  present  it  as  a straw  man  in 
romotional  comparisons,  as  illustrated 
y the  earlier  vignette  of  the  alleged  28- 
ear  analysis  and  the  behavior  therapy 
are.  Similarly,  other  schools  at  times 
ontend  that  psychoanalysis  neglects 
nportant  therapeutic  processes  that 
hey  properly  emphasize— processes 
hat  actually  have  long  been  part  of  an- 
lytic  treatment  (e.g.,  the  exercise  of 
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logical  cognitive  capacities,  or  intense 
emotional  expression).  The  creative  arts 
provide  additional  caricatures:  New 
Yorker  couch  cartoons;  Philip  Roth’s 
ever  silent  Dr.  Spielvogel;®  Woody  Al- 
len’s endless,  introspective  relish  of  his 
splendid  neurosis.  These  creations— 
often  brilliant  and  hilarious — are  usu- 
ally produced  by  those  who  have  been 
in  analysis.  They  are  inevitable,  as  the 
depth  of  the  analytic  relationship 
evokes  strong  admixtures  of  love  and 
hate,  gratitude  and  disillusionment. 
Conversely,  some  who  have  never  un- 
dergone analysis  nor  studied  it  more 
than  in  passing  are  among  its  most  stri- 
dent critics.  One  sometimes  discovers 
both  fear  and  fascination  beneath  this 
attitude. 

Whatever  their  source  and  meaning, 
unchecked  caricatures  acquire  an  aura 
of  truth  through  sheer  repetition.  Orga- 
nized psychoanalysis  has  rarely  re- 
sponded. For  many  years  there  was  no 
need;  the  analyst  was  justifiably  as- 
sured of  his  primacy  in  the  mental 
health  field.  Moreover,  there  are  ongo- 
ing restraints  against  rebuttal,  such  as 
the  traditional  aversion  within  medicine 
to  seeming  self-promotion,  and  the  wish 
to  avoid  dignifying  unfair  criticism  or 
appearing  oversensitive  to  it  (a  special 
risk  to  the  public  credibility  of  a psy- 
choanalyst). Nevertheless,  the  political 
£md  economic  pressures  noted  above 
have  come  to  affect  analytic  practice 
adversely,  and  now  seem  to  dictate 
some  response.  We  will  note  several  typ- 
ical caricatures  and  attempt  to  objec- 
tify them. 

1.  In  an  era  of  cost  containment,  psy- 
choanalysis is  an  anachronism  afford- 
able for  the  wealthy  few. 

Although  unquestionably  expensive, 
psychoanalysis  remains  financially  fea- 
sible for  a surprisingly  large  number  of 
people.  Insurance  coverage  is  highly 
variable  but  may  provide  some  help, 
and  most  analysts  attempt  to  accom- 
modate to  economic  realities  by  reduc- 
ing their  usual  per  session  analytic  fees. 
In  many  areas  of  the  country  analysts- 
in-training  charge  markedly  reduced 
fees,  sometimes  as  little  as  three  or  four 
dollars  a session,  based  on  ability  to 
pay.  Most  patients  seem  able  to  recon- 
cile themselves  to  the  cost,  particularly 
when  less  intensive  treatments  have 
failed  to  reduce  their  suffering.  (In  prac- 
tice, concerns  about  time  management 
resulting  from  session  frequency  are  as 
prominent  as  those  regarding  money, 
and  here  too  accommodations  may  be 
possible  to  lessen  the  logistical  burden.) 


2.  Psychoanalytic  treatment  dwells 
on  the  distant  past,  ignoring  current  re- 
alities and  responsibilities. 

In  fact,  psychoanalysis  concerns  it- 
self with  the  way  in  which  current  expe- 
rience and  maladaptation  are  uncon- 
sciously influenced  by  the  past,  to 
effect  change  in  the  here  and  now. 
When  the  patient  is  overly  satisfied  to 
dwell  on  childhood  deprivations  and 
traumas,  this  is  considered  a self- 
protective  avoidance,  and  is  interpreted 
as  such  to  the  patient  at  appropriate 
times. 

3.  The  frequency  of  psychoanalytic 
sessions  fosters  dependency  on  the  ana- 
lyst as  a crutch,  and  easily  turns  into  a 
prolonged,  self-defeating  process. 

Such  reactions  can  and  do  occur;  fear 
of  them  is  common  among  prospective 
analytic  patients  and  their  families. 
However,  in  psychoanalysis  undue  de- 
pendency occurs  in  a relatively  small 
percentage  of  patients,  and  is  consid- 
ered a symptom  to  be  investigated, 
rather  than  an  expected  inevitable  by- 
product of  treatment.  One  universally 
accepted  goal  of  analysis  is  the  foster- 
ing of  the  patient’s  capacity  for  inde- 
pendent “self-analysis”;  the  very  inten- 
sity of  the  treatment  facilitates  the 
investigation  of  forms  of  dependency 
that  sometimes  go  unnoticed  in  less  ex- 
plorative treatments.  Moreover,  in  the 
patient  selection  process,  strong  passiv- 
ity, neediness,  and  incapacity  to  mobi- 
lize inner  resources  are  considered  con- 
traindications to  psychoanalytic 
treatment.  All  these  factors  militate 
against  pathological  dependency. 

4.  Psychoanalysis  tends  to  reduce  all 
problems  to  repressed  sexuality. 

When  an  analyst  is  asked  if  he  is  a 
“Freudian,”  this  often  signifies  un- 
spoken questions.  “Do  you  see  sex  ev- 
erywhere?” “Do  you  actually  believe 
that  every  patient  harbors  an  unre- 
solved wish  to  commit  oedipal  incest?” 
Indeed,  the  discoveries  of  the  early  pio- 
neers centered  on  the  way  repressed, 
unconscious  sexual  impulses  and  fanta- 
sies might  lead  to  neurotic  symptoms, 
such  as  conversion  hysteria,  anxiety, 
and  phobias.  Despite  the  gradual  accep- 
tance of  these  ideas  in  psychiatry  (with 
many  later  modifications  and  elabora- 
tions), residues  of  the  original  reaction 
to  them  persist.  More  importantly,  dur- 
ing the  later  part  of  Freud’s  career  (he 
died  in  1939)  and  up  to  the  present,  psy- 
choanalysis has  concerned  itself  with  a 
host  of  other  sources  of  emotional  suf- 
fering: conflicts  over  powerful  but 
frightening  aggressive  impulses,  con- 
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flicts  over  self-esteem  regulation,  and 
conflicts  over  early  mother-child  sepa- 
ration difficulties— to  mention  just  a 
few.  To  cairicature  analysis  as  focused 
on  sexuality,  as  is  often  done,  is  to  ig- 
nore the  discoveries  of  the  last  60  years. 

5.  Psychoanalysis  is  based  on  unprov- 
able  assumptions  and  hypotheses,  be- 
traying the  speculative  and  unscientific 
nature  of  the  field. 

The  question  of  what  constitutes  sci- 
entific validity  is  complex.  As  psycho- 
analysis evolved,  various  theoretical 
models  and  constructions  were  devel- 
oped to  help  explain  ^md  organize  a 
wide  range  of  clinical  and  developmen- 
tal phenomena.  Largely  intended  as 
working  hypotheses,  they  have  over 
many  years  undergone  continuing  reas- 
sessment and  modification,  a trend 
abundantly  reflected  in  the  major  jour- 
nals in  the  field.  When  a particular  con- 
struct is  shown  to  have  Uttle  explana- 
tory value  or  fails  to  conform  to  clinical 
fact,  it  gradually  tends  to  be  relegated 
to  a position  of  little  more  than  histori- 
cal significance.  At  times  these  rehcs 
are  cited  by  critics  as  if  they  are  still 
widely  accepted  in  the  field. 

Psychoanalysis  is  first  and  foremost 
a clinical  discipline.  The  analyst’s  work- 
ing models  of  the  mind,  his  “clinical  the- 
ories,” have  been  derived  from  repeated 
observations  made  from  a unique  clini- 
cal vantage  point— one  that  permits  ac- 
cess to  innermost  feehngs  and  deepest 
memories  over  extended  periods  of 
time.  These  concepts  aid  in  gaining  ac- 
cess to  and  making  sense  of  mental  pro- 
ductions that  might  otherwise  be  con- 
fusing and  inexplicable.  However,  the 
theory  guides  rather  than  dictates.  In- 
terpretations made  to  the  patient  and 
validation  (or  refutation)  of  their  cor- 
rectness are  only  meaningful  if  they  are 
ultimately  convincing  and  clinically 
useful  to  the  patient. 

It  is  evident  from  the  above  that  psy- 
choanalysts regard  aU  that  is  communi- 
cated from  the  patient’s  introspection 
in  the  one-to-one  analytic  situation  as 
“scientific”  data  in  the  broadest  sense. 
That  is,  it  is  observable,  recordable,  fol- 
lows regular  patterns  and  to  a consider- 
able degree  is  predictable.  This  will  not 
satisfy  those  who  insist  that  psycho- 
analysis (or  any  dynamic  therapy)  be 
measured  by  the  same  large  sample, 
statistically  quantifiable  standards 
that  apply,  for  example,  to  the  measure- 
ment of  a discrete  physiological  or  be- 


havioral variable.  Such  standards  of  sci- 
entific validity,  however  desirable,  do 
not  lend  themselves  to  the  complexity 
and  diversity  of  human  behavior  and 
motivation.  Serious  quantitative  ana- 
lytic research  is  increasingly  generated 
within  the  field,''-'^  and  recent  years 
have  witnessed  a rebirth  of  interest  in 
the  interface  between  neurobiology  and 
psychoanalytic  concepts.'^  *’  However, 
it  must  be  recognized  that  clinical  psy- 
choanalysis requires  as  much  wisdom 
and  art  as  science,  a quality  shared  with 
many  branches  of  medicine. 

6.  Psychoanalysts  only  do  analysis, 
and  are  likely  to  recommend  it  for  most 
patients,  acting  with  a hidden  conflict 
of  interest. 

This  caricature  tends  to  present  the 
medical  analyst’s  additional  training 
not  as  an  asset  but  rather  as  a habUity 
(by  analogy,  as  if  a cardiologist  had  lost 
his  qualification  to  practice  general  in- 
ternal medicine  by  virtue  of  his  subspe- 
ciality training).  In  fact,  there  is  a size- 
able literature  on  “analyzability,” 
indicating  the  wide  recognition  that 
many,  indeed  most  patients  who  see  a 
psychiatrist  are  not  suitable  for  formed 
psychoanalysis,  for  reasons  noted  previ- 
ously. Analysts  do  enjoy  conducting 
emalysis,  but  most  engage  in  varied 
other  treatments  as  well,  such  as  long 
or  short  term  once  or  twice  weekly  psy- 
chotherapy and  family  or  couples  ther- 
apy, and  are,  as  MD  psychiatrists, 
trained  to  employ  medications  when  in- 
dicated. They  also  participate  in  many 
other  professional  activities,  such  as  in- 
patient treatment,  consultation  £md  liai- 
son psychiatry,  school  consultation,  and 
administration.  In  these  activities,  per- 
spectives gained  from  years  of  addi- 
tional training  can  be  usefully  applied. 

In  a very  real  sense  the  medical  psy- 
choanalyst is  in  a uniquely  eclectic  posi- 
tion in  the  mental  health  field:  after 
evaluating  a patient  he  can  legitimately 
recommend  and  if  necessary  personally 
perform  a range  of  treatment  modah- 
ties  from  the  most  to  the  least  inten- 
sive, from  the  primarily  biological  to 
the  purely  psychological. 


To  paraphrase  Mark  Twain,  reports 
of  the  death  of  psychoanalysis  have 
been  greatly  exaggerated.  The  halcyon 
days  have  passed,  but  psychoanalysis 
continues  to  have  strength  and  vitahty. 
Analytic  scholarship  is  published  volu- 
minously. The  president-elect,  both  vice 
presidents,  and  the  current  medical  di- 
rector of  the  American  Psychiatric  As- 


sociation are  all  analysts,  as  are  many! 
department  chairmen  and  other  offi-' 
cials  within  psychiatry.  Analytic  insti- 
tutes stUl  attract  good  applicants  (al- 
though fewer  than  in  prior  decades); 
ansilytic  supervisors  remain  in  consider- 
able demand  among  psychiatric  resi- 
dents, particularly  for  psychotherapy 
teaching.  Despite  being  buffeted  by 
therapeutic  fashions  and  by  shifting  so- 
cioeconomic and  scientific  forces,  the 
appe2il  of  psychoanalysis  has  endured 
for  many  years.  Even  academic  psy- 
chology, a discipline  long  hostile  to  psy- 
choanalysis, has  been  said  to  be  “poised 
on  the  brink  of  rediscovering 
psychoanalysis— or  reinventing  major 
p^lrts  of  it.”'®  Perhaps  most  indicative 
of  its  health,  psychoanalysis  continues 
to  evoke  very  strong  opinions  and  reac- 
tions throughout  the  mental  health 
field;  indifference  would  be  a more  omi- 
nous sign. 
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WILLS  EYE  HOSPITAL 
40TH  ANNUAL  CONFERENCE 

Sponsored  by  the  Wills  Eye  Hospital  Society  of  Ex-Residents 

OWEN  BELMONT,  M.D. 

Conference  Chairman 


MARCH  17-18-19,  1988 
ADAM’S  MARK  HOTEL 
PHILADELPHIA,  PA 


BEDELL  MEMORIAL  LECTURE 

“Ophthalmic  Laser  Surgery: 

Past,  Present,  Future” 

Professor  Franz  Fankhauser 
University  of  Bern,  Switzerland 


IRVING  H.  LEOPOLD  LECTURE 

“Refractive  Corneal  Surgery: 
Promises  and  Pitfalls” 

George  O.  Waring  III,  M.D. 

Emory  University,  Georgia 


AL  DISEASE  SYMPOSIUM 

r R.  Laibson,  M.D.,  Moderator 

± 

1 J.  Arentsen,  M.D. 

/lichael  Cobo,  M.D. 
ibeth  J.  Cohen,  M.D. 
lael  A.  Naidoff,  M.D. 

)oyle  Stulting,  M.D. 


Cataracts 

Cornea 

Glaucoma 


SYMPOSIA 

LASER  SYMPOSIUM 

Louis  W.  Schwartz,  M.D.,  Moderator 
Panel: 

Hugh  Beckman,  M.D. 

Prof.  Franz  Fankhauser 
Jay  L.  Federman,  M.D. 

Stephen  L.  Trokel,  M.D. 


WORKSHOPS 

Medical-Legal 
Neuro-Ophthalmology 
Oculoplastic  Surgery 
Oncology 


CATARACT  SYMPOSIUM 

Stephen  B.  Lichtenstein,  M.D.,  Moderator 
Panel: 

Raymond  E.  Adams,  M.D. 

Jack  T.  Holladay,  M.D. 

John  D.  Hunkeler,  M.D. 

Daniel  M.  Kane,  M.D. 


Pediatrics 

Political  Developments 
Retina 


Allied  Assistants’  Meeting  Thursday,  3/17/88 

Ophthalmic  Nurses’  Meeting  Friday,  3/18/88 

Basic  Surgical  Assisting  Saturday,  3/19/88 

r ninety  (90)  original  papers  will  be  presented  by  individual  authors  covering  all  aspects  of  the  field  of  Ophthalmology, 
use  Program,  including  tour  of  the  Pearl  S.  Buck  House  and  Luncheon  is  scheduled  for  Thursday,  March  17,  1988.  Brunclj 
meeting  with  jewelry  artist,  Agnes  Wajdyk,  is  scheduled  for  Friday,  March  19,  1988  at  the  Adam’s  Mark  Hotel. 


REGISTRATION  INFORMATION 


:ticing  Physicians 
H Staff  & Alumni 
red  Physicians 
dents  & Fellows 


$300.00 

Allied  Assistants’  Meeting 

$65.00 

$250.00 

Nurses’  Meeting 

$65.00 

$100.00 

Basic  Surgical  Assisting 

$40.00 

$ 75.00 

Spouse  Program 

$35.00 

■ Continuing  Medical  Education  activity  is  accredited  for  16  Credit  Hours  in  Category  I of  the  AM  A. 
iits  will  be  granted  for  the  Allied  Assistants’  Meeting  and  the  Ophthalmic  Nurses’  Meeting. 

additional  information  please  contact  Jeanne  L.  Kiska,  Meeting  Manager,  1621  Norristown  Road,  Maple  Glen,  PA  19002, 
) 322-8950. 


special  feature 

The  Medical  Practice  Act  of  1985 


Part  IX — Implementing  the  regulations  for  non-physician  health  care  professionals 

John  H.  Moyer,  MD,  DSc 

Part  IX  is  the  final  part  of  Dr.  Moyer’s  feature  on  the 
Medical  Practice  Act  of  1985.  In  this  part  the  regula- 
tions appl3ung  to  the  practices  of  midwifery  and  acu- 
puncture and  applying  to  certified  registered  nurse 
practitioners  are  examined.  Next  month  the  series  will 
conclude  with  a look  at  the  regulations  regarding  phy- 
sician assistants  and  a physician’s  authority  to  dele- 
gate the  performance  of  a medical  act  to  a qualified 
physician  extender  who  is  not  regulated  by  the  State 
Board  of  Medicine. 


In  P2irt  VIII  of  this  series  of  articles  I 
reviewed  the  regulations  published 
on  January  3,  1987,  in  the  Pennsylvania 
Bulletin,  covering  the  Medical  Board’s 
responsibility  for  licensure  of  medical 
doctors.'^  In  this  review  I shall  consider 
the  regulations  applying  to  non- 
physician health  care  professionals  reg- 
ulated by  the  Board  in  part  or  in  whole. 
In  addition,  I will  give  consideration  to 
the  issue  of  delegated  authority  of  med- 
ical doctors  and  how  this  apphes  to  non- 
medical doctor  health  professionals  who 
may  or  may  not  be  regulated  by  the 
Board. 

The  physician  is  in  a unique  position 
in  that  he  has  an  unrestricted  hcense  as 
a “physician”  and  a “surgeon”  so  long 
as  he  has  been  adequately  trained  and  is 
quahfied  for  carrying  out  the  diagnostic 
and  therapeutic  procedures  he  utilizes 
and  so  long  as  the  process  meets  usual 
and  acceptable  standards  of  the  medical 
community  and  society^.  A significant 
consideration  (and  restriction)  is  that 
the  physician  may  not  delegate  a thera- 
peutic or  diagnostic  procedure  that  he 
himself  is  not  able  to  perform  according 
to  usual  and  acceptable  standards  of 
the  medical  community. 

Another  major  consideration  in  the 
delegatory  process  is  appropriate  super- 
vision which,  under  most  circum- 
stances, means  immediate  supervision 


on  the  premises.  However,  under  spe- 
cific circumstances,  “adequate  supervi- 
sion” may  mean  telecommunications 
such  as  a physician  who  is  giving  “med- 
ical commands”  to  a mediccd  technolo- 
gist in  an  ambulance  crew.  Under  any 
circumstances,  the  primary  responsibil- 
ity (both  medically  and  legally)  belongs 
to  the  physician  who  delegates  the  au- 
thority to  carry  out  a diagnostic  or  ther- 
apeutic procedure  by  a non-physician 
health  care  professional. 

Specific  considerations  included  in 
the  regulations  and  policies  of  the 
Board*  related  thereto  are  herewith  re- 
viewed. 


Dr.  Moyer  is  senior  vice  president  for  profes- 
sional and  educational  affairs  at  Conemaugh 
Valley  Memorial  Hospital  Johnstown.  He  is 
professor  of  medicine  at  Temple  University 
School  of  Medicine  and  clinical  professor  at 
the  Pennsylvania  State  University  College  of 
Medicine,  Hershey.  He  was  a member  of  the 
State  Board  of  Medical  Education  and  Licen- 
sure. Parts  I and  II  of  this  series  appeared  in 
the  April  1986  issue  of  PENNSYLVANIA  MEDI- 
CINE; Part  HI  appeared  in  May  1986;  Part  IV 
was  published  in  September  1986;  Part  V in 
December  1986;  Part  VI  in  March  1987;  Part 
VII  in  July  1987;  and  Part  VHI  in  October 
1987.  The  remainder  of  Part  IX  will  appear  in 
the  February  1988  issue. 


A.  Licensure  and  regulation  of 
midwives* 

The  regulations  relating  to  midwifery 
have  not  changed  substantially  from 
those  that  existed  prior  to  the  Medical 
Practice  Act  of  1985.  However,  im- 
proved regulations  are  now  being  devel- 
oped. Midwifery  is  defined  as  the  man- 
agement and  care  of  essentially  normal 
women  and  newborns.  The  care  in- 
cludes antepartal,  intrapartal,  postpar- 
tal,  and  gynecological. 

Admission  to  the  practice  of  mid- 
wifery is  granted  by  the  Medical  Board 
through  the  issuance  of  a hcense  to  an 
apphcant  who  meets  the  quahfications 
and  passes  the  hcensing  examination. 
Only  a person  hcensed  to  practice  mid- 
wifery by  the  State  Board  of  Medicine 
is  permitted  to  practice  midwifery  in 
this  Commonwealth.  A record  of  mid- 
wife hcenses  is  kept  on  file  in  the  office 
of  the  Board. 

1.  Qualifications  for  admission  to  mid- 
wife examination.  Although  a midwife 
was  not  originally  required  to  be  a h- 
censed  nurse,  admission  to  an  examina- 
tion for  hcensure  to  practice  midwifery 
is  now  granted  only  to  licensed  regis- 
tered nurses  or  licensed  graduate  nurses 
in  Pennsylvania. 

2.  Midwife  examinations.  The  Board 
must  conduct  at  least  two  examinations 
each  ye£u-,  and  the  examination  must  be 
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in  the  English  language.  A candidate 
must  acquire  a score  of  75  percent  to 
pass.  In  cases  of  failure  at  the  first  ex- 
amination, the  applicant  has  the  privi- 
lege of  a second  examination.  In  case  of 
failure  in  the  second  examination,  the 
applicant  must  apply  to  take  the  exami- 
nation de  novo  2md  qualify  under  the 
conditions  in  force  at  the  time  of  the 
third  examination.  No  applicant  may  be 
admitted  to  the  examination  who  is  un- 
able to  present  at  the  time  of  apphca- 
tion  evidence  of  a satisfactory  course  in 
midwifery  from  an  approved  institu- 
tion. A current  list  of  approved  schools 
is  available  from  the  Secretary  of  the 
Medical  Board. 

3.  Biennial  registration  and  fee.  Bien- 
nial registration  in  January  of  the  ap- 
propriate year  is  required  by  the  Board. 
The  amount  of  the  biennial  fee  is  deter- 
mined by  the  Board.'® 

4.  Supervision  of  midwives.  The  Med- 
ical Board  is  responsible  for  surveil- 
lance of  the  licensed  midwives.  Areas  of 
medical  responsibility  and  supervision 
of  the  midwife  must  be  agreed  upon  and 
set  forth  in  writing  by  a midwife  and  a 
physician  hcensed  to  practice  medicine 
or  osteopathy  in  Pennsylvania.  The 
midwife  must  ask  for  oral  or  written  ad- 
vice or  opinion  from  the  physician,  as 
need  requires,  regarding  the  manage- 
ment of  the  patient. 

5.  Requirement  of  attending  women 
in  labor.  Midwives  may  attend  women 
in  labor  either  in  the  home  or  hospital  if 
the  following  requirements  ^lre  met: 

a.  The  patient  has  had  prenatal  exami- 
nation by  a physician. 

b.  The  labor  is  progressing  normally. 

c.  In  the  event  of  complications,  a phy- 
sician must  be  available  and  notified 
immediately. 

d.  A report  of  the  birth  of  the  child  is 
made  within  48  hours  to  the  Depart- 
ment of  Health. 

e.  For  home  delivery,  the  midwife  must 
have  the  necessary  equipment,  as  re- 
quired by  the  Department  of  Health. 

Author's  note.  A major  deficiency  of 
the  Medical  Bo^lrd  surveillance  process 
is  the  complete  absence  of  a person 
serving  on  the  Medical  Board  who  has 
any  expertise  with  midwifery  either  re- 
garding academic  requirements  or  prac- 
tice. Above  aU  else,  the  new  regulations 
should  mandate  an  advisory  committee 
to  the  Medical  Board  that  would  in- 
clude nurse  midwife  representation  and 
physicians  who  have  or  have  had  expe- 


rience working  with  midwives.  Then, 
decisions  could  be  made  from  a base  of 
knowledge  of  the  profession.  Such  a 
proposal  has  been  made  a number  of 
times  by  the  policy  committee  of  the 
Medical  Board  but  was  always  success- 
fully stonewalled  by  the  commissioner 
of  the  Bureau  of  Professional  and  Occu- 
pational Affairs. 

B.  Registration  and  practice  of 
acupuncturists^ 

Regulation  of  the  practice  of  acupunc- 
ture is  new  to  the  Medical  Board  and  is 
based  on  the  Acupuncture  Registration 
Act,  which  was  signed  into  law  Febru- 
ary 14,  1986. 

1.  Definitions  for  interpretation  of 
this  regulation.^  The  following  defini- 
tions are  important  to  understand  the 
regulatory  provisions: 

a.  Acupuncture — The  stimulation  of 
certain  points  on  or  near  the  surface  of 
the  body  by  the  insertion  of  needles  to 
prevent  or  alleviate  the  perception  of 
pain  or  to  normalize  physiological  func- 
tions, including  pain  control,  for  the 
treatment  of  certain  diseases  or  dys- 
functions of  the  body. 

b.  Acupuncturist— An  individual  regis- 
tered to  practice  acupuncture  by  the 
Board. 

c.  Acupuncturist  supervisor — A medi- 
cal doctor  registered  with  the  Board  as 
a supervisor  of  acupuncturists. 

d.  General  supervision — An  acupunc- 
turist supervisor  doing  the  following  in 
supervising  an  acupuncturist: 

i.  Performing  a medical  diagnostic  ex- 
amination or  reviewing  the  results  of 
a recently  performed  mediciil  diag- 
nostic examination  with  respect  to  an 
ailment  or  condtion  to  be  treated  by 
acupuncture  prior  to  the  treatment. 

ii.  Being  personally  available  to  the 
acupuncturist  for  consultation  on  the 
premises,  or  by  telephone  contact, 
chart  review,  or  other  means  ap- 
proved by  the  Board. 

iii.  Placing  conditions  and  restrictions 
on  the  course  of  treatment  if  that 
action  is  required  as  a matter  of 
sound  medical  practice. 

e.  Acupuncture  examination — An  ex- 
amination offered  or  recognized  by  the 
Board  to  test  whether  an  individual  has 
accumulated  sufficient  academic  knowl- 
edge with  respect  to  the  practice  of  acu- 
puncture to  qualify  for  the  privilege  of 
practicing  as  an  acupuncturist.  The 
Board  recognizes  the  combination  of 
the  National  Commission  for  the  Ac- 
creditation of  Acupuncturists  (NCAA) 
examinations  in  acupuncture  and  steril- 


ization procedures  as  an  acupuncture 
examination,  if  these  examinations  are 
given  in  English. 

f.  Acupuncture  continuing  education 
program — An  academic  or  clinical  pro- 
gram of  study  in  acupuncture  that  has 
been  given  category  I continuing  medi- 
cal education  credit  by  an  institution 
accredited  or  recognized  by  the  Accredi- 
tation Council  on  Continuing  Medical 
Education. 

g.  Acupuncture  (training)  program — An 
academic  and  clinical  prograim  of  study 
in  acupuncture  that  has  been  approved 
by  the  Board  or  by  an  accrediting  body 
recognized  by  the  Board.  The  Board 
recognizes  the  American  Association  of 
Acupuncture  and  Oriental  Medicine 
(AAAOM)  as  an  accrediting  body  of 
progreims  in  the  study  of  acupuncture. 

2.  Registration  as  an  acupuncturist 
and  as  an  acupuncturist  supervisor.  A 
medical  doctor  who  intends  to  practice 
acupuncture  and  any  other  individual 
who  intends  to  practice  acupuncture  at 
the  direction  and  under  the  supervision 
of  a medical  doctor  must  register  with 
the  Board  as  an  acupuncturist.  Only  a 
medical  doctor  registered  as  an  acu- 
puncturist supervisor  may  delegate  the 
performance  of  acupuncture  services  to 
an  acupuncturist.  An  acupuncturist 
who  is  not  a medical  doctor  may  only 
perform  acupuncture  services  under  the 
direction  and  supervision  of  an  acu- 
puncturist supervisor.  The  supervisor 
must  be  a medical  doctor,  unless  other- 
wise authorized  by  statute.  An  acu- 
puncturist supervisor  (medical  doctor 
as  defined  in  these  regulations)  may  not 
delegate  the  performance  of  acupunc- 
ture services  to  an  osteopathic  doctor, 
dentist,  podiatrist,  or  veterinary  doctor 
who  is  approved  by  his  respective  li- 
censing board  to  practice  acupuncture, 
unless  that  person  is  also  registered  as 
an  acupuncturist  with  the  Medical 
Board. 

3.  Requirements  for  registration  as  an 
acupuncturist  and  an  acupuncturist  su- 
pervisor. The  Boeird  will  register  as  an 
acupuncturist  a person  who  satisfies 
the  following  requirements: 

a.  Has  successfully  completed  an  acu- 
puncture program  that  includes  a 
course  in  needle  sterilization  tech- 
niques. 

b.  Has  obtained  a passing  grade  on  an 
acupuncture  examination.  The  Board 
accepts  the  passing  grade  on  the  certi- 
f5dng  ex^unination  of  the  NCAA  as  de- 
termined by  the  NCAA. 

c.  Submits  an  application  to  register  as 
an  acupuncturist  accompanied  by  the 
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From  the  moment  patients  arrive 
at  The  Mid-Atlantic  Kidney 
Stone  Center,  we  want  them  to 
feel  comfortable  and  at  ease.  We 
begin  by  showing  them  a video- 
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We  then  make  every  effort  to 
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address  their  concerns.  Even 
though  they  are  in  our  care  for 


just  a few  hours,  we  do  our  best  to 
make  the  experience  as  pleasant 
as  possible.  Patients  appreciate 
the  personalized  care  at  the  Mid- 
Atlantic  Kidney  Stone  Center. 

In  nearly  two  years  of  experi- 
ence as  a lithotripsy  service,  we 
have  treated  more  than  2300  kid- 
ney stone  patients  from  New 
Jersey,  Eastern  Pennsylvania, 
metropolitan  New  York  and  Del- 
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tise makes  us  uniquely  qualified  to 
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registration  fee. 

The  Board  will  register  as  an  acu- 
puncturist a medical  doctor  who  satis- 
fies the  following  requirements: 

a.  Has  successfully  completed  200 
hours  of  training  in  acupuncture  medi- 
cal programs  including  exeuninations 
required  by  those  programs. 

b.  Submits  an  apphcation  to  register  as 
an  acupuncturist  accompanied  by  the 
required  fee. 

Prior  to  January  1,  1988,  but  not 
thereafter,  the  Board  will  register  as  an 
acupuncturist  a medical  doctor  who  sat- 
isfies the  requirements  of  subsections  a, 
b,  or  the  following: 

a.  Has  at  least  three  years  of  acupunc- 
ture practice  and  a minimum  of  500  pa- 
tient visits  a year  documented  to  the 
satisfaction  of  the  Board. 

b.  Submits  an  application  to  register  as 
an  acupuncturist  accompanied  by  the 
required  fee. 

The  Bo^u•d  will  register  as  an  acu- 
puncturist supervisor  a medical  doctor 
who  satisfies  the  following  require- 
ments: 

a.  Possesses  a license  without  restric- 
tion. 

b.  Submits  an  application  to  register  as 
an  acupuncturist  supervisor  accompa- 
nied by  the  required  fee®  ®. 

4.  Biennial  registration  requirements. 
An  acupuncturist  must  register  bienni- 
ally and  submit  the  appropriate  regis- 
tration fee  to  practice  acupuncture  for 
the  biennial  period.  Procedures  for  bien- 
nial registration  of  acupuncturists  are 
outlined  in  Chapter  16,  §16.15  Regula- 
tions (relating  to  biennial  registration; 
inactive  and  unregistered  status).®’® 
There  is  no  biennial  registration  re- 
quirement for  an  acupuncturist  supervi- 
sor. 

5.  Practice  responsibilities  of  acu- 
puncturist who  is  not  a medical  doctor. 
Responsibilities  to  patient.  In  relation 
to  the  acupuncture  patient,  the  acu- 
puncturist must  comply  with  the  fol- 
lowing: 

a.  Receive,  in  writing,  from  the  acu- 
puncturist supervisor,  approval  to  initi- 
ate acupuncture  treatment. 

b.  Comply  strictly  with  conditions  or  re- 
strictions that  may  be  placed  on  the 
course  of  acupuncture  treatment  by  the 
acupuncturist  supervisor. 

c.  Not  diagnose  a physical  or  mental  ail- 
ment or  condition  or  prescribe  or  dis- 
pense a drug. 

d.  Comply  strictly  with  sterilization 


standards  relative  to  aseptic  practices. 

Responsibilities  to  acupuncturist  su- 
pervisor. In  relation  to  the  acupunc- 
turist supervisor,  the  acupuncturist 
must  comply  with  the  following: 

a.  Consult  promptly  with  the  acupunc- 
turist supervisor  regarding  a new  or 
worsened  ailment  or  condition  of  an 
acupuncture  patient  or  upon  request  of 
either  the  acupuncturist  supervisor  or 
the  acupuncture  patient. 

b.  Practice  acupuncture  only  under  the 
general  supervision  of  an  acupuncturist 
supervisor. 

Scope  of  acupuncturist's  responsibil- 
ity. An  acupuncturist  is  responsible 
solely  for  acupuncture  evaluation  and 
acupuncture  treatment.  The  medical  di- 
agnosis is  the  responsibility  of  the  acu- 
puncturist supervisor.  Where  the  acu- 
puncturist may  provide  acupuncture 
services,  and  whether  the  acupuncturist 
may  provide  acupuncture  services  with- 
out the  acupuncture  supervisor  being 
physically  present,  shall  be  determined 
by  the  acupuncture  supervisor.® 

Identification  of  acupuncturist.  An 
acupuncturist  who  is  not  a medical  doc- 
tor must  wear  a tag  or  badge  with  let- 
tering clearly  visible  to  the  patient  bear- 
ing his  name  and  the  title 
“acupuncturist.”  The  use  of  the  word 
doctor  on  this  tag  or  badge  is  prohib- 
ited. 

6.  Responsibilities  of  acupuncturist 
supervisor.  Scope  of  acupuncturist  su- 
pervisor's responsibility.  In  providing 
general  supervision  to  the  acupunc- 
turist, the  acupuncturist  supervisor 
maintains  the  diagnostic  responsibility 
and  the  medical  doctor-patient  relation- 
ship. An  acupuncturist  supervisor  may 
not  provide  general  supervision  to  more 
than  two  acupuncturists  without  apply- 
ing for  and  receiving  specific  approval 
from  the  Board. 

Responsibility  to  acupuncture  pa- 
tient. In  relation  to  the  acupuncture  pa- 
tient, the  acupuncturist  supervisor 
must  comply  with  the  following: 

a.  Perform  or  review  the  results  of  a re- 
cently performed  medical  diagnostic  ex- 
amination with  respect  to  an  ailment  or 
condition  to  be  treated  by  acupuncture 
before  the  treatment. 

b.  Advise  the  patient  of  the  results  of 
the  medical  diagnostic  examination  and 
the  treatment  alternatives. 

c.  Place  conditions  or  restrictions  on  the 
course  of  treatment  in  acupuncture  to 
be  provided  by  the  acupuncturist,  if  re- 
quired as  a matter  of  sound  medical 
practice. 

d.  Advise  the  patient  in  writing  that  he 


is  available  at  reasonable  times  for  con- 
sultation by  appointment  or  by  tele- 
phone. 

e.  If  he  is  not  an  acupuncturist,  advise 
the  patient  in  writing  that  he  is  not  an 
acupuncturist,  that  he  is  not  qualified 
to  direct  the  course  of  acupuncture 
treatment,  and  that  he  does  not  have  re- 
sponsibility for  the  course  of  acupunc- 
ture treatment. 

f.  Monitor  the  patient’s  progress  under 
acupuncture  treatment  and  comply 
with  normal  responsibilities  to  a patient 
if  the  patient  does  not  respond  to  treat- 
ment within  the  anticipated  time. 

Responsibility  to  acupuncturist.  In 
relation  to  the  supervised  acupunc- 
turist, the  acupuncturist  supervisor 
must  satisfy  the  following: 

a.  Advise  the  acupuncturist  of  the 
results  of  the  medical  diagnostic  ex2uni- 
nation  that  are  relevant  to  acupuncture 
treatment  and  of  conditions  or  restric- 
tions that  are  to  be  placed  on  the  course 
of  acupuncture  treatment. 

b.  Not  delegate  to  the  acupuncturist  the 
right  to  prescribe  or  dispense  drugs  or 
the  responsibility  for  diagnosing  a 
physical  or  mental  ailment  or  condition. 

c.  Confer  promptly  with  the  acupunc- 
turist in  the  event  of  the  following: 

i.  The  acupuncturist  supervisor  de- 
cides to  impose  conditions  or  restric- 
tions on  the  course  of  acupuncture 
treatment. 

ii.  The  patient  has  requested  further 
consultation  with  the  acupuncturist  su- 
pervisor. 

iii.  The  patient’s  condition  is  not  im- 
proving or  the  patient  requires  emer- 
gency medical  treatment. 

d.  Designate  an  alternative  acupunc- 
turist supervisor  to  provide  general  su- 
pervision of  the  acupuncturist  during 
periods  in  which  the  acupuncturist  su- 
pervisor is  unable  to  provide  general  su- 
pervision, if  the  substitute  acupunc- 
turist supervisor  agrees  to  accept  the 
responsibilities  set  forth  in  this  section. 

7.  Notice  to  medical  board  as  to  date 
when  acupuncturist  supervisor  will  as- 
sume supervisory  responsibilities.  The 
nonmedical  doctor  acupuncturist  and 
the  acupuncturist  supervisor  must  pro- 
vide written  notice  to  the  Board  before 
the  acupuncturist  supervisor  is  to  begin 
general  supervision  of  the  acupunc- 
turist. The  written  notice  shall  be  filled 
out  on  a form  supphed  by  the  Board 
and  comply  with  the  following: 

a.  Provide  the  names,  addresses,  and 
telephone  numbers  of  the  acupuncturist 
supervisor  and  the  acupuncturist. 

b.  Contain  an  acknowledgment  by  the 
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acupuncturist  supervisor  that  he  under- 
stands and  agrees  to  accept  his  respon- 
sibilities to  the  supervised  acupunc- 
turist and  the  acupuncture  patient  as 
set  forth  in  this  section. 

c.  Contain  an  acknowledgment  by  the 
acupuncturist  that  he  understands  and 
accepts  his  responsibilities  to  the  acu- 
puncturist supervisor  and  the  acupunc- 
ture patient  as  set  forth  in  this  section 

d.  Contain  the  verified  signatures  of  the 
acupuncturist  supervisor  and  the  super- 
vised acupuncturist. 

Written  notice  of  termination  of  an 
arrangement  between  an  acupuncturist 
supervisor  and  an  acupuncturist  shall 
be  given  to  the  Board  by  both  individ- 
uals within  10  days  following  the  termi- 
nation of  the  relationship. 

8.  Reasons  for  refusal,  revocation,  sus- 
pension, or  limitation  of  acupuncturist 
registration.  The  Board  may  refuse,  re- 
voke, suspend,  limit,  or  attach  condi- 
tions to  an  acupuncturist’s  registration 
for  unprofessional  conduct,  incompe- 
tent practice,  addiction  to  drugs  or  alco- 
hol, or  violations  of  a provision  of  the 
Acupuncture  Registration  Act  or  of 
provisions  in  Chapter  16  (relating  to 
State  Board  of  Medicine— general  pro- 
visions) or  Chapter  18  (relating  to  non- 
physicians) of  the  regulations.®-® 

C.  Certified  registered  nurse 
practitioners — general  provisions® 

1.  Definitions.  The  following  words 
and  terms  have  the  following  meanings, 
unless  the  context  clearly  indicates  oth- 
erwise: 

a.  Boords— The  State  Board  of  Nurse 
Examiners  of  the  Commonwealth  and 
the  Medical  Board. 

b.  Certified  Registered  Nurse  Practi- 
tioner (CRNP)—A  registered  nurse  U- 
censed  in  this  Commonwealth  who  is 
certified  by  the  Boards  in  a particular 
clinical  specialty  area  and  who,  while 
functioning  in  the  expanded  role  as  a 
professional  nurse,  performs  acts  of 
medical  diagnosis  or  prescription  of 
medical  therapeutic  or  corrective  mea- 
sures in  collaboration  with  and  under 
the  direction  of  a physician  hcensed  to 

Ipractice  medicine  in  this  Common- 
wealth. This  does  not  imply  any  limita- 
tion on  the  nurse  engaging  in  medical 
care  activities  covered  by  her  licensure 
as  a registered  nurse. 

c.  Direction — The  incorporation  of  phy- 
sician supervision  to  the  certified  regis- 
tered nurse  practitioner’s  performance 
of  medical  acts  in  the  following  ways: 

i.  Immediate  availability  of  hcensed 
physician  through  direct  communica- 


WHAT'S  THE  REAL 
COST  OF  BILLING 
YOUR  PATIENTS? 

• IS  IT  THE  RATE  YOU  PAY  YOUR 

BILLING  SERVICE? 

• WHAT  ABOUT  THE  PROFESSIONAL 
FEES  YOU  NEVER  COLLECT? 


Why  aren’t  you  tied  up  with  collection 
problems  like  I am? 


PENTAMATION!  A quality  operation.  They  deliver 
what  tliey  promise— no  excuses.  It  all  adds  up  to 
higher  net  cash  at  a fair  rate. 


PENTAMATION  ENTERPRISES,  INC. 
One  Bethlehem  Plaza,  Bethlehem,  PA  18018 


YES,  I'd  like  a receivables  analysis.  And  I'd  like  to 
hear  about  Pentamation's  Pledge  of  Satisfaction. 


NAME.^ 

ADDRESS 


CITY,  STATE,  ZIP 

PHONE  — — — 

Or  call  Russ  Kopy,  Group  General  Manager,  215/691-3616. 
What  have  you  got  to  lose  except  unrecovered  collections? 


special  feature 


tions  or  by  radio,  telephone,  or  telecom- 
munications. 

ii.  A predetermined  plan  for  emer- 
gency services  that  has  been  jointly  de- 
veloped by  the  supervising  physician 
and  the  certified  registered  nurse  prac- 
titioner. 

iii.  A physician  available  on  a regu- 
larly scheduled  basis  for: 

(a)  Referrals. 

(b)  Review  of  the  standards  of  medi- 
cal practice  incorporating  consulta- 
tion and  chart  review. 

(c)  Estabhshing  and  updating  stand- 
ing orders  and  drug  and  other  medi- 
cal protocols  within  the  practice  set- 
ting. 

(d)  Periodic  updating  in  medical  diag- 
nosis and  therapeutics. 

(e)  Co-signing  records  when  necessary 
to  document  accountability  by  both 
parties. 

2.  Legal  designation  of  CRNP.  A reg- 
istered nurse  who  has  satisfactorily  met 
the  requirements  and  regulations  that 
may  from  time  to  time  be  jointly 
promulgated  by  the  Boards  may  be  des- 
ignated on  his  license  “Certified  Regis- 
tered Nurse  Practitioner  (CRNP),”  in 
the  area  for  which  qualified.  No  nurse 
may  practice  or  offer  to  practice  as  a 
Certified  Registered  Nurse  Practitioner 
or  use  the  abbreviation  CRNP  unless 
authorized  to  do  so  by  the  State  Board 
of  Nurse  Examiners. 

3.  Requirements  for  approval.  The  ap- 
plicant for  whom  approval  is  requested 
must  be  currently  hcensed  as  a regis- 
tered nurse  by  the  State  Board  of  Nurse 
Examiners.  The  apphc2mt  must  have 
successfully  completed  a course  of 
study  consisting  of  at  least  one  aca- 
demic year  in  a program  administered 
by  nursing  in  an  institution  of  higher 
education  as  approved  by  the  Boards. 
Evidence  must  be  given  of  continuing 
competency  in  the  area  of  medical  diag- 
nosis and  therapeutics  at  the  time  of 


the  applicant’s  certification  renewal. 

A registered  nurse  who  has  been 
granted  certification  by  another  state 
board  may  be  granted  certification  in 
this  Commonwealth  by  endorsement  of 
the  original  certifying  board  if  the  cre- 
dentials are  equivalent  to  those  re- 
quired by  the  Boards.  The  applicant  for 
certification  in  this  Commonwealth  by 
endorsement  must  meet  the  require- 
ments as  stated  in  The  Professional 
Nursing  Law*  for  licensure  as  a regis- 
tered nurse. 

4.  Application  for  approval.  The  appli- 
cant must  submit  an  application,  pro- 
vided by  the  State  Board  of  Nurse  Ex- 
aminers, to  the  State  Board  of  Nurse 
Examiners  for  its  review  and  approval. 
The  apphcation  must  include  an  official 
document  from  the  program,  and  addi- 
tional information  as  identified  on  the 
application.  Apphcants  approved  by 
the  State  Board  of  Nurse  Examiners 
may  use  the  designation  CRNP.  The 
designation  and  area  of  specialty  will  be 
indicated  on  the  hcense  of  the  nurse. 

5.  Health  care  facility  policies.  In 
health  care  facilities  providing  health 
services  in  which  certified  registered 
nurse  practitioners  make  medical  diag- 
noses or  prescribe  medical  therapeutic 
or  corrective  measures,  there  must  be  a 
committee  in  each  area  of  practice 
whose  function  is  to  establish  standard 
policies  and  procedures,  in  writing,  per- 
taining to  the  scope  and  circumstances 
of  the  practice  of  the  nurses  in  the  medi- 
cal management  of  the  patient.  The 
committee  must  serve  not  only  as  a 
pohcy-making  body  for  the  special  area 
but  also  as  an  advisory  and  interpreta- 
tive body  to  the  various  staffs  of  the 
health  facUity.  The  committee  must  in- 
clude equal  representation  from  the 
medical  staff,  the  nursing  staff,  includ- 
ing a nurse  practitioner,  ^md  the  nurs- 
ing administration.  If  a certified  regis- 
tered nurse  practitioner  is  associated 
with  a physician  or  group  of  physicians, 
the  committee  may  consist  of,  but  need 
not  be  limited  to,  the  nurse  practition- 


ers and  the  physicians. 

The  standard  policies  and  procedures 
must  be  reviewed  and  accepted  by  the 
committee  at  least  annually  and  at 
other  times  as  necessary.  The  commit- 
tee must  review  annually  the  effective- 
ness of  the  medicEil  functions  of  the 
CRNP  through  an  evaluation  of  the 
care  rendered  to  patients  using  data 
sources  such  as  patient  records,  statis- 
tics, and  patient  foUow-up. 

6.  Accountability  of  CRNP  The  Certi- 
fied Registered  Nurse  Practitioner  is  re- 
sponsible for  his  own  professional  judg- 
ments and  is  accountable  to  the 
individual  consumer.  He  is  also  account- 
able to  the  physician  and  the  employing 
agency  in  the  area  of  medical  diagnosis 
and  therapeutics. 

7.  Termination  of  approval.  The  ap- 
proval of  a Certified  Registered  Nurse 
Practitioner  may  be  terminated  by  the 
State  Board  of  Nurse  Examiners  when, 
after  notice  and  hearing,  that  Board 
finds: 

a.  That  the  registrant  has  engaged  in 
the  performance  of  medical  functions 
and  tasks  other  than  at  the  direction  of 
a physician  hcensed  by  the  Board,  ex- 
cept in  situations  as  provided  for  in  42 
Pa.C.S.  §8331  (relating  to  medical  good 
Samaritan  civU  immunity). 

b.  That  the  registrant  has  performed  a 
medical  task  or  function  that  the  regis- 
trant is  not  quahfied  by  education  to 
perform. 

8.  Biennial  certification.  Apphcants 
approved  as  Certified  Registered  Nurse 
Practitioners  must  be  certified  bienni- 
ahy  with  the  State  Board  of  Nurse  Ex- 
aminers on  or  before  October  30  of  the 
odd-numbered  years. 

9.  Penalties  for  violation.  Certifica- 

tion as  a CRNP  may  be  suspended  or 
revoked  or  the  violator  may  be  placed 
on  probation  as  the  Boards,  or  a joint 
committee  thereof,  determine  after  a 
formal  hearing  has  been  held,  and  a vio- 
lation of  the  act  and  of  The  Professional 
Nursing  Law  (63  P.S.  §§211-225.5  of 
this  subchapter  or  of  Chapter  21  (relat- 
ing to  State  Board  of  Nurse  Examiners) 
has  been  adjudicated.  □ 
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TheWDrlcTs 
Most  Popular  K 

Slow-K 

potassium  chloride 
slow-retecise  tablets 

8mEq(600mg) 

It  means  dependability"  in  alnnost  any  language 

* Based  on  worldwide  sales  data  on  file,  CIBA  Pharmaceutical  Company 
Capsule  or  tablet  slow- release  potassium  chloride  preparations  should  be  reserved  for  patients 
who  cannot  tolerate,  refuse  to  take,  or  have  compliance  problems  with  liquid  or  effervescent 
potassium  preparations  because  of  reports  of  intestinal  and  gastric  ulceration  and  bleeding 
with  slow-releaseKCI  preparations. 

Before  prescribing,  please  consult  Brief  Prescribing  Information  on  next  page. 


TheWorid^ 

Most  Popular  K 

For  good  reasons 

□ It  works— a 12 -year  record  of  efficacy* 

□ It’s  safe— unsurpassed  by  any  other  KCI  tablet  or  capsule^* 

□ It^S  acceptable  vs  liquids— greater  palatability  fewer  Gl  complaints, 
lower  incidence  of  nausea^ 

□ It^S  comparable  to  10  mEq— in  low-dosage  supplementation^^ 

□ It^S  economical— less  expensive  than  all  other  leading  KCI  slow-release 
supplements  on  a per  tablet  cost  to  the  patient ' 

Slow-K 

potassium  chloride 
slow-release  tablets  s mEq  (6oo  m3) 


For  patients  who  can't  or  won't  tolerate  liquid  KCI. 

*The  most  common  adverse  reactions  to  potassium  salts  are  gastrointestinal  side  effects. 
tPooled  mean  serum  potassium  following  oral  administration  of  30  mEq  K-Tab 
compared  to  24  mEq  Slow-K  in  diuretic-treated  hypertensives  (n  = 20)  over  8 weeks. 

C I B A 


References:  1.  Data  on  file.  CIBA  Pharmaceutical  Company  2.  Skoutakis 
VA.  Acchlardo  SR.  Woiciechowski  NJ.  et  al:  Liquid  and  solid  potassium 
chloride:  Bioavailability  and  safety  Pharmacotherapy  1980;4(6):392-397 
3.  Skoutakis  VA.  Carter  CA.  Acchiardo  SR:  Therapeutic  assessment  of 
Slow-K  and  K-Tab  potassium  chloride  formulations  in  hypertensive 
patients  treated  with  thiazide  diuretics  Drug  Intell  Clin  Pharm 
1987:21  436-440 


Slow-K* 

otassium  chloride  USP 
low-Release  Tablets 
8 mEq  (600  mg) 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  SEE 
PACKAGE  INSERT) 

INDICATIONS  AND  USAGE 

BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARA- 
TIONS. THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE  PATIENTS 
WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EFFERVES- 
CENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE 
IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS. 

1 For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  meta- 
bolic alkalosis:  in  digitalis  intoxication  and  in  patients  with  hypokalemic 
familial  periodic  paralysis. 

2.  For  prevention  of  potassium  depletion  when  the  dietary  intake  of  potas- 
sium IS  inadequate  in  the  following  conditions  patients  receiving  digitalis 
and  diuretics  for  congestive  heart  failure;  hepatic  cirrhosis  with  ascites; 
states  of  aldosterone  excess  with  normal  renal  function;  potassium-losing 
nephropathy;  and  certain  diarrheal  stales. 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncompli- 
cated essential  hypertension  is  often  unnecessary  when  such  patients  have 
a normal  dietary  pattern.  Serum  potassium  should  be  checked  periodically, 
however,  and  it  hypokalemia  occurs,  dietary  supplementation  with  potas- 
sium-containing foods  may  be  adequate  to  control  milder  cases.  In  more 
severe  cases  supplementation  with  potassium  salts  may  be  indicated. 
CONTRAINOfCATTONS 

Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia, 
since  a further  increase  in  serum  potassium  concentration  in  such  patients 
can  produce  cardiac  arrest  Hyperkalemia  may  complicate  any  of  the  follow- 
ing conditions:  chronic  renal  failure,  systemic  acidosis  such  as  diabetic 
acidosis,  acute  dehydration , extensive  tissue  breakdown  as  in  severe  burns , 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic 
(e.g.,  spironolactone,  triamterene)  (see  OVERDOSAGE), 

All  solid  dosage  forms  of  potassium  supplements  are  contraindicated  in 
any  patient  in  whom  there  is  cause  for  arrest  or  delay  in  tablet  passage 
through  the  gastrointestinal  tract.  In  these  Instances,  potassium  supple- 
mentation should  be  with  a liquid  preparation  Wax-matrix  potassium  chlo- 
ride preparations  have  produced  esophageal  ulceration  in  certain  cardiac 
patients  with  esophageal  compression  due  to  an  enlarged  left  atrium. 
WARNINGS 

Hyperkalemia  (See  OVERDOSAGE) 

In  patients  with  impaired  mechanisms  lor  excreting  potassium,  the  admin- 
istration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest. 
This  occurs  most  commonly  in  patients  given  potassium  by  the  intravenous 
route  but  may  also  occur  in  patients  given  potassium  orally.  Potentially  fatal 
erkalemia  can  develop  rapidly  and  be  asymptomatic 
he  use  of  potassium  salts  in  patients  with  chronic  renal  disease,  or  any 
other  condition  which  impairs  potassium  excretion,  requires  particularly 
careful  monitoring  of  the  serum  potassium  concentration  and  appropriate 
dosage  adjustment. 


Interaction  With  Potassium-Sparing  Diuretics 

Hypokalemia  should  not  be  treated  by  the  concomitant  administration  of 
potassium  salts  and  a potassium-sparing  diuretic  (e  g , spironolactone  or 
triamterene),  since  the  simultaneous  administration  of  these  agents  can 
produce  severe  hyperkalemia 

Gastrointestinal  Lesions 

Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative  lesions 
of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized 
concentration  of  potassium  ion  in  the  region  of  a rapidly  dissolving  tablet, 
which  injures  the  bowel  wall  and  thereby  produces  obstruction,  hemor- 
rhage, or  perforation  Slow-K  is  a wax-matrix  tablet  formulated  to  provide  a 
controlled  rate  of  release  of  potassium  chloride  and  thus  to  minimize  the 
possibility  of  a high  local  concentration  of  potassium  ion  near  the  bowel 
wall  While  the  reported  frequency  of  small-bowel  lesions  is  much  less  with 
wax-matrix  tablets  (less  than  one  per  100,000  patient-years)  than  with 
enteric-coated  potassium  chloride  tablets  (40-50  per  100,000  patient- 
years)  cases  associated  with  wax-matrix  tablets  have  been  reported  both  in 
foreign  countries  and  in  the  United  States,  In  addition,  perhaps  because  the 
wax-matrix  preparations  are  not  enteric-coated  and  release  potassium  in  the 
stomach,  there  have  been  reports  of  upper  gastrointestinal  bleeding  asso- 
ciated with  these  products  The  total  number  of  gastrointestinal  lesions 
remains  approximately  one  per  100,000  patient-years,  Slow-K  should  be 
discontinued  immediately  and  the  possibility  of  bowel  obstruction  or  perfo- 
ration considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastro- 
intestinal bleeding  occurs. 

Metabolic  Acidosis 

Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  ci- 
trate, or  potassium  acetate 

PRECAUTIONS 

General: 

The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating 
hypokalemia  in  a patient  with  a clinical  history  suggesting  some  cause  for 
potassium  depletion.  In  interpreting  the  serum  potassium  level,  the  physi- 
cian should  bear  in  mind  that  acute  alkalosis  perse  can  produce  hypokale- 
mia in  the  absence  of  a deficit  in  total  body  potassium,  while  acute  acidosis 
per  se  can  increase  the  serum  potassium  concentration  into  the  normal 
range  even  in  the  presence  of  a reduced  total  body  potassium 
Information  lor  Patients 

Physicians  should  consider  reminding  the  patient  of  the  following 
To  take  each  dose  without  crushing,  chewing,  or  sucking  the  tablets 
To  take  this  medicine  only  as  directed.  This  is  especially  important  if  the 
patient  is  also  taking  both  diuretics  and  digitalis  preparations. 

To  check  with  the  physician  if  there  is  trouble  swallowing  tablets  or  if  the 
tablets  seem  to  stick  in  the  throat. 

To  check  with  the  doctor  at  once  if  tarry  stools  or  other  evidence  of 
astrointestinal  bleeding  is  noticed. 

aborafoty  Tests 

Regular  serum  potassium  determinations  are  recommended.  In  addition, 
during  the  treatment  of  potassium  depletion,  careful  attention  should  be 
paid  to  acid-base  balance,  other  serum  electrolyte  levels,  the  electrocardio- 
gram. and  the  clinical  status  of  the  patient,  particularly  in  the  presence  of 
cardiac  disease,  renal  disease,  or  acidosis 
Drug  Interactions 

Potassium-sparing  diuretics:  see  WARNINGS 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility 

Long-term  carcinogenicity  studies  in  animals  have  not  been  performed. 

Pregnancy  Category  C 

Animal  reproduction  studies  have  not  been  conducted  with  Slow-K.  It  is  also 
not  known  whether  Slow-K  can  cause  fetal  harm  when  administered  to  a 
pregnant  woman  or  can  affect  reproduction  capacity.  Slow-K  should  be 
iven  to  a pregnant  woman  only  if  clearly  needed 

ursing  Mothers 

The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq/L  It  Is  not 
known  if  Slow-K  has  an  effect  on  this  content  Caution  should  be  exercised 
when  Slow-K  is  administered  to  a nursing  woman. 


Pediatric  Use 

Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDI- 
()ATI0NS,  WARNINGS,  and  OVERDOSAG^.  There  also  have  been  reports 
of  upper  and  lower  gastrointestinal  conditions  including  obstruction,  bleed- 
ing, ulceration,  and  perforation  (see  CONTRAINDICATIONS  and  WARN- 
INGS); other  factors  known  to  be  associated  with  such  conditions  were 
present  in  many  of  these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea, 
vomiting,  abdominal  discomfort,  and  diarrhea.  These  symptoms  are  due  to 
irritation  of  the  gastrointestinal  tract  and  are  best  managed  by  taking  the 
dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely 
OVERDOSAGE 

The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory 
mechanisms  for  potassium  rarely  causes  serious  hyperkalemia.  However,  if 
excretory  mechanisms  are  impaired  or  if  potassium  is  administered  too 
rapidly  intravenously,  potentially  fatal  hyperkalemia  can  result  (see  CON- 
TRAINDICATIONS and  WARNINGS) , It  is  important  to  recognize  mat  hyper- 
kalemia is  usually  asymptomatic  and  may  be  manifested  only  by  an 
increased  serum  potassium  concentration  (6. 5-8.0  mEq/L)  and  character- 
istic electrocardiographic  changes  (peaking  of  T waves,  loss  of  P wave, 
depression  of  S-'l  segment,  and  prolongation  of  the  Q-T  interval).  Late 
manifestations  include  muscle  paralysis  and  cardiovascular  collapse  from 
cardiac  arrest  (9-12  mEq/L) 

Treatment  measures  for  hyperkalemia  include  the  following:  (1 ) elimina- 
tion of  foods  and  medications  containing  potassium  and  of  potassium- 
sparing diuretics;  (2)  intravenous  administration  of  300-500  ml/hr  of  10% 
dextrose  solution  containing  10-20  units  of  insulin  per  1 ,000  ml;  (3)  correc- 
tion of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate;  (4)  use  of 
exchange  resins,  hemodialysis,  or  peritoneal  dialysis 
In  treating  hyperkalemia  in  patients  who  have  been  stabilized  on  digitalis, 
too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce 
digitalis  toxicity 

DOSAGE  AND  ADMINISTRATION 

The  usual  dietary  intake  of  potassium  by  the  average  adult  is  40-80  mEq  per 
day  Potassium  depletion  sufficient  to  cause  hypokalemia  usually  requires 
the  loss  of  200  or  more  mEq  of  potassium  from  the  total  body  store.  Dosage 
must  be  adjusted  to  the  individual  needs  of  each  patient  but  is  typically  in  the 
range  of  20  mEq  per  day  for  the  prevention  of  hypokalemia  to  40-1 00  mEq  or 
more  per  day  for  the  treatment  of  potassium  depletion  Large  numbers  of 
tablets  should  be  given  in  divided  doses. 

Note:  Slow-K  slow-release  tablets  must  be  swallowed  whole  and  never 
crushed, chewed,  or  sucked, 

HOW  SUPPLIED 

Tablets— 600  mg  of  potassium  chloride  (equivalent  to  8 mEq)  round,  buff 
colored,  sugar-coated  (imprinted  Slow-K) 

Bottles  of  100 NDC  0083-0165-30 

Bottles  of  1000  NDC  0083-0165-40 

Consumer  Pack— One  Unit 

12  Bottles  - 100  tablets  each NDC  0083-0165-65 

Accu-Pak®  Unit  Dose  (Blister  pack) 

Box  of  100  (strips  of  10) NDC  0083-0165-32 

Do  not  store  above  86°F  (30°C).  Protect  from  moisture.  Protect  from  light. 

Dispense  in  tight,  light-resistant  container  (USP). 


Disf.  by: 

CIBA  Pharmaceulical  Company 
Division  of  CIBA-GEIGY  Corporation 

Summit,  New  Jersey  07901  C87-31  (Rev  8/87) 

CIBA  128-3568-A 
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Let^s  Make  Sure 
Americans  Bright 
Future 

Doesrft  GoX^ 
In  Smoke^ 

lor  many  Americans  smoking  had  been 
considered  simply  a bad  habit.  Stress  caused  nothing 
more  than  nervous  energy.  And  weight  problems 
were  a shame  but  not  h^th  hazard. 

Those  myths  of  yesteryear  are  fading  and  not  a 
moment  too  soon.  Because  if  America  is  to  pin  its 
hopes  on  each  new  generation,  we  owe  them  the  gift 
of  good  health.  Yet  good  health  is  so  easily  taken 
for  granted.  And  altnough  physicians  have  always 
promoted  wellness  and  preventive  medicine,  the 
health  insurance  field  did  litde. 

But  now  US  Healthcare  has  created  a health 
care  plan  that  makes  it  easy  for  members  to  get 
excellent  care  in  sickness  and  in  health.  The 
foundation  for  our  plan  is  the  private  physician 
that  each  member  selects.  We  then  encourage  using 
the  family  doctor  by  charging  just  $2  for  a routine 
office  visit.  We’ve  simplified  the  process  by 
alleviating  deductibles  and  claim  forms.  We  offer 
free  screening  for  the  early  detection  of  cancer. 

Free  programs  on  weight  loss,  smoking  cessation, 
stress  management  and  more. 

And  through  it  all,  US  Healthcare  members 
have  their  family  doctor  for  advice  and  guidance. 
The  private  physician  is  key  to  the  innovative  and 
personal  care  that  US  Healthcare  covers.  We  believe 
that  quality  of  care  will  help  insure  a brighter, 
healthier  future  for  aU  of  us.  And  we  now  have 
over  760,000  satisfied  members,  1800  participating 
primary  care  physicians  and  over  9000  participating 
specialists  who  believe  as  we  do. 

If  you  would  like  more  information  on  the 
benefits  of  being  a US  Healthcare  participating 
physician,  call  U800'624'0756.  No  one  watches 
over  you  like  us.  US  Healthcare. 
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BEFORE 

YOU  INVEST! 

Computerized  Practice  Management  Programs  can  represent 
a large  investment.  So,  before  you  invest  take  advantage  of  a 

COMPLETE  SYSTEMS  EVALUATION 

from  Morley-Hill  Associates,  inc. 

the  Healthcare  Computer  Professionals 

featuring 

Sm*rt  Practice®  Practice  Management  Systems 

Enjoy  all  of  the  benefits  of  this  powerful,  highly  rated  practice 
management  system  that  is  used  daily  by  hundreds  of  satisfied 
healthcare  professionals.  Sm*rt  Practice  is  a healthcare  program 
especially  designed  for  both  general  and  specialty  practices 
including: 

• Anesthesiology  • Software 


• Cardiology 

• Dermatology 

• Ear,  Nose  and 
Throat 

• Emergency 
Medicine 


• General 
Medicine 

• internal 
Medicine 


• Ob-Cyn 


. . . AND  MANY 
OTHERS 


TD:  Morley-Hlil  Associates,  me. 

North  Point  Office  Center 
200  Gibraltar  Road 
RO.  Box  420 
Horsham,  PA  19044 

YES,  I WOULD  LIKE  MORE 
INFORMATION  ABOUT 
PRACTICE  MANAGEMENT 
SYSTEMS  FOR  MY  OFFICE. 

1 • Hardware 

1 

1 • Installation 

■ • Training 

* • support 

■ 

Name: 

■ 

■ 

Specialty: 

Address: 

CifV: 

■ 

1 For  more 

1 information, 

■ turn  to  the 

. professionals 

State:  Zip: 

! ITlorleiiitffill 

■ associate,  inc  

Phone: 

Rp«;t  rime  to  call: 

• 800-528-7300 

1 in  PA  800-528-7100 

■ "Sm  • It  Practice  is  a registered 
® trademark  of  Wismer-Martin 

When  you  decide  to  use 
Bactrim,  use  the  power  of  the  pen 
as  well.  It  guarantees  your  patient  will 
get  Bactrim— with  the  power  of  penetra- 
tion where  you  want  it,  the  power  of 
concentration  where  you  want  it,  and  the 
power  to  persist.  Three  powers  well 
worth  trusting. 

And  remember,  after  deciding  on  Bactrim, 
protect  your  decision.  Take  an  extra  half- 
second,  in  accordance  with  your  state  regula- 
tions, to  prevent  substitution. 


SPECIFY. 
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Please  see  summary  of  product  information  on  following  page. 
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actrinr  Pediatric 


(40  mg  trimethoprim  and 
200  mg  sulfamethoxazoie  per  5 ml) 


BACTRIM  * (trimethoprim  and  sultamethoiazole/Roche) 

Before  prescribing,  please  consult  complete  product  intormation.  a summary  of  which  follows: 
CONTRAINDICATIONS:  Hypersensitivity  to  trimethoprim  or  sulfonamides,  documented  megaloblastic 
anemia  due  to  folate  deficiency,  pregnancy  at  term  and  during  the  nursing  period;  infants  less  than  two 
months  of  age 

WARNINGS:  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION  OF  SULFONAMIDES.  ALTHOUGH 
RARE.  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS.  INCLUDING  STEVENS-JOHNSON  SYNDROME. 
TOXIC  EPIDERMAL  NECROLYSIS.  FULMINANT  HEPATIC  NECROSIS.  AGRANULOCHOSIS.  APLASTIC 
ANEMIA  AND  OTHER  BLOOD  OYSCRASIAS. 

BACTRIM  SHOULD  BE  DISCONTINUED  AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY  SIGN  OF 
ADVERSE  REACTION.  Clinical  signs,  such  as  rash,  sore  throat,  fever,  pallor,  purpura  or  jaundice,  may  be 
early  indications  of  serious  reactions  In  rare  instances  a skin  rash  may  be  followed  by  more  severe  reac- 
tions. such  as  Stevens- Johnson  syndrome,  toxic  epidermal  necrolysis,  hepatic  necrosis  or  serious  blood 
disorder  Perform  complete  blood  counts  frequently 

BACTRIM  SHOULD  NOT  BE  USED  IN  THE  TREATMENT  OF  STREPTOCOCCAL  PHARYNGITIS  Clinical  stud- 
ies show  that  patients  with  group  A 0-hemolytic  streptococcal  tonsillopharyngitis  have  a greater  incidence 
of  bactenologic  failure  when  treated  with  Bactrim  than  with  penicillin. 

PRECAUTIONS:  General  Give  with  caution  to  patients  with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency  (e  g , elderly,  chronic  alcoholics,  patients  on  anticonvulsants,  with  malabsorption  syn- 
drome, or  in  malnutrition  stales)  and  severe  allergies  or  bronchial  asthma  In  glucose-6-phosphate  dehy- 
drogenase deficient  individuals,  hemolysis  may  occur,  frequently  dose-related 
Use  in  the  Elderly  May  be  increased  risk  of  severe  adverse  reactions  in  elderly,  particularly  with  complicat- 
ing conditions,  e g..  impaired  kidney  and/or  liver  function,  concomitant  use  of  other  drugs  Severe  skin 
reactions,  generalized  bone  marrow  suppression  (see  WARNINGS  and  ADVERSE  REACTIONS)  or  a specific 
decrease  in  platelets  (with  or  without  purpura)  are  most  frequently  reported  severe  adverse  reactions  in 
elderly  In  those  concurrently  receiving  certain  diuretics,  primarily  thiazides,  increased  incidence  of  throm- 
bocytopenia with  purpura  reported  Make  appropriate  dosage  adjustments  for  patients  with  impaired  kidney 
function  (see  DOSAGE  AND  ADMINISTRATION) 

Use  in  the  Treatment  of  Pneumocystis  Cannii  Pneumonitis  in  Patients  with  Acquired  Immunodeficiency 
Syndrome  (AIDS)  Because  of  unique  immune  dysfunction,  AIDS  patients  may  not  tolerate  or  respond  to 
Bactrim  in  same  manner  as  non-AIDS  patients  Incidence  of  side  effects,  particularly  rash,  fever,  leuko- 
penia, with  Bactrim  in  AIDS  patients  treated  for  Pneumocystis  carinii  pneumonitis  reported  to  be  greatly 
increased  compared  with  incidence  normally  associated  with  Bactrim  in  non-AIDS  patients 
Information  for  Patients  Instruct  patients  to  maintain  adequate  fluid  intake  to  prevent  crystalluria  and  stone 
formation 

Laboratory  Tests  Perform  complete  blood  counts  frequently.  If  a significant  reduction  in  the  count  of  any 
formed  blood  element  is  noted,  discontinue  Bactrim  Perform  urinalyses  with  careful  microscopic  examina- 
tion and  renal  function  tests  during  therapy,  particularly  for  patients  with  impaired  renal  function 
Drug  Interactions  In  elderly  patients  concurrently  receiving  certain  diuretics,  primarily  thiazides,  an 
increased  incidence  of  thrombocytopenia  with  purpura  has  been  reported  Bactrim  may  prolong  the 
prothrombin  time  in  patients  who  are  receiving  the  anticoagulant  warfarin  Keep  this  in  mind  when  Bactrim 
IS  given  to  patients  already  on  anticoagulant  therapy  and  reassess  coagulation  time  Bactrim  may  inhibit  the 
hepatic  metabolism  of  phenytoin  Given  at  a common  clinical  dosage,  it  increased  the  phenytoin  half-life  by 
39%  and  decreased  the  phenytoin  metabolic  clearance  rate  by  27%  When  giving  these  drugs  concurrently, 
be  alert  tor  possible  excessive  phenytoin  effect  Sulfonamides  can  displace  methotrexate  from  plasma  pro- 
tein binding  sites,  thus  increasing  free  methotrexate  concentrations 

Drug/Laboratory  Test  Interactions  Bactrim,  specifically  the  trimethoprim  component,  can  interfere  with  a 
serum  methotrexate  assay  as  determined  by  the  competitive  binding  protein  technique  (CBPA)  when  a 
bacterial  dihydrofolate  reductase  is  used  as  the  binding  protein  No  interference  occurs  if  methotrexate  is 
measured  by  a radioimmunoassay  (RIA)  The  presence  of  trimethoprim  and  sulfamethoxazole  may  also 
interfere  with  the  Jaffe  alkaline  picrate  reaction  assay  for  creatinine,  resulting  in  overestimations  of  about 
10%  in  the  range  of  normal  values 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility  Carcinogenesis  Long-term  studies  in  animals  to 
evaluate  carcinogenic  potential  not  conducted  with  Bactrim  Mutagenesis  Bacterial  mutagenic  studies  not 
performed  with  sulfamethoxazole  and  trimethoprim  in  combination  Trimethoprim  demonstrated  to  be 
nonmutagenic  in  the  Ames  assay  No  chromosomal  damage  observed  in  human  leukocytes  in  vitro  with 
sulfamethoxazole  and  trimethoprim  alone  or  in  combination,  concentrations  used  exceeded  blood  levels  of 
these  compounds  following  therapy  with  Bactrim  Observations  of  leukocytes  obtained  from  patients 
treated  with  Bactrim  revealed  no  chromosomal  abnormalities  Impairment  of  Fertility  No  adverse  effects  on 
fertility  or  general  reproductive  performance  observed  in  rats  given  oral  dosages  as  high  as  70  mg/kg/day 
trimethoprim  plus  350  mg/kg/day  sulfamethoxazole 

Pregnancy  Teratogenic  Effects  Pregnancy  Category  C Trimethoprim  and  sulfamethoxazole  may  interfere 
with  folic  acid  metabolism,  use  during  pregnancy  only  if  potential  benefit  justifies  potential  risk  to  fetus 
Nonteratogenic  Effects  See  CONTRAINDICATIONS  section 
Nursing  Mothers  See  CONTRAINDICATIONS  section 

Pediatric  Use  Not  recommended  for  infants  under  two  months  (see  INDICATIONS  and  CONTRAINDICA- 
TIONS sections) 

ADVERSE  REACTIONS;  Most  common  are  gastrointestinal  disturbances  (nausea,  vomiting,  anorexia)  and 
allergic  skin  reactions  (such  as  rash  and  urticaria)  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION 
OF  SULFONAMIDES.  ALTHOUGH  RARE.  HAVE  OCCURRED  DUE  TD  SEVERE  REACTIONS.  INCLUDING 
STEVENS-JOHNSON  SYNDROME.  TOXIC  EPIDERMAL  NECROLYSIS.  FULMINANT  HEPATIC  NECROSIS. 
AGRANULOCYTOSIS.  APLASTIC  ANEMIA  AND  OTHER  BLOOD  OYSCRASIAS  (SEE  WARNINGS  SECTION) 
Hematologic  Agranulocytosis,  aplastic  anemia,  thrombocytopenia,  leukopenia,  neutropenia,  hemolytic 
anemia,  megaloblastic  anemia,  hypoprothrombinemia.  methemoglobinemia,  eosinophilia  Allergic  Reac- 
tions Stevens- Johnson  syndrome,  toxic  epidermal  necrolysis,  anaphylaxis,  allergic  myocarditis,  erythema 
multiforme.  exfoliative  dermatitis,  angioedema.  drug  fever,  chills.  Henoch-Schoenlein  purpura,  serum 
sickness-like  syndrome,  generalized  allergic  reactions,  generalized  skin  eruptions,  photosensitivity,  con- 
junctival and  sclera)  injection,  pruritus,  urticaria  and  rash  Periarteritis  nodosa  and  systemic  lupus  erythe- 
matosus have  been  reported  Gastrointestinal  Hepatitis  (including  cholestatic  jaundice  and  hepatic 
necrosis),  elevation  of  serum  transaminase  and  bilirubin,  pseudomembranous  enterocolitis,  pancreatitis, 
stomatitis,  glossitis,  nausea,  emesis,  abdominal  pain,  diarrhea,  anorexia  Genitourinary  Renal  failure, 
interstitial  nephntis,  BUN  and  serum  creatinine  elevation,  toxic  nephrosis  with  oliguria  and  anuria,  crystal- 
luria  Neurologic  Aseptic  meningitis,  convulsions,  peripheral  neuritis,  ataxia,  vertigo,  tinnitus,  headache 
Psychiatric  Hallucinations,  depression,  apathy,  nervousness  Endocrine  Sulfonamides  bear  certain  chem- 
ical similarities  to  some  goitrogens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypoglycemic 
agents,  cross-sensitivity  may  exist  Diuresis  and  hypoglycemia  have  occurred  rarely  in  patients  receiving 
sulfonamides  Musculoskeletal  Arthralgia,  myalgia  M/sce/Zaneous  Weakness,  fatigue,  insomnia 
DOSAGE  AND  ADMINISTRATION:  Not  recommended  for  use  in  infants  less  than  two  months  of  age. 
URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN.  AND  ACUTE  OTITIS  MEDIA 
IN  CHILDREN  Usual  adult  dosage  for  urinary  tract  infections  is  one  DS  tablet,  two  tablets  or  four  teaspoon- 
fuls (20  m\)b  1 d for  10  to  14  days  Use  identical  daily  dosage  for  5 days  for  shigellosis  Recommended 
dosage  tor  children  with  urinary  tract  infections  or  acute  otitis  media  is  8 mg/kg  trimethoprim  and  40  mg/kg 
sulfamethoxazole  per  24  hours,  in  two  divided  doses  every  12  hours  for  10  days  Use  identical  daily  dosage 
for  5 days  for  shigellosis  Renal  Impaired  Creatinine  clearance  above  30  ml/min,  give  usual  dosage, 
15-30  ml/min.  give  one-half  the  usual  regimen,  below  15  ml/min,  use  not  recommended 
ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS:  Usual  adult  dosage  is  one  DS  tablet,  two 
tablets  or  tour  teasp  (20m()b/d  for  14  days 

PNEUMOCYSTIS  CARINII  PNEUMONITIS  Recommended  dosage  is  20  mg/kg  trimethoprim  and  100  mg/kg 
sulfamethoxazole  per  24  hours  in  equal  doses  every  6 hours  for  14  days  See  complete  product  information 
for  suggested  children's  dosage  table 

HOW  SUPPLIED:  DS  (double  strength)  Tablets  (160  mg  trimethoprim  and  800  mg  sulfamethoxazole)— 
bottles  of  100,  250  and  500.  Tel-E-Dose*  packages  of  100.  Prescription  Paks  of  20  Tablets  (80  mg  tri- 
methoprim and  400  mg  sulfamethoxazole)— bottles  of  100  and  500,  Tel-E-Oose*'  packages  of  100, 
Prescription  Paks  of  40  Pediatric  Suspension  (40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teasp  )— bottles  of  100  ml  and  16  oz  (1  pint)  Suspension  (40  mg  trimethoprim  and  200  mg  sulfamethoxa- 
zole per  teasp  )— bottles  of  16  oz  (1  pint) 

STORE  TABLETS  AT  IS'-SOX  (59"-86°F)  IN  A DRY  PLACE  PROTECTED  FROM  LIGHT  STORE  SUSPEN- 
SIONS AT  15°-30"C  (59"-86"F)  PROTECTED  FROM  LIGHT 
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Medical 


EMERGENCY 
MEDICINE 
BOARD 
REVIEW  #312 


TUITION:  $1500 

Accreditation:  60  AMA  Category  I credit  hours. 
Pending:  60  AAFP  and  ACEP  credit  hours. 

For  New  York  metropolitan  area  physicians:  Weekly 
3-hour  sessions  spread  over  a 22  week  period  to 
prepare  for  the  written  portion  (Part  I)  of  the 
Emergency  Medicine  Board  Examination,  plus  a 
2-hour  ("1  on  1")  patient  management  encounter 
session  for  each  registrant  that  simulates  and 
prepares  candidates  for  the  oral  portion  (Part  II)  of 
the  Board  Examinations. 

Information  available  on  #315  EMERGENCY 
MEDICINE,  June  13-17,  1988  Monday-Friday 

For  Further  Information: 

NYU  POST-GRADUATE  MEDICAL  SCHOOL 
550  First  Avenue,  New  York,  N.Y.  10016 


(212)  340-5295  (24-hour  service) 


1/88 


PDC  Collections,  Inc. 

• Established  1965 

• Serving  the  Medical  Profession 
in  the  collection  of  bad  debts 

• Our  fee  is  25%  of  collections 

• For  information  contact 

David  Kadish  at  1-201-271-8697 

14L  Worlds  Fair  Drive 
Somerset,  New  Jersey  08873 


54  Pennsylvania  Medicine,  January  1988 


financial  management 

Strategies  for  fees 


Thomas  W.  Reinke,  MBA 
David  H.  Glusman,  CPA 
William  C.  Garrow,  MBA,  CPA 

Many  physicians  set  their  fees  ac- 
cording to  what  other  providers 
cheirge.  That  pricing  strategy  serves 
two  purposes;  it  guarantees  competi- 
tiveness with  other  doctors  in  the  area 
and  it  assures  that  the  doctor  is  keeping 
up  with  the  increases  implemented  by 
others. 

While  this  pricing  technique  is  simple 
and  convenient,  in  the  present  environ- 
ment it  may  not  be  entirely  effective. 
With  cost  containment  programs,  utili- 
zation controls,  and  movement  away 
from  charge  based  reimbursement,  it  is 
becoming  increasingly  important  to 
consider  a variety  of  factors  in  addition 
to  the  charges  of  one’s  peers. 

Pricing  concepts 

Some  of  the  techniques  and  concepts 
used  in  other  industries  for  setting  the 
prices  of  goods  and  services  may  be  rel- 
evant for  medical  practices  striving  to 
increase  their  income.  One  of  these  con- 
cepts is  return;  it  involves  setting  tar- 
get income  levels  that  assure  an  ade- 
quate retirni  or  profit.  The  aspect  of 
return  that  is  particularly  useful  is  not 
the  idea  of  generating  a profit,  but  the 
idea  of  estabhshing  an  income  objec- 
tive. Most  practices  do  not  set  income 
targets,  they  simply  implement  some 
type  of  general  fee  increase  and  hope  for 
the  best. 

The  first  step  in  meeting  income  ob- 
jectives is  determining  the  price  seg- 
ment in  which  the  practice  wants  to 
compete.  The  standard  pricing  strategy 
of  physicians  has  been  to  be  competi- 
tive. Competitive  pricing,  however,  does 
not  necessarily  mean  that  fees  must  be 
set  at  the  median  point.  In  every  indus- 
try there  are  successful  high  and  low 
priced  businesses.  For  example,  in  the 
computer  industry,  IBM  is  regarded  as 
a high  priced  vendor  and  has  been  con- 
tinuously successful  with  that  reputa- 


tion. In  retailing,  there  are  a number  of 
discount  department  stores  that  have 
achieved  high  profits  by  maintaining 
low  prices.  Physicians  should  determine 
where  they  want  to  position  themselves 
and  then  must  make  an  effort  to  assure 
that  their  fee  structure  is  appropriate 
for  their  services  and  the  patients  they 
see. 

Income  targets  also  require  an  analy- 
sis of  the  payer  mix  and  the  income  an- 
ticipated from  each.  Medicare  and  Blue 
Shield  no  longer  reimburse  exclusively 
on  the  basis  of  a physician’s  profile.  In- 
stead, payment  increases  are  based  on  a 
combination  of  the  provider’s  charge 
profile  and  economic  factors.  For  exam- 
ple, the  most  recent  Medicare  update 
was  a maximum  of  3.2  percent  regard- 
less of  a provider’s  increase  in  charges. 
Commercial  insurances  are  one  of  the 
few  remaining  charge  based  payers 
where  fee  increases  generally  produce 
proportionate  reimbursement  in- 
creases. 

Given  the  variations  in  how  carriers 
respond  to  increases  in  fees  and  the  var- 
iations in  coverage  among  insurance 
plans,  the  best  way  to  implement  in- 
creases is  to  be  selective.  Across  the 
board  increases  are  no  longer  effective; 
different  services  should  receive  differ- 
ent increases.  For  exeunple,  increases  in 
the  prices  of  inpatient  services  are 
likely  to  be  more  fully  covered  by  insur- 
ances while  increases  in  outpatient  ser- 
vices will  fedl  more  heavily  upon  the  pa- 
tient’s shoulders.  Likewise,  small  dollar 
increases  for  high  volume  services  have 
a better  impact  upon  patients  and  the 
bottom  line  than  high  doUar  increases 
on  low  volume  services.  In  general,  fee 
increases  should  be  approached  by  look- 
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ing  at  the  coverage  and  volume  of  each 
individual  service  and  determining  its 
appropriate  increase,  keeping  in  mind 
the  overall  income  objective. 

For  many  practices,  projecting  and 
Emalyzing  income  has  been  comphcated 
by  the  rising  number  of  negotiated  rate 
payers,  which  account  for  a growing 
share  of  practice  income.  Negotiated 
rate  payers  usually  contract  with  physi- 
cians and  reimburse  them  according  to 
a capitation  rate  or  a fixed  fee  schedule. 
They  includes  HMOs,  preferred  pro- 
vider organizations  and  other  prepaid 
plans.  The  difficulty  with  negotiated 
rate  payers  is  that  increased  fees  pro- 
duce only  increased  allowances.  There- 
fore, increasing  income  requires  a differ- 
ent approach. 

One  alternative  is  to  negotiate  for 
higher  payments.  Negotiation  is  possi- 
ble if  the  practice  has  a weU  respected 
reputation,  is  strategically  located,  is 
affihated  with  a particular  hospital  or 
encompasses  a unique  specialty.  The 
purpose  of  the  negotiations  should  be  to 
ensure  that  the  payments  from  the  con- 
tract payer  at  least  equal  the  average 
reimbursement  from  aU  other  payers.  If 
they  do  not,  the  practice  is  jeopardizing 
its  income  and  must  have  an  offsetting 
reason  for  accepting  the  lower  pay- 
ments. 

Another  alternative  to  consider  is 
changing  the  service  mix.  In  many  in- 
stances, reimbursement  from  fixed  rate 
payers  is  lower  for  routine  office  visits 
and  higher  for  other  services.  Therefore, 
it  may  make  sense  to  either  expand  the 
scope  of  services  or  substitute  diagnos- 
tic and  therapeutic  services  for  office 
visits. 

A variation  of  this  approach  is  to  ob- 
tain designation  from  the  payer  as  a 
specialist  since  specialists  often  receive 
higher  reimbursement  than  that  pro- 
vided to  primary  care  physicians.  For 
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ex2unple,  an  internal  medicine  group 
with  a board  certified  cardiologist  may 
apply  for  specialty  designation  for 
holter  monitors,  and  stress  tests. 

A more  sophisticated  pricing  concept 
that  could  generate  additional  income  is 
concentrating  on  a particular  share  of 
the  market.  This  strategy  involves  ne- 
gotiating with  insurers  to  act  as  the  ex- 
clusive provider  of  a certain  set  of  ser- 
vices or  services  to  a specific  patient 
population.  For  example,  a neurosurgi- 
cal group  may  agree  to  accept  all  pa- 
tients within  a geographic  area  requir- 
ing certain  surgical  services.  Such 
contracts  produce  a steady  stream  of 
patients  2md  income,  which  can  bring 
stability  to  a practice  or  lead  to  predict- 
able and  controllable  growth. 

As  a trade  off  to  gaining  market 
share  with  a particular  insurer,  however, 
the  practice  must  usually  accept  pay- 
ments less  than  its  normal  charges.  The 
key  to  success  in  such  an  arrangement 
is  to  assure  that  the  payments  cover 
costs  and  do  not  signific^mtly  erode  the 
practice’s  average  reimbursement. 


Participation 

Instead  of  making  a scientific  effort 
to  raise  fees  and  increase  income,  physi- 
cians can  avoid  dealing  with  third  par- 
ties Edtogether,  if  they  do  not  accept  as- 
signment with  any  carriers  and  bill  the 
patients  directly  for  2ill  services.  While 
this  approach  has  some  merit  for  cer- 
tain practices  in  selected  geographic  ar- 
eas, more  and  more  regulations  are 
aimed  at  preventing  it.  For  example. 
Medicare  now  requires  non- 
participating physicians  to  notify  pa- 
tients in  writing  of  all  surgical  fees  esti- 
mated to  be  greater  than  $500.  The 
notice  must  state  the  estimated  Medi- 
care allowed  amount  for  the  procedure 
and  other  information  that  highhghts 
the  additional  cost  to  the  patient  for  us- 
ing a non-participating  rather  than  a 
participating  physician. 

Patient  considerations 

Any  fee  review  must  consider  the  pa- 
tient. Patients  have  become  more  price 
conscious  and  more  assertive  about 
what  they  may  consider  excessive  fees. 
Marketing  research  has  shown  that  a 
consumer’s  perception  of  price  is  many 
times  more  important  than  the  actual 
price.  Often  times  a person’s  reaction  to 


price  is  a combination  of  the  out-of- 
pocket  expense  and  perception  to  the 
value  received.  In  essence,  price  percep- 
tions are  based  not  on  an  objective  as- 
sessment or  comparison,  but  rather  on 
a subjective  and  emotional  reaction  to  a 
variety  of  factors. 

This  phenomenon  can  actually  be 
used  to  a physician’s  benefit.  A pa- 
tient’s reaction  to  fees  will  be  minimized 
if  they  feel  the  charge  is  justified.  They 
must  receive  adequate  value  and  ser- 
vice for  the  price  they  pay.  Physicians 
can  increase  the  actual  and  perceived 
value  of  their  services  in  a number  of 
simple  ways.  Most  important  is  the  di- 
rect interaction  between  the  patient 
and  doctor.  It  has  been  well  docu- 
mented that  patients  value  the  time 
they  spend  with  their  doctor.  If  time  is 
taken  to  talk  to  the  patient,  to  review 
the  patient’s  history  or  discuss  any  con- 
cerns, then  the  patient  has  received  a 
valuable  service. 

Other  ways  to  add  v^due  are  to  mini- 
mize waiting  times,  schedule  appoint- 
ments at  times  that  are  convenient  for 
patients  and  assure  that  there  is  proper 
follow  up  on  matters  such  as  reporting 
the  results  of  diagnostic  tests. 

Considerable  reaction  to  fees  and  any 
Increases  can  be  alleviated  if  patients 
are  told  2ihead  of  time  what  their  bill  is 
likely  to  be.  People  expect  medical  care 
to  be  expensive,  but  they  are  often  hit 
with  the  medical  equivalent  of  “sticker 
shock”  when  they  actually  see  the  bill. 
The  best  way  to  prevent  this  is  to  men- 
tion the  fees  ahead  of  time,  usually 
when  the  appointment  is  made  or  when 
they  come  in  to  register  for  their  visit. 

The  office  staff  should  also  be  prop- 
erly trained  to  respond  to  comments 
from  patients  regarding  the  doctor’s 
fees.  The  only  way  that  objections  can 
be  overcome  is  to  deal  with  them  di- 
rectly. The  office  staff  should  know 
what  to  say  and  how  to  say  it.  In  many 
situations  aU  that  is  required  is  a simple 
explanation  or  justification  of  the  fees. 

The  staff  should  also  recognize  that 
some  comments  about  charges  result 
from  the  patient’s  inability  to  pay.  In 
these  cases  it  may  be  appropriate  to 
give  the  patient  a partial  courtesy  dis- 
count, agree  to  accept  insurance  assign- 
ment, or  set  up  an  extended  payment 
plan. 

The  bottom  line  on  fees  is  that  the  re- 
imbursement picture  is  changing  and  is 
likely  to  continue  to  ch^mge.  Paying 
more  attention  to  the  strategies  for  in- 
creased income,  not  simply  raising  fees, 
win  be  time  well  spent.  □ 
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Neonatal  Campylobacter  meningitis 


Anand  B.  Mahajan,  MD 
W.  Stuart  Warren,  MD 
Michael  J.  Paszek,  MD 

Camplyobacter  fetus,  previously 
classified  as  Vibrio  fetus,  is  a rare 
cause  of  neonatal  infection.  Like  Liste- 
ria monocytogenes,  the  organism  is  as- 
sociated with  a wide  variety  of  veteri- 
nary diseases,  including  recurrent 
abortions  and  stillbirth  among  sheep 
and  cattle.'^  Unlike  Listeria,  however, 
systemic  Campylobacter  infection  has 
been  recognized  rarely  during  the  neo- 
natal period.  To  date,  only  eight  cases  of 
neonatal  meningitis  have  been  re- 
corded.®'^'* The  purpose  of  this  paper  is 
to  briefly  report  a ninth  case  of  Campy- 
lobacter fetus  bacteremia  and 
meningitis  and  to  emphasize  that  con- 
ventional culture  techniques  may  fail  to 
detect  the  presence  of  this  organism  in 
the  cerebro-spinal  fluid. 

Case  report 

A 2,340-gram,  36-week  gestation 
male  was  dehvered  vaginally  following 
premature  onset  of  labor  and  30  min- 
utes of  ruptured  membranes  to  a Grav- 
ida 2,  Para  1,  22-year-old  white  female. 
Initial  physical  examination  in  the  de- 
livery room  was  reported  to  be  normal. 
The  Apgar  scores  were  seven  and  eight 
at  one  and  five  minutes  respectively. 
The  examination  of  the  placenta  was 
normal.  At  two  hours  of  age,  the  baby 
developed  apnea  and  bradycardia, 
which  rapidly  progressed  to  grunting 
and  respiratory  distress.  Cultures  of  the 
blood,  urine,  and  cerebrospinal  fluid 
were  obteiined.  A chest  x-ray  revealed 
no  abnormalities.  The  baby  was  started 
on  intravenous  ampicilhn  200  mgs/kg/ 
day  and  gentamicin  5 mgs/kg/day.  By 
five  hours  of  age,  the  baby  was  noted  to 
be  “stiff.”  Phenobarbital  was  started. 
Due  to  persistent  seizure  activity,  the 
baby  was  transferred  to  the  Polyclinic 
Medical  Center  NICU  at  28  hours  of 
age.  Further  history,  at  this  time,  re- 
vealed that  two  weeks  prior  to  dehvery, 
the  mother  experienced  an  episode  of 
mild  gastroenteritis,  which  lasted  for 
three  days.  No  investigations  were  per- 
formed and  she  was  managed  sympto- 
matically. Treatment  in  the  Neonatal 
Intensive  Care  Unit  included  intrave- 
nous ampicillin  200  mgs/kg/day  for 
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seven  days  and  gentamicin  7.5  mgs/kg/ 
day  for  21  days.  Phenobarbital  5 mgs/ 
kg  was  m^lintained  due  to  persistent  sei- 
zure activity.  Due  to  the  report  of 
diffuse  cerebral  edema  found  on  an  ul- 
trasound examination  of  the  head  and 
persistent  seizures,  computerized  axial 
tomography  (CAT  scan)  of  the  head  was 
performed  on  the  third,  seventh,  and 
fourteenth  hospit^ll  days.  The  initial 
CAT  scan  revealed  dilated  ventricles 
and  diffuse  cerebral  edema.  Subsequent 
CAT  scans  revealed  a porencephalic 
cyst  in  the  area  of  the  left  basal  gangha 
but  no  abscess  formation.  Long  term 
follow  up  reveals  a two-year-old  with 
psychomotor  delay  (DQ  40  Bayley 
Scales),  spastic  paraparesis,  stable  com- 
municating hydrocephalus,  and  a sei- 
zure disorder  controlled  with  phenobar- 
bital. 

Laboratory  studies 
Results  of  laboratory  studies  in  the 
referring  hospitsil  at  two  hours  of  age 
were  as  follows:  white  blood  count 
36,700/cumm;  differential  count:  47% 
polymorphonuclear  leukocytes,  14% 
band  forms,  and  39%  lymphocytes.  The 
cerebrospinal  fluid  was  cloudy  with  330 
white  blood  cells/cumm:  79%  were  poly- 
morphonuclear cells  and  21%  mononu- 
clear cells.  There  were  550  red  blood 
cells.  No  organisms  were  seen  on  gram 
stain.  The  cerebrospinal  fluid  protein 
was  150  mgs/dl  and  the  glucose  was  30 
mgs/dl,  while  the  concomitant  blood 
sugar  was  110  mgs/dl.  Laboratory  stud- 
ies performed  at  the  time  of  admission 
to  the  Neonatal  Intensive  Care  Unit  at 
28  hours  of  age  included  a hemoglobin 
and  hematocrit  of  16.2  gms  and  48.2% 
respectively.  The  total  white  blood 
count  was  16,700/cumm  with  a differen- 
tial white  blood  count  of  23%  polymor- 
phonuclear leukocytes,  13%  band 
forms,  and  64%  lymphocytes.  The 
platelet  count  was  75,000  cumm.  The 
repeat  cerebrospinal  fluid  examination 
revealed  54  white  blood  cells/cumm; 
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45%  were  polymorphonuclear  cells  and 
65%  mononuclear.  There  were  4,050  red 
blood  cells/cumm.  No  organisms  were 
seen  on  gram  stain.  The  cerebrospinal 
fluid  sug£U"  was  61  gms/dl.  A repeat  spi- 
neil  tap  on  the  fifth  day  of  therapy  re- 
vealed a cell  count  of  46  white  blood 
cells  eind  375  red  blood  cells.  The  cere- 
brospinal fluid  protein  was  60  gms/dl. 
The  cerebrospinal  fluid  sugar  was  62 
mgs/dl.  A ventricular  fluid  specimen  on 
the  s^mle  day  revealed  62  white  blood 
cells,  100%  polymorphonuclear  cells. 
The  ventricular  fluid  protein  and  sugar 
were  54  mgs/dl  and  25  mgs/dl  respec- 
tively. A culture  of  the  blood  obtained 
at  two  hours  of  age  become  positive  for 
a gram  negative  bacillus  on  the  fifth 
day.  The  organism  was  noted  to  be  in 
comma  and  guU-winged  shapes  on  gram 
stain  and  to  have  darting  motility  on 
dark  field  examination.  Growth  charac- 
teristics included  growth  on  chocolate 
agar  at  37°C  and  25°C  but  not  at  42°C. 
Biochemical  tests  demonstrated  that 
the  organism  was  oxidase  and  catalase 
positive.  Antibiotic  sensitivity  testing 
revealed  the  organism  to  be  cephalothin 
sensitive  and  njdidixic  acid  resistant. 
These  factors  confirmed  the  identifica- 
tion of  the  organism  to  be  a Ceunpylo- 
bacter  fetus  SSP  fetus.  All  cultures  of 
the  cerebrospinal  fluid  were  sterile. 
Specimens  of  fecal  material  from  the 
mother,  father,  and  siblings  were  nega- 
tive when  cultured  specifically  for  Cam- 
pylobacter as  was  the  mother’s  breast 
milk.  No  vaginal  cultures  or  serologic 
studies  were  performed. 

Comment 

Meningitis  caused  by  Campylobacter 
species  is  rare  especially  in  neonates. 
When  routine  cerebrospinal  fluid  cul- 
tures are  negative  in  a neonate  with 
meningitis,  Campylobacter  should  be 
considered  as  a possible  etiologic  agent. 
To  date,  there  are  only  eight  previously 
reported  cases.®'*'*  ’''®  '®''''  '*  (See  Table  1.) 
Eight  infants  were  hve  bom  and  six  of 
these  infemts  were  premature,  ranging 
from  31  to  36  weeks  gestation.  Respira- 
tory distress,  apnea,  and  lethargy  were 
the  major  clinical  features  noted.  Two 
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infants  presented  with  symptoms  in  the 
first  day  of  Ufe.  Hood  reported  a sponta- 
neous abortion  where  cervical  cultures 
from  the  mother  were  found  to  be  posi- 
tive for  Campylobacter.® 

The  mode  of  transmission  of  Campy- 
lobacter infection  in  neonates  may  vary. 
The  early  onset  of  symptoms  in  pa- 
tients number  1 and  7,  together  with 
rapid  deterioration,  positive  blood  cul- 
tures, and  characteristic  cerebrospinal 
fluid  changes  suggest  either  transplan- 
tal  infection  or  ascending  infection  ac- 
quired prior  to  rupture  of  the  mem- 
branes. In  the  earher  case,  the  mother 
was  febrile  for  a period  of  12  hours  prior 
to  and  during  dehvery,  implicating  the 
transplacented  route  while  the  mother 
of  the  case  under  discussion  was  afe- 
brile and  had  diarrhea  two  weeks  pre- 
ceding dehvery,  suggesting  the  ascend- 
ing infection  route.  Previous  reports  of 
positive  cultures  from  the  genitaha  of 
mothers  of  infected  infants  and  the 
veneral  nature  of  V.  fetus  suggest  the 
Camplyobacter  may  survive  in  this  mi- 
heu.  Further,  the  isolation  of  Campylo- 


bacter from  the  cervix  of  a mother  after 
dehvery  of  a 33-week  gestation  stiUborn 
suggests  that  genitEd  colonization  and/ 
or  infection  may  play  a role  in  preg- 
nancy outcome.  Cultures  of  the  feces 
from  the  mother  and  family  members  of 
infemts  with  Campylobacter  meningitis 
have  not  always  been  positive.  Thirty- 
eight  percent  of  the  mothers  gave  a his- 
tory of  diarrhea  similar  to  that  in  the 
present  case,  yet  only  12  percent  had  fe- 
cal cultures  that  yielded  Campylobacter 

• 3.7.8 

species. 

The  nomenclature  for  Campylobacter 
is  somewhat  confusing.  Originally, 
these  organisms  were  referred  to  as  Vi- 
brio fetus  species.  This  is  the  term  em- 
ployed for  ah  of  these  reported  infec- 
tions prior  to  1973.  Veron  and  Chatalain 
suggested  that  these  organisms  be  re- 
classified as  Campylobacter  fetus  with 
three  subspecies,  (ss  fetus,  ss  intestina- 
lis,  ss  jejeuni).  In  the  current  nomencla- 
ture, Campylobacter  fetus  ss  intestina- 
lis  is  now  referred  to  as  Camplyobacter 
fetus  ss  fetus.  Extra  intestinal  Camply- 
obacter infection  is  an  unusual  form  of 
this  disease. 

Rettig  in  a 1979  review  summarized 
102  cases  of  extra-intestinal  Campylo- 


bacter infection.  He  reports  that  Cam- 
pylobacter fetus  ss  intestinahs,  now  re- 
ferred to  as  ss  fetus,  is  the  usual  cause 
of  systemic  disease.  Since  the  ss  fetus  is 
most  likely  to  be  involved  in  extra- 
intestinal  infection,  regulation  of  tem- 
perature is  not  as  important  as  in  suc- 
cessful isolation  of  the  thermophilic 
Campylobacter  jejeuni  species  from  the 
feces.  The  important  point  is  to  culture 
specimens  under  microaerophihc  condi- 
tions.® Failure  to  isolate  Campylobacter 
fetus  from  the  initial  cerebrospinal  fluid 
of  the  present  case  may  be  explained  by 
the  usual  culture  technique  employed  in 
community  hospital  laboratories,  which 
does  not  include  incubation  in  an  atmo- 
sphere containing  5%  oxygen,  10%  car- 
bon dioxide,  and  85%  nitrogen.  An  al- 
ternative explanation  may  be  the  slow 
growth  of  Campylobacter  species  to  the 
point  that  cerebrospinal  fluid  cultures 
may  not  become  positive  until  day  five. 
Failure  to  obtain  positive  cultures  of 
Campylobacter  from  subsequent  blood 
and  cerebrospinal  fluid  specimens  may 
be  due  to  the  early  initiation  of  antibi- 
otic therapy  to  which  the  Campylobac- 
ter isolate  appeared  to  be  sensitive  or  to 
a combination  of  the  antibiotic  inhibi- 


Table  1 

Case  Reports  of  Neonatal  Campylobacter  Meningitis 


Case 

Age 

at  Onset 

Birthweight/ 
Gestational  Age 

Clinical  Presentation 

Patient 

Cultures 

Maternal 

History 

Maternal 

Cultures 

Outcome 

1.* 

2 hours 

2340g/36  weeks 

Apnea/Bradycardia 
Respiratory  distress 

Blood  ( + ) 
CSF(-) 
Stool  ( - ) 
C.  Fetus 
SS  Fetus 

Diarrhea 
2 weeks 
prepartum 

Stool  ( - ) 
Vagina  ( - ) 
Cervix  (-) 

Survived/ 

developmental 

delay 

2. 

3 days 

3840g/term 

Fever/Lethargy 

Blood  ( + ) 
CSF {+) 
Stool  ( - ) 
C.  Fetus 
SS  Fetus 

Raw  milk 
ingested 
Diarrhea 
7 days 
Prepartum 

Stool  ( + ) 
Vagina  (-i-) 

Survived/ 

apparently 

well 

3. 

18  days 

1 700g/33  weeks 

Apnea/Cyanosis 
Loose  stools 

Blood  ( - ) 
CSF (+) 
V,  Fetus 

Unremarkable 

Not 

obtained 

Died/cystic 
degeneration 
of  brain 

4. 

Spontaneous 

Abortion 

470g/23  weeks 

Stillborn 

None 

Multiple 

Spontaneous 

abortions 

Cervix  (-H) 

Stillborn 

5. 

8 days 

2600g/term 

Fever/Lethargy 
Poor  feeding 

CSF  (-H) 
V.  Fetus 

Unremarkable 

Not  done 

Died/necrosis 
of  brain 

6. 

2 days 

1330g/NA 

Respiratory  distress 

CSF (+) 
V.  Fetus 

NA 

NA 

Died 

7. 

12  hours 

1 1 90g/35  weeks 

Respiratory  distress 

Blood  ( + ) 
CSF  (-I-) 
V.  Fetus 

Multiple 

Spontaneous 

Abortions 

Not  done 

Died 

8. 

12  days 

3300g/term 

Fever/Jaundice 

Lethargy 

Blood  (H-) 
CSF  (-E) 
C.  Jejuni 

Diarrhea 
6 weeks 
Prepartum 

Stool  ( - ) 

Survived 

9. 

21  days 

NA/32  weeks 

Cyanosis/Posturing 

Lethargy 

CSF  (-I-) 
V.  Fetus 

Diarrhea 
2 days 
Prepartum 

Vagina  ( - ) 
Rectal  ( - ) 

Died 

NA  = Not  available 
* = Case  reported  here 
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tion  and  lack  of  microaerophilic  condi- 
tions. 

Butzler,  et  al,  described  the  sensitiv- 
ity pattern  of  a wide  variety  of  “related 
vibrios”  (C.  fetus  ss  jejuni  and  V.  fetus 
ss  fetus).'“  Gentamycin  and  erythromy- 
cin were  the  most  effective  agents. 
Variable  sensitivity  is  reported  with 
penicillins,  cephalosporins^'"*^  and 
chloramphenicol.  In  the  case  of  our  pa- 
tient, the  organism  appeared  to  have  a 
wide  zone  of  inhibition  with  gentamy- 
cin,  chloramphenicol,  erthromycin,  and 
cephalothin.  The  organism  was  resis- 
tant to  nahdixic  acid  and  ampicilhn. 
However,  these  results  must  be  inter- 
preted with  caution  since  no  standard- 
ized technique  analogous  to  the  Kirby- 
Bauer  method  is  available  for 
sensitivity  testing  of  slower  growing  or- 
ganisms such  as  Campylobacter  fetus. 

In  summary,  this  case  suggests  that 
Campylobacter  fetus  may  cause  ascend- 
ing or  transplacental  infection  in  fe- 
tuses and  newborns  and  that  diarrhea 
among  mothers  in  the  third  trimester 
should  be  carefully  investigated.  Fur- 
ther, because  of  special  growth  require- 
ments, the  routine  cerebrospinal  fluid 
culture  technique  for  neonates  should 
be  broadened  to  include  incubation  of 
plates  in  reduced  oxygen  tension  with 
added  carbon  dioxide  and  the  plates 
should  be  incubated  for  at  least  five 
days.  □ 
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Geisinger  Clinic 

1987-1988  Continuing 
Education  Programs 

Advanced  Trauma  Life  Support  Provider  Course 
Friday  & Saturday,  January  15  & 16,  1988 

13th  Annual  Concepts  in  Clinical  Practice 
Saturday  & Sunday,  February  13  & 14,  1988 

6th  Annual  Winter  CME  Festival  for  Physician  Assistants 
Wednesday-Sunday,  February  17-21,  1988 
Pocono  Hershey  Resort,  White  Haven,  PA 

March  of  Dimes  Teenager  Pregnancy,  Drugs  & Alcoholism  Course 
Wednesday  or  Thursday,  March  2 or  3,  1988 

Advanced  Trauma  Life  Support  Provider  Course 
Friday  & Saturday,  March  11  & 12,  1988 

1st  Annual  Trauma  Meeting 

March  18,  19,  20,  1988 

Sheraton  Crossgates  Inn,  Wilkes-Barre 

10th  Annual  Occupational  Health  Nurse  Symposium 
Saturday,  March  26,  1988 
Sheraton  Inn,  Danville 

Vascular  Disease  Update 
Wednesday,  April  13,  1988 

Advances  in  Dermatology 
Wednesday,  April  20,  1988 

5th  Annual  Sight  Loss  Support  Group  & Visual  Rehab  Conference 
Wednesday,  May  4,  1988 
Sheraton  Inn,  Danville 

Update  in  OB/GYN 

Wednesday,  May  18,  1988 

2nd  Annual  Summer  Update  in  Clinical  Medicine 
June  21-24,  1988 
HUton  Head,  SC 


Geisin3er 


As  an  organization  accredited  for  continuing  medical  education,  Geisinger  Medical  Center  certifies  that  these 
activities  meet  the  criteria  for  credit  hours  in  Category  1 of  the  Physician’s  Recognition  Award  of  the  American 
Medical  Association.  Please  refer  to  each  individual  program  flyer  for  registration  fees,  starting  times,  and  num- 
ber of  credit  hours.  For  further  information  or  for  copies  of  individual  programs,  call  Sharon  Hanley.  Program 
Registrar,  collect,  at  717-271-6692.  There  is  a 24-hour  answering  service  available.  You  may  also  write  to  her  at 
North  Academy  St.,  Danville,  PA  17822-1350. 
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physicians  in  the  news 


Alan  Jay  Schwartz,  MD,  Philadelphia, 
has  been  appointed  associate  dean  for 
academic  affairs,  Hahnemann  Univer- 
sity School  of  Medicine.  He  comes  to 
Hahnemann  from  the  University  of 
Pennsylvania  School  of  Medicine, 
where  he  was  associate  professor  of  an- 
esthesia. 

Sherman  W.  Everlof,  MD,  Springfield, 
has  been  named  president  of  the  medi- 
cal staff  at  Mercy  Cathohc  Medical  Cen- 
ter for  a second  year.  Dr.  Everlof,  a 
gynecologist  and  obstetrician,  is  direc- 
tor of  microsurgery . 

G.  Russell  Atkinson,  MD,  Drexel 
Hill,  was  elected  vice  president; 
Geraldine  E.  Hamilton,  MD,  Drexel 
Hill,  was  elected  treasurer;  and  Martin 
T.  Brennan,  MD,  Drexel  Hill,  was 
elected  secretary. 

Harry  A.  Schwamm,  MD,  Bryn  Mawr, 
chairman  of  the  Department  of  Pathol- 
ogy and  Laboratory  Medicine  at  Gradu- 
ate Hospital  in  Philadelphia,  has  been 
appointed  chairman  of  the  Hospital’s 
medical  board. 

Arthur  T.  Meyerson,  MD,  has  been  ap- 
pointed professor  and  chairman,  De- 
partment of  Mental  Health  Sciences, 
Hahnemann  University,  Philadelphia. 
Dr.  Myerson  was  at  Mount  Sinai  School 
of  Medicine,  New  York,  where  he  was 
professor  of  clinical  psychiatry  and  vice 
chairman.  Department  of  Psychiatry. 

June  E Klinghoffer,  MD,  Merion,  pro- 
fessor of  medicine  and  director  of  stu- 
dent teaching  programs  in  the  depart- 
ment of  medicine  at  the  Medical  College 
of  Pennsylvania  has  been  named  MCP’s 
first  Ethel  Russell  Morris  Professor  of 
Medicine. 

Peter  C.  Nowell,  MD,  academic  coordi- 
nator and  professor.  Department  of  Pa- 
thology and  Laboratory  Medicine,  Uni- 
versity of  Pennsylvania  School  of 
Medicine,  recently  received  the  Cotlove 
Award  of  the  Academy  of  Chnical  and 
Laboratory  Physicians  and  Scientists. 
The  award  was  given  for  his  chromo- 
some studies  of  leukemic  cells,  which 


provide  increased  understanding  of  the 
molecular  basis  of  the  disease  and  addi- 
tional knowledge  about  growth  regula- 
tion in  diseased  cells. 

Donald  H.  Silberberg,  MD,  chairman  of 
the  Department  of  Neurology  at  the 
Hospital  of  the  University  of  Pennsyl- 
vania (HUP)  and  the  University  of 
Pennsylvania  School  of  Medicine,  co- 
chaired a workshop  on  “Cross  Recogni- 
tion Between  Nervous  and  Immune 
System  Antigens”  at  the  Second  Inter- 
national Congress  of  Neurology  held  re- 
cently in  Philadelphia. 

Charles  J.  Shapiro,  MD,  Chambers- 
burg,  a general  practitioner,  was  hon- 
ored at  a surprise  retirement  party  on 
November  15.  He  had  been  in  practice 
for  40  years  and  was  caring  for  9,000 
patients  at  the  time  of  his  retirement. 

David  B.  Dunkle,  MD,  has  been  pro- 
moted to  medical  director  of  the 
Hershey  Chocolate  Company.  He  is  re- 
sponsible for  setting  medical  standards 
and  policy  for  aU  Hershey  locations.  He 
has  been  with  the  company  since  1981. 

The  Armstrong  County  Medical  Profes- 
sional Society  honored  Cyrus  Slease, 
MD,  Kittanning,  and  H.  V.  Fraley,  MD, 
Leechburg,  for  their  50  years  of  medical 
service  at  a dinner  on  October  27.  Dr. 
Slease  is  a past  chairman  of  the  PMS 
Board  of  Trustees.  A general  practi- 
tioner, he  retired  in  1985.  Dr.  Fraley,  a 
general  practitioner,  is  stiU  in  practice. 

David  P.  Mayer,  MD,  Gladwyne,  has 
been  named  director  of  the  Graduate 
Hospital’s  new  Imaging  Center.  Dr. 
Mayer  is  a clinical  assistant  professor 
of  radiology  at  Temple  University 
School  of  Medicine. 

Honorary  membership  in  the  Marshall 
University  School  of  Medicine  alumni 
association  was  aweirded  to  Albert  C. 
Esposito,  MD.  A native  Pennsylvanian, 
Dr.  Esposito  is  often  referred  to  as  the 
father  of  the  medical  school  for  his  ef- 
forts in  helping  establish  the  school. 

Paul  Stolley,  MD,  professor  of  medical 


sciences  at  the  Hospital  of  the  Univer- 
sity of  Pennsylvania  (HUP),  was  elected 
president  elect  of  the  American  College 
of  Epidemiology  at  its  annual  scientific 
meeting  in  New  Orleans.  Dr.  Stolley  is 
co-director  of  the  Clinical  Epidemiology 
Unit  at  Perm’s  School  of  Medicine. 

Frances  R.  Batzer,  MD,  Philadelphia, 
was  elected  a trustee  of  the  American 
Association  of  Gynecologic  Laparosco- 
pists  at  its  annual  meeting  in  San  Fran- 
cisco. Dr.  Batzer  is  associate  director  of 
the  Philadelphia  Fertility  Institute  and 
clinical  professor  of  gynecology  and  ob- 
stetrics at  the  University  of  Pennsylva- 
nia School  of  Medicine. 

Morton  M.  Kligerman,  MD,  professor 
in  the  Department  of  Radiation  Ther- 
apy at  the  Hospital  of  the  University  of 
Permsylvania  (HUP),  has  been  selected 
to  receive  the  Jonathan  M.  Wainwright 
Award  from  the  Moses  Taylor  Hospital 
of  Scranton.  The  award  recognizes  Dr. 
Kligerman’s  achievements  in  cancer  re- 
search and  education. 

Orren  Zadok  Perlman,  Wynnewood,  a 
medical  student  at  the  Medical  College 
of  Pennsylvania,  was  recently  awarded 
first  prize  in  the  1986  WilHam  Carlos 
Williams  Poetry  Competition.  His 
poem,  “The  World  of  Air,”  was  chosen 
from  300  entries  and  appeared  last  July 
in  JAMA. 

The  Hazleton  community  held  a 
testimonial/roast  to  honor  Victor  F. 
Greco,  MD,  on  November  14.  Dr.  Greco 
was  recently  named  state  deputy  secre- 
tary for  community  health.  He  is  a 
member  of  the  PMS  Board  of  Trustees. 

Gail  Morrison,  MD,  associate  chairman 
for  student  education,  Department  of 
Medicine,  Hospital  of  the  University  of 
Pennsylvania  (HUP),  has  been  ap- 
pointed to  the  National  Board  of  Medi- 
cal Examiners’  Steering  Committee  for 
the  evaluation  of  clinical  skills.  The 
committee  will  prepare  specific  plans 
for  the  national  board’s  exploration  of 
the  use  of  Live  simulated  patients  in  the 
assessment  of  clinical  skills. 


62  Pennsylvania  Medicine,  January  1988 


li 

Temple  University  Center  City  presents 

MEDICAL  PRACTICE 
MANAGEMENT  1988 

5 TWO-DAY  SEMINARS 
TO  INCREASE  PRODUCTIVITY  AND 
REVENUES 

THE  BUSINESS  OF  PRACTICE  MANAGEMENT 
February  18  & February  25 
CODING  FOR  REIMBURSEMENT 
March  3 & March  10 

TOOLS  & STRATEGIES  FOR  3rd  PARTY  BILLING 
March  1 7 & March  24 

VALUING  & MANAGING  ACCOUNTS  RECEIVABLE 
March  3 1 & April  7 

COMPUTERS  IN  MEDICAL  PRACTICE  MANAGEMENT 
April  14  & April  21 

Thursdays,  9 a.m.-4  p.m. 

Temple  University 
Institute  for  Continuing  Studies 
1616  Walnut  Street,  Philadelphia,  PA  19103 
For  more  information  and  preregistration, 
call  (215)  787-6946 


NINTH  ANNUAL 
MINIRESIDENCY 
IN  OCCUPATIONAL  MEDICINE 


UNIVERSITY  OF  MEDICINE  AND 
DENTISTRY  OF  NEW  JERSEY 


DEPT.  OF  ENVIRONMENTAL  AND  COMMUNITY  MEDICINE 
ROBERT  WOOD  JOHNSON  MEDICAL  SCHOOL 
PISCATAWAY,  NEW  JERSEY  08854 

DATE: 

May  2-20,  1988/15  weekdays/8:30  a. m. -4:30  p.m.,  6 evening 
classes/6:30-8:30  p.m. 

PURPOSE; 

To  provide  a comprehensive  review  of  key  concepts  in  Occupational 
Medicine  given  by  eminent  specialists  from  university,  government 
and  industry.  To  aid  in  obtaining  board  eligibility  and  certification. 

ACCREDITATION; 

The  University  of  Medicine  and  Dentistry  of  New  Jersey-Office  of 
Continuing  Education  certifies  that  this  continuing  medical  educa- 
tion activity  meets  the  criteria  for  90  hours  of  credit  in  Category  I for 
the  Physician's  Recognition  Award  of  the  American  Medical 
Association,  provided  the  program  is  completed  as  designed. 

SUBJECTS; 

Industrial  Hygiene,  Occupational  Disease,  Toxicology,  Practice  of 
Occupational  Medicine,  Epidemiology  and  Biostatistics, 
Ergonomics,  Public  Health  Administration. 

INQUIRIES: 

Patricia  Reid 

UMDNJ-Office  of  Continuing  Education 

675  Hoes  Lane,  Piscataway,  N.J.  08854-5635  (201)  463-4707 


TAKE  A 

pBREAK  FROM  THE-i 
CONVENTIONAL. 


DISCOVER  THE 
SHERATON  HOTEL  AT 
STATION  SQUARE. 


PITTSBVRGtVS  OPiLY  RIVERFROIST  RESORT. 

Schedule  your  next  meeting  or  event 
at  Pittsburgh's  best.  Wondrous  amenities 
compliment  the  spectacular  view  of  the 
reflecting  rivers  and  sparkling  downtown 
skyline. 

Enjoy  the  privacy  and  comfort  of  our 
beautillilly  equipped  facilities  which  are 
p>erfect  for  any  business  or  social  function: 

• 15  Conference  and  Dining  Rooms; 

• 3 Luxurious  Conference  Suites; 

• Complete  Entertainment  Complex; 

• Ballroom  Accommodating  up  to 
1400  Persons; 

• and  reasonably  priced,  newly- 
decorated  rooms  for  overnight  stay. 

Let's  face  it  - all  work  and  no  play  is  no 
way  to  spend  your  stay.  So  take  advantage 
of  our  convenient  location.  You're  Just 
steps  away  from  sixty  unique  specialty 
shops  at  nearby  Station  Square  and  the 
Gateway  Clipper  Fleet  docked  alongside 
the  Hotel.  You  can  linger  by  our  indoor 
pool  or  relax  in  the  whirlpool.  Or  enjoy 
elegant  dining  at  RELECTIONS,  one  of 
the  city's  finest  restaurants. 

Call  our  Sales  Department  to  receive  a 
complete  facilities  brochure  which  includes 
every  seating  arrangement,  menu  and  room 
layout  Call  today.  (4X2)  26X-2000* 


The  Sheraton  Hotel 
at  Station  Square 

7 STATION  SQUARE  DRIVE,  PITTSBURGH,  PA  15219  (412)  261-2000 

TOLL  FREE:  800/325-3535 


obituaries 


• Denotes  PMS  membership  at  time  of  death. 

Charles  W.  Bair,  Quarryville;  Jefferson  Medi- 
cal College,  1932;  age  79,  died  October  16, 
1987.  Dr.  Bair  was  a general  practitioner.* 

William  B.  Barr  Sr.,  Bethlehem;  Jefferson 
Medical  College,  1926;  age  90;  died  Novem- 
ber 20,  1987.  Dr.  Barr  specialized  in  gastroen- 
terology. • 

Leslie  J.  Boone  Sr.,  Waverly,  Ohio;  Temple 
University  School  of  Medicine,  1933;  age  81; 
died  September  21,  1987.  Dr.  Boone  special- 
ized in  physical  medicine/rehabilitation.* 

Albert  J.  Cross,  Tunkhannock;  Temple  Uni- 
versity School  of  Medicine,  1943;  age  71;  died 
September  16,  1987.  Dr.  Cross  practiced  in- 
ternal medicine  and  cardiology.* 

Frank  A.  DeSantes,  Altoona;  Jefferson  Medi- 
cal School,  1934;  age  79;  died  October  31, 
1987.  Dr.  DeSantes  was  an  ear,  nose,  and 
throat  specialist.* 


James  W.  Dunn,  Drexel  Hill;  University  of 
Pennsylvania  Medical  School,  1926;  age  84; 
died  October  6,  1987.  Dr.  Dunn  was  a general 
practitioner* 

William  V.  Dzurek,  Orwigsburg;  Lek2U"ska 
Fakulta  Univerzita  Komenskeho,  Bratislava, 
1922;  age  90;  died  September  25,  1987.  Dr. 
Dzurek  was  a diagnostic  radiologist.* 

C.  Fred  Goeringer,  Lansdale;  University  of 
Pennsylvania,  Johns  Hopkins  University, 
and  Harvard  Medical  Schools,  1935;  age  78; 
died  October  5,  1987.  Dr.  Goeringer  was  an 
orthopedic  surgeon.* 

Donald  W.  Haff,  Emmaus;  Harvard  Medical 
School,  1936;  age  76;  died  October  10,  1987; 
Dr.  Haff  was  a general  practitioner* 

Howard  Y.  Harris,  Kingston;  Hahnemann 
University,  1927;  age  86;  died  September  22, 
1987.  Dr.  Harris  was  a pediatrician.* 

William  H.  Henderson,  Yeadon;  McHarry 
Medical  College,  Nashville,  1938;  age  76;  died 
October  17,  1987.  Dr.  Henderson  was  a gen- 
eral practitioner* 


Charles  C.  Hubbard,  Uniontown;  Jefferson 
Medical  College,  1930;  age  82;  died  Septem- 
ber 25,  1987.  Dr.  Hubbard  was  a general 
practitioner.  * 


James  J.  Lee,  Pittsburgh;  University  of 
Pittsburgh  School  of  Medicine,  1925;  age  91; 
died  October  30,  1987.  Dr.  Lee  specialized  in 
urological  surgery* 

William  J.  Llewellyn,  Nicholson;  Temple  Uni- 
versity School  of  Medicine,  1928;  age  85;  died 
November  14,  1987.  Dr.  Llewellyn  was  a fam- 
ily practitioner* 

Raymond  E.  Lowe,  Warren;  University  of 
Pittsburgh  School  of  Medicine,  1943;  age  75; 
died  October  26,  1987.  Dr.  Lowe  specialized 
in  cardiology* 

Samuel  G.  Miller,  Pittsburgh;  University  of 
Pittsburgh  School  of  Medicine,  1939;  age  74; 
died  September  29,  1987.  Dr.  Miller  was  an 
otolarynogologist.  * 

Michael  S.  Pristas,  PottsvUle;  Facultad  de 
Medicina  de  la  Universidad  of  Madrid,  1955; 
age  61;  died  September  25,  1987.  Dr.  Pristas 
was  a family  practitioner* 

Samuel  X.  Radbill,  Philadelphia;  University 
of  Pennsylvania  School  of  Medicine,  1924; 
age  87;  died  November  5,  1987.  Dr.  Radbill 
was  a family  practitioner* 

Anthony  M.  Renzi,  Philadelphia;  Hahne- 
mann University,  1964;  age  47;  died  October 
25,  1987.  Dr.  Renzi  was  a diagnostic  radiolo- 
gist.* 

Jacob  (Jack)  Rosen,  Atlantic  City,  New  Jer- 
sey; Temple  University  School  of  Medicine, 
1925;  age  86;  died  July  7,  1987.  Dr.  Rosen 
specialized  in  radiology* 

Anthony  J.  Rushford,  Pittsburgh;  Univer- 
sity of  London  Facility  of  Medicine,  1946; 
age  63;  died  November  1,  1987.  Dr.  Rushford 
practiced  urologic  surgery* 


The  Educational  and  Scientific  Trust  of  the 
Pennsylvania  Medical  Society  provides 
you  with  a way  to  make  a significant  state- 
ment honoring  the  memory  of  and  paying 
tribute  to  your  colleagues  who  are  de- 
ceased. Send  your  tax-deductible  memo- 
rial gift  to  the  PMS  Educational  and  Scien- 
tific Trust,  20  Erford  Road,  Lemoyne,  PA 
17043.  All  gifts  will  be  acknowledged  to 
the  donor  as  well  as  to  the  family  of  the 
deceased. 


Jack  DeWolf  Silberman,  Lebanon;  Hahne- 
mann University,  1930;  age  80;  died  Septem- 
ber 28,  1987.  Dr.  Silberman  specialized  in 
ophthalmology.  * 

Emily  Lois  Van  Loon,  Philadelphia;  Women’s 
Medical  College  of  Pennsylvania,  1922;  age 
88;  died  September  6,  1987.  Dr.  Van  Loon 
specialized  in  otolaryngology* 

James  S.  F.  Wong,  Philadelphia;  Jefferson 
Medical  College,  1933;  age  82;  died  October 
16,  1987.  Dr.  Wong  was  a general  practi- 
tioner.* 

Ben  L.  Agresti,  Erie;  Kirksville  (Mo.)  College 
of  Osteopathic  Medicine,  1940;  age  75,  died 
October  31,  1987.  Dr.  Agresti  practiced  oste- 
opathic medicine. 

Edward  B.  Georges,  Norristown;  Howard 
University  College  of  Medicine,  1929;  age  82; 
died  September  27,  1987.  Dr.  Georges  was  a 
general  practitioner. 

John  H.  Frank,  York;  Philadelphia  College  of 
Osteopathic  Medicine;  age  61;  died  Novem- 
ber 3,  1987.  Dr.  Frank  specialized  in  ophthal- 
mology and  otorhinolaryngology. 

Genaro  A.  Gobantes  Jr.,  Philadelphia;  Tem- 
ple University  School  of  Medicine,  1977;  age 
41;  died  September  26,  1987.  Dr.  Gobantes 
was  a general  practitioner. 

S.  Frank  Hazen,  Meadville;  University  of 
Pennsylvania  School  of  Medicine,  1925;  age 
84;  died  October  2,  1987.  Dr.  Hazen  was  an 
ophthalmologist. 

James  H.  Murphy,  CurwensviUe;  University 
of  Pennsylvania  Medical  School,  1941;  age 
73;  died  July  18,  1987.  Dr.  Murphy  was  an 
obstetrician/gynecologist. 

Arthur  Sheffield  Jr.,  McKees  Rock;  Michi- 
gan State  University  at  East  Lansing;  age 
45;  died  September  18,  1987.  Dr.  Sheffield 
practiced  osteopathic  medicine. 

Earl  Sebran  Simms,  Pittsburgh;  Howard 
University  Me-ical  School,  1934;  age  85; 
died  October  4,  1987.  Dr.  Simms  specialized 
in  internal  medicine. 

Ernest  T.  Talone,  Norristown;  Philadelphia 
College  of  Osteopathy,  1944;  age  68;  died 
September  29,  1987.  Dr.  Talone  specialized  in 
osteopathy. 
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Crisis  in  black  and  white. 


Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 


< e ; r 
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Lester  R.  Wilson,  Jr.,  William  Waldron.  Suite  125,  Commerce  Plaza,  5100  Tilghman  Street,  Allentown,  PA  18104,  (215)  395-8888 
Eugene  P.  Ziemba,  William  J.  Carey,  Robert  |.  Zucosky,  James  1.  Frazer.  Jr.,  Suite  202,  Plymouth  Plaza.  Plymouth  Meeting,  PA  19462,  (215)  825-6800 

Sidney  B.  Elston,  Jr.,  1902  Market  Street,  Camp  Hill,  PA  17011,  (717)  737-99  00 
Ned  Wells,  Donald  C.  Hoffman,  R.  Grant  Stewart,  David  M.  Gusic,  Suite  212,  Manor  Oak  Two,  1910  Cochran  Road,  Pittsburgh.  PA  15220,  (412)  531-4226 


new  members 


ALLEGHENY  COUNTY 

Marianne  L.  Burda,  MO.  Gen.  Surg..  368  Oakvaie  Dr..  Apt. 
2B,  Pittsburgh  15220 

Stephen  0.  Campaneila.  MO.  Urological  Surg.,  4815Liberty 
Ave.,  Pittsburgh  15224 

Charles  M.  Cliffe.  MO,  Internal  Med.,  3459  fifth  Ave., 
Pittsburgh  15213 

Nripendra  C.  Devanath,  MO,  Diagnostic  Radiology,  3428 
Dawson  St.,  **2,  Pittsburgh  15213 
Michael  A.  I^ecco.  MO,  Ophthalmology,  425  Smokeywood 
Dr.,  Swiss  vale  15218 

Robert  A.  Dowling,  MD,  Urological  Surg.,  1209  Allegheny 
Tower,  625  Syayion  St,,  Pittsburgh  15222 
Leslie  A.  Girmscheid,  MD,  Internal  Med.,  1222  Resace  PI.. 
Pittsburgh  15212 

Mark  K.  Greathouse,  MD,  Cardiovascular  Diseases,  15 
Forsythe  Rd.,  Pittsburgh  15220 
Maria  A.  Halvorsen,  MD,  Internal  Med.,  1155  Merchant  St., 
Ambridge  15003 

Diana  L.  Mrvos,  MD,  Ophthalmology,  3174  Henrich  Farm 
Ln.,  Allison  Park  15101 

Gabriele  Pedicelli,  MD.  Diagnostic  Radiology,  509  S. 

Highland,  #24,  Pittsburgh  15206 
Sherif  L.  Rizk,  MD,  Colon  and  Rectal  Surg.,  532  S.  Aiken, 
Ste.  305,  Pittsburgh  15232 

Linda  A.  Ruziczka,  MD,  Ton  Oak  Ave.,  Pittsburgh  15209 
Joseph  J.  Saporito,  MO,  Interrwl  Med.,  3930  Monroeville 
Blvd.,  Apt.  E-6,  Monroeville  15146 
Levi  Walker,  MD,  lnterr>al  Med.,  211  N.  Whitfield,  Ste.  710. 
Pittsburgh  15206 

Eve  F.  Yalom,  MD,  Obstetrics/Gynecology.  5632 
Woodmont,  Pittsburgh  15217 

BEAVER  COUNTY 

Joseph  L.  Bulseco,  MD,  Gen.  Surg.,  1 33  Route  30,  Imperial 
15126 

Marshall  L.  Burke,  MD,  Gen.  Surg.,  3442  37th  St.,  Beaver 
Falls  15010 

Lawrence  A.  Fazioli,  MD,  Famly  Practice.  301  Division  Ave., 
Ellwood  City  16117 

H.  Todd  Kepler.  E)0,  Family  Practice,  167  George  St., 
Rochester  15074 

BERKS  COUNTY 

Barry  J.  Kraynack,  MD.  Family  Practice.  29  Goldfinch  Dr., 
Wyomissing  19610 

BLAIR  COUNTY 

Kenrreth  H.  Gwirtz,  MD,  Anesthesiology.  705  Hillsdale  Dr., 
Duncansville  16635 

BRADFORD  COUNTY 

George P.  Abraham.  MD,  Emergency  Med.,  125  Center  St., 
Troy  16947 

Jacqueline  E.  Huntly,  MD,  Family  Practice,  Guthrie  Clinic 
Ltd.,  Sayre  18840 

Robert  P.  Malvica,  MD.  Radiology.  Guthrie  Clinic  Ltd.,  Sayre 
18840 

BUCKS  COUNTY 

Andrew  S.  Burgoyne,  MD,  Dermatology,  1213  Forest  Hill  Dr.. 

P-0.  Box  576,  Gwynedd  Valley  19437 
Andrea  J.  Candb,  MD,  Diagnostic  Radiology,  816  Triumphs 
Way,  Warrington  18976 

Marie  C.  Carlin,  MD,  Dermatology,  Village  Shires,  Buck  & 
East  Village  Rd.,  #B1,  Holland  18966 
Sharon  M.  Dabrow,  MD,  Pediatrics,  437  Schoolhouse  Ln., 
Philadelphia  19144 

David  J.  Davis,  DO,  Family  Practice,  295  Pipe  Run  Rd., 
Doylestown  18901 

John  A.  Ennis,  DO,  993  Browning  H.,  Warminster  18974 
Werner  M.  Fernandez,  MD,  Gen.  Practice,  203  Parry  Rd., 
Cinnaminson,  NJ  08077 

Joseph  D.  Ferrara,  MD,  Family  Practice,  Route  611,  Box  220, 
Plumsteadville  18949 

Anthony  E.  Foderaro,  MD,  Diagnostic  Radiology,  Grandview 
Hosp.,  Sellersviile  18960 


Reese  J.  James,  DO,  Diagnostic  Radiology,  200  Oxford 
Valley  Rd.,  Langhorne  19047 
William  C.  Kropinicki.  MD.  Internal  Med..  97  W.  Trenton 
Ave.,  Morrisville  19067 

Barry  N.  Kutner,  MD,  Ophthalmology,  1568  Woodbourne 
Rd..  Levittown  19057 

Bruce  M.  Lizerbram,  DO,  Family  Practice,  771  Second  St. 
Pike,  Southampton  18966 

Maureen  H.  McDonald,  MD,  Internal  Med.,  122  Paul  Rd.. 
Morrisville  19067 

Steven  M.  Orland.  MD,  Urological  Surg.,  170  Middletown 
Blvd..  Langhorne  19047 

Mara  S.  Schiffman,  MD.  Pediatrics.  3901  Conshohocken 
Ave.,  Apt.  8-406.  Philadelphia  19131 
David  A.  Smith,  MD,  Family  Practice,  21  Gatehouse  Ln., 
Doylestown  18901 

Leonard  Smith,  DO,  Gen.  Practice,  320  Middletown  Blvd, 
Ste.  301,  Langhorr>e  19047 

Mbhael  D.  Smith,  DO,  Gen.  Practice,  320  Middletown  Blvd, 
Ste.  301,  Langhorne  19047 

Eva  VIessing,  MD,  Ophthalmology,  15  Lakeside  Dr.  W., 
Levittown  19054 

Steven  R.  Weason,  MD,  Dermatology.  3900  Ford  Rd.. 
Philadelphia  19131 

Karen  S.  Wood,  DO,  Family  Practice.  295  fine  Run  Rd., 
Doylestown  18901 

Ali  Yazdanyer,  MD,  Pediatrics  Cardiology,  131  S.  1 1th  St., 
Quakertown  18951 

BUTLER  COUNTY 

Richard  L.  Sherman,  DO,  Family  Practice.  301  Prairie  St., 
Harrisville  16038 

Charles  E.  Spingola.  MD,  Orthopaedic  Surg.,  301  First  St., 
Butler  16001 

CAMBRIA  COUNTY 

Ikram  U.  Haque.  MD,  Neurological  Surg.,  1233  Abbott  Rd., 
Lackawanna,  NY  14218 

Richard  S.  Wozniak,  MD,  RD  1,  Box  63B,  Naw  Florence 
15944 

Enrico  A.  Zabat,  MD,  Gen.  Practice,  132  Terrace  Dr., 
Johnstown  15904 

CHESTER  COUNTY 

Susan  Dallas-Feeney,  DO.  Gen.  Practice.  537  Bobbin  Mill  Rd.. 
Medn  19063 

Robert  C.  Fried.  MD,  Gen.  Surg.,  Paoli  Med.  Bldg.,  Ste.  207, 
Paoli  19301 

Enrique  Guttin,  MD,  Gen.  Surg.,  213  Reeceville  Rd..  Ste.  34, 
Coatesville  19320 

Mildred  E.  Horr>er,  MD,  Family  Practice,  P.O.  Box  292546, 
Lewisville,  TX  75067 

Arthur  E.  Mallette,  MD,  Neurology,  3200  Chesterton  Ct., 
Bensalem  19020 

Karen  A.  Pozefsky,  DO,  Pediatrics,  542  Pickering  Ln., 
Phoenixville  19460 

Leo  J.  Robb  III,  DO,  Family  Practice,  247  C Shawmont  Ave., 
Philadelphia  19128 

Hal  R.  Tucker,  DO,  Internal  Med.,  702  Main  St.,  Phoenixvilla 
19460 

CLEARFIELD  COUNTY 

Sheldon  P.  Rosenthal,  MO,  Urological  Surg.,  2501  Meadow 
Rd.,  Clearfield  16830 

CLINTON  COUNTY 

Reza  Bahadori,  MD,  Obstetrics/Gynecology,  John  Deer  Ave., 
Mill  Hall  17751 

DAUPHIN  COUNTY 

Steven  M.  Bentman,  M0,  Internal  Med.,  84  Beacon  Dr., 
Harrisburg  17112 

Jane  K.  Conroy,  DO,  Gen.  Practice,  895  S.  Arlington  Ave., 
Harrisburg  17109 

Bruce  B.  Frantz,  DO,  Urological  Surg.,  845  Sir  Thomas  Ct., 
Harrisburg  17109 

Charles  D.  Granito,  MD,  Anesthesiology.  217  Smokeywood 


Dr.,  Pittsburgh  15218 

Michael  A.  Husson.  MD,  Pathology,  Holy  Spirit  Hosp..  Camp 
Hill  17011 

Eduargo  Jorge.  MD,  Cardiovascular  Surg.,  American  Rehab 
Ctr.,  423  N.  21st  St.,  Camp  Hill  17011 
Eugene  T.  McBwee  Jr.,  DO.  Family  Practice.  4225-C  King 
George  Dr.,  Harrisburg  17109 
David  K.  Murdock.  MD,  Dermatology,  240  W.  Main  St.. 
Hummelstown  17036 

PaiJ  M.  Orecchia.  MD.  Gen.  Surg.,  650  N.  12th  St„  Lemoyne 
17043 

Jane  B.  Rowehl,  MD,  Family  Practice,  915  Derbyshire  Ave., 
Mechanicsburg  17055 

Frederick  J.  Seidel.  MD.  Internal  Med.,  1000  Med.  Rd., 
MUlArshura  17061 

Shawn  C.  Shambaugh,  MD,  Internal  Med.,  2311  N.  Front 
St.,  #708,  Harrisburg  17110 

Drew  J.  Sloken.  MD,  Ophthalmology,  313  S.  Hanover  St., 
Cari'isle  17013 

Paul  D.  Williams,  DO,  Family  Practice,  2708B  Green  St., 
Harrisburg  17110 

Harold  C.  Yang,  MO,  Gen.  Surg.,  M.S.  Hershey  Med.  Ctr., 
Hershey  17033 

DELAWARE  COUNTY 

Satyendra  K.  Diwan,  MD,  Psychiatry,  34  Springton  Points 
Dr.,  Newtown  Square  19073 
Gregory  D.  Harvey,  MD,  Nuclear  Radiology,  475  Kedrow 
Ave.,  Folsom  19033 

Paul  C.  Keenan  Jr..  MD.  414  E.  19th  St.,  Chester  19013 
Bach  V.  Nguyen,  MD,  Internal  Med.,  109  Valley  Forge 
Terrace,  Wayne  19087 

Joseph  P.  Olekszyk.  DO.  Endocrinology,  309  S.  Oak  Ave., 
Primes  19018 

Karl  G.  Schwabe,  MD,  Internal  Med.,  209  Cameron  Gov 
Sproul  Apts.,  Broomall  19008 
Alicia  0.  Scott -Wright,  MD,  Internal  Med.,  7914  Ronalle  Dr., 
Philadelphia  19117 

ERIE  COUNTY 

John  M.  Gallagher,  DO,  Diagnostic  Radiology.  630  Cherry 
St.,  Erie  16502 

Darrolyn  M.  McCarroll-Lindsey.  MD,  Internal  Med.,  506  W. 
Arlington  Rd.,  Erie  16509 

Joseph  P.  Nedresky,  MO.  Diagnostic  Radiology,  104  E. 
Second  St.,  Erie  16507 

FAYETTE  COUNTY 

James  Kightlinger,  DO,  Gen.  Practice.  1221  Rt.  119  S., 
Dunbar  15431 

LACKAWANNA  COUNTY 

Joseph  B.  Leibman,  MD,  606  Clay  Ave.,  Scranton  18510 

LANCASTER  COUNTY 

Richard  J.  Brown,  MD,  Psychiatry,  333  N.  Arch  St., 
Lancaster  17693 

Joseluis  Ibarra,  MD,  Cardiovascular  Diseases,  Conestoga 
Med.  Assocs.,  333  N.  Arch  St.,  Lancaster  17603 
Joan  E.  Johrtson,  MO,  Obstetrics/Gynecology,  531  N.  Lime 
St.,  Lancaster  17602 

Eugene  C.  H.  Ko,  MD,  Pulmonary  Diseases,  808 
fieasantview  Dr.,  Ephrata  17522 
Joseph  M.  Kontra,  MO,  Infectious  Diseases,  24  E.  James 
St..  Lancaster  17602 

Steven  L.  Parker,  MD,  Gen.  Surg.,  822  Marietta  Ave., 
Lar>caster  17603 

Edward  W.  Supple,  MD,  Cardiovascular  Diseases,  1066 
Hunters  Path.  Lar>ca8ter  17601 

LEHIGH  COUNTY 

David  J.  Hacket,  DO,  Gen.  Practice,  2018  Union  Blvd, 
Allentown  18103 

LUZERNE  COUNTY 

Walter  Delgaudio,  MD,  Anesthesiology,  26  Cherry  Ln., 
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Health  Care  Personnel  Consulting,  Inc.,  a division  of 

The  Health  Care  Group,  specializes  in  valuation  and 
sales.  We  have  practices  currently  available  in  the 
following  specialty  areas: 

Allergy,  Dermatology,  Family  Practice,  Internal 
Medicine,  Ophthalmology,  Pediatrics,  Psychiatry, 
Psychology,  Radiology  and  Urgent  Care. 

For  more  information  regarding  selling  or  buying  a 
medical  practice,  contact  our  brokerage  division  at 

The  Health  Care  Group 

140  West  Germantown  Pike,  Suite  200,  M MB' 

Plymouth  Meeting,  PA  19462  m 

or  call  (215)  828-3888.  Health  Care  Group 


Mountaintop  18707 

Robert  P.  Dudek,  MD,  Orthopaedic  Surg.«  1010  E.  Mountain 
Dr.«  Wilkes  Barre  18702 

Marcel  M.  Favetta,  MD,  Obstetrics/Gynecology,  1010  E. 
Mountain  Dr.,  Wilkes  Barre  18702 

Richard  A.  Flar^a9an  Jr.,  MD,  Colon  end  Rectal  Surg.,  200 
S.  River  St.,  W9kes-Barre  18705 

Musa  A.  Hindi,  MD,  Ophthalmology,  601-605  Wyoming 
Ave-,  Kingston  18704 

David  F.  Perrone,  MD,  Emergency  Med.,  679  Wyoming  Ave., 
Kingston  18704 

John  A.  Stankoski,  MD,  Internal  Med.,  Geisinger  Med.  Groip, 
1010  E.  Mountain  Dr.,  Wilkes  Barre  18702 

MCKEAN  COUNTY 

Shabir  A.  Bhayani,  MD,  Orthopaedic  Surg.,  195  Pleasant  St., 
Bradford  16701 

MONROE  COUNTY 

DrupadBhatt,  MD,  Otolaryngology,  175  E.  Brown  St.,  East 
Stroudsburg  18301 

Lawrence  Klein,  MD,  Gen.  Surg.,  239  E.  Brown  St.,  East 
Stroudsburg  18301 

MONTGOMERY  COUNTY 

Daniel  M.  Finelli,  DO,  Internal  Med.,  169  W.  65th  Ave., 
Philadelphia  19120 

Lorraine  G.  Finelli,  DO,  Dermatology,  139  W.  65th  Ave., 
Philadelphia  19120 

Robert  D.  Mino,  MD,  Urological  Surg.,  1 245  Highland  Ave., 
Abington  19001 

Richard  M.  Saunders,  MD.  Pubnonary  Diseases,  590  Colonel 
Dewees  Rd.,  Wayne  19087 

Joseph  V.  Vernace,  MD,  Orthopaedic  Surg.,  101  Bryn  Mawr 
Ave.,  Bryn  Mewr  19010 

NORTHAMPTON  COUNTY 

Hal  L.  Folander,  MD,  Radiology,  2677  Madison  Ave., 
Bethlehem  18017 

David  E.  Hoffman,  MD,  Internal  Med.,  3316  Moravian  Ct., 
Bethlehem  18017 

Susan  J.  Kucirka,  MD,  Dermatology,  1939  Homestead  Ave., 
Bethlehem  18018 

NORTHUMBERLAND  COUNTY 

John  D.  M.  Judge,  MD,  Cardiovascular  Diseases,  Two  Twig 
Ln.,  Sunbury  17801 

PHILADELPHIA  COUNTY 

Ursula  F.  Bancroft,  MD,  Internal  Med.,  11605  Bustleton 
Ave.,  Philadelphia  19116 

Scott  P.  Bartlett,  MD,  Gen.  Surg.,  3400  Spruce  St., 
Philadelphia  19104 

Francis  W.  Batipps,  MD.  Urological  Surg.,  451  Lynetree  Dr.. 
West  Chester  19380 

Vasanth  K.  Bethala.  MD,  Internal  Med.,  4936  N.  Marvine  St., 
Philadelphia  19141 

Beverly  C.  Bortandoe,  MD,  Pathology,  1734  Pine  St.,  Ste. 
201,  P.O.  Box  15732.  Philadelphia  19103 

Vathana  O.  Bunya,  MD,  Emergency  Med.,  1414  June  Ln., 
Narberth  19072 

Marian  P.  Callaghan,  MD,  Child  Psychiatry.  27  Bartram  Rd., 
Marlton,  NJ  08053 

Aziz  Chaudhry,  MD,  Gen.  Practice,  2109  W.  Diamond  St., 
Philadelphia  19121 

Maryalice  Cheney,  MD,  Colon  and  Rectal  Surg.,  1100  Walnut 
St.,  Ste.  702,  Philadelphia  19107 

Ronald  A.  Codario,  MD,  Internal  Med.,  1427  S.  Broad  St., 
Philadelphia  19147 

Mercy  J.  Decou,  DO.  Internal  Med.,  301  W.  School  House 
Ln.,  Philadelphia  19144 

David  C.  Deubr^er,  MD,  Occupational  Med.,  1010  Six  Penn 
Center,  Philadelphia  19103 

Peter  M.  Dibattiste,  MD,  Cardiovascular  Diseases,  403 
Wynne  Ave.,  Havertown  19083 

Steven  K.  Dowinsky,  MD,  Cardiovascular  Diseases,  1417 
Oregon  Ave.,  Philadelphia  19145 

Muhammad  E.  Dughly,  MD,  Neurology,  9001  Ridge  Ave., 
Unit  28,  Philadelphia  19128 

Neel  Erkes,  MD,  Internal  Med.,  135  Kingston  Rd., 
Cheltenham  19012 

Edward  S.  Fobben,  MD,  Radiology,  400  Glendale  Rd.  F52, 
Havertown  19083 

Steven  M.  Gewirtzman,  MD,  Pediatrics.  8236  Germantown 
Ave.,  Philadelphia  19118 

Benjamin  Gocial,  MD.  Reproductive  Endocrinology,  330  S. 


Ninth  St.,  Philadelphia  19107 

Daniel  M.  Gruener.  MD,  One  Independence  PI.,  Philadelphia 
19106 

Philip  M.  Hanno,  MD.  Urological  Surg.,  23  Oak  Hollow  Dr., 
Voorhees.  NJ  08043 

Irving  M.  Heriing,  MD,  Cardiovascular  Diseases,  3400  Spruce 
St.,  Philadelphia  19104 

Deborah  E.  Hoellein,  MD.  Pediatrics.  7056  Germantown 
Ave.,  Philadelphia  19119 

Shelley  A.  Katz,  MD,  Internal  Med.,  455  Rock  Glen  Dr., 
Wynnewood  19096 

Steven  M.  Keller,  MD,  Thoracic  Surg.,  Fox  Chase  Cancer 
Ctr.,  7701  Burholme  Ave.,  Philadelphia  19111 

Martin  L.  Kelsten,  MD,  Pathology,  2125  Locust  St.,  **3. 
Philadelphia  19103 

Mark  E.  Kobb,  MD,  Pediatrics,  English  Village  Prof  Ctr.,  Ste. 
200,  North  Wales  19454 

William  D.  Kocher,  MD,  Pathology,  1122  Greenbriar  Rd., 
Cherry  Hill,  NJ  08034 

Kim  Eng  Koo,  MD,  Neurological  Surg.,  4134N.  Marshall  St., 
Philadelphia  19140 

Joan  C.  Lambert,  DO.  Gen-  Practice,  812  Kings  Croft,  Cherry 
Hill,  NJ  08034 

Christine  J.  Lanigan,  MD,  Internal  Med.,  19  Abbott  Rd., 
Wellesley  Hills,  MA  02181 

Verneda  M.  Lights,  MD,  Internal  Med.,  502  Kenlworth  Bldg, 
Philadelphia  19144 

Louise  M-  List,  MD,  Pediatrics,  308  W.  Pelham  Rd., 
Philadelphia  19119 

Christopher  J.  Lucasti,  DO,  Internal  Med.,  2613  S.  Canal  St., 
Philadelphia  19148 

Neil  J.  Mallis,  MD,  Internal  Med.,  101 25  Verree  Rd.,  Second 
Floor,  Philadelphia  19116 

Manuel  S.  Marquez,  MD,  Pediatrics,  112  Downing  Ct., 
Mount  Laurel,  NJ  08054 

Robert  E.  Measley,  MD,  Internal  Med.,  1122  Spruce  St.,  ^4B, 
Philadelphia  19107 

Charles  E.  Meusburger,  MD,  Psychiatry,  950  Walnut  St.,  Apt. 
404,  Philadelphia  19107 

Karla  J.  Montgomery,  MD,  Pediatrics,  19  S.  Rolling  Rd., 
Springfield  19064 

Jerry  Murphy,  MD,  Emergency  Med.,  7700  Stenton  Ave., 
Philadelphia  19118 

John  H.  O'Neill  Jr.,  DO,  Internal  Med.,  24  E.  Walnut  Ave., 
Merchantville,  NJ  08109 

Donald  S.  Ostrum,  MD,  Diagnostic  Radiology,  AEMC 
Northern  Division,  York  & Tabor  Rds.,  Philadelphia  19141 

Narciso  T.  Padua,  MD,  Pathology,  7373  Ridge  Ave.,  #41 2, 
Philadelphia  19128 

Gilbert  W.  Palley,  DO,  Emergency  Med.,  1924  Mt.  Vernon 
St.,  Philadelphia  19130 

Bhuupendra  M.  Patel,  MD,  Radiology,  Episcopal  Hosp. 
Radiology  Dept.,  Front  St.,  Lehigh  Ave.,  Philadelphia 
19125 

Kathleen  E.  Patrick,  MD,  Obstetrics/Gynecology,  700  Spruce 
St.,  Ste.  102,  Philadelphia  19106 

Catherine  A.  Phillips,  MD,  Neurology,  1700  Kater  St., 


Philadelphia  19146 

Irving  M.  Raber,  MD,  Ophthalmology,  Lankenau  Med.  Bldg, 
Ste.  108,  Philadelphia  19151 

Jerome  B.  Riebman,  MD,  Gen.  Surg.,  2401  Pennsylvania 
Ave.,  Apt.  20-C-48,  Philadelphia  19130 

CorazonR.  Rodriguez,  MD,  Gen.  Practice,  3201  Glendale  Dr., 
Bensalem  19020 

David  M.  Rogovitz,  MD,  Diagnostic  Radiology,  729  Mallard 
St.,  Millville,  NJ  C8332 

Carl  A.  Rosenbaum,  MD,  Internal  Med.,  11603  Bustleton 
Ave.,  Philadelphia  19116 

Alan  J.  Schwartz,  MD,  Anesthesiology,  7805  Brookfield  Rd., 
Cheltenham  19012 

Henry  Scovern,  MD,  Rheumatology,  353  Trevor  Ln.,  Bala 
Cynwyd  19004 

John  F.  Shulman,  MD,  Internal  Med.,  2228  S.  Broad  St., 
Philadelphia  19145 

David  H.  Spingern,  DO,  Psychiatry,  2822  B Midvale  Ave., 
PhUadelphia  19129 

Francis  V.  Talangbayan,  MD,  Internal  Med.,  2244  N.  Front 
St.,  Philadelphia  19133 

Josephine  J.  Templeton,  MD,  Anesthesiology,  Children's 
Hosp.  of  Phila.,  34th  St.  Civic  Ctr.  Blvd,  Philadelphia 
19104 

Arun  S.  Thakur,  MD,  Gen.  Practice,  1510A  Gregg  St., 
Philadelphia  19123 

John  J.  Wasniewski  Jr.,  DO,  Gen.  Practice,  2228  S.  20th 
St.,  Philadelphia  19145 

Vincent  K.  Young,  MD,  Ophthalmology,  85-8  Feme  Blvd, 
Drexel  Hill  19026 

Michael  J.  Zakrzewski,  DO,  Internal  Med.,  570  Rector  St., 
Philadelphia  19128 


SUSQUEHANNA  COUNTY 

Carlos  G.  Ror,  MD,  Internal  Med.,  P.O.  Box  311,  Montrose 
18801 

WESTMORELAND  COUNTY 

Michael  J.  Essig,  MD,  Family  Practice,  436  Slate  Run  Rd., 
Greensburg  15601 

Paul  M.  Newell,  MD,  Infectious  Diseases,  503  Wendwood 
Manor,  Greensburg  15601 

WYOMING  COUNTY 

Edward  G.  Zurad,  MD,  Family  Practice,  103  Main  St., 
Lacey  ville  18623 

YORK  COUNTY 

Roy  G.  Ysla,  MD,  Physical  Med./Rshabilitation,  1850 
Normandie  Dr.,  York  17404 

STUDENT 

Franck  G.  Skobieranda,  Univ.  Manor  E.,  Apt.  71,  Hershey 
17033 
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PHYSICIANS  WANTED 
Emergency  physician  — Full-time  opportu- 
nities in  the  PA,  NY,  and  NJ  area.  Must  be 
experienced.  Board  eligibility  and  ACLS  certi- 
fication preferred.  Salary  range  $80,000  plus 
malpractice  insurance  and  benefits.  Part-time 
positions  also  available.  Send  resume  to 
AES,  Inc.,  ATTN:  Joseph  Grilli,  COO,  Box 
2510,  Wilkes-Barre,  PA  18703;  or  call  (717) 
825-5333  collect 

Primary  care  physicians-internists-family 
practice  physicians  — Excellent  practice  op- 
portunities in  suburban  Pittsburgh.  Hospital 
assistance  and  start-up  costs  provided. 
Please  send  resume  to  Box  227,  Pennsylva- 
nia Medicine,  20  Erford  Road,  Lemoyne,  PA 
17043. 

Pennsylvania  — Emergency  physicians  sys- 
tem. Needs  several  full-time  emergency  phy- 
sicians for  Western  Pennsylvania  area  emer- 
gency departments.  Independent  contractor 
arrangements.  The  system  is  on  a “fee  for 
service”  basis.  Contact:  (412)  228-3400  for 
interview  appointment. 

Primary  care  — BC/BE  to  join  group  of  four 
doctors  who  enjoy  working  Monday-Friday 
8:30-5:00.  Optional  on-call  coverage  if  de- 
sired. Benefits  include  4 weeks  vacation,  one 
week  CME,  10  holidays,  plus  malpractice 


coverage.  Facility  located  one  hour  from 
Pittsburgh  suburbs.  Call  (215)  592-7400  or  1- 
800-331-7122  outside  PA,  or  send  CV  to  Lib- 
erty Healthcare  Corporation,  399  Market 
Street,  Suite  400,  Philadelphia,  PA  19106. 

Emergency  medicine  positions  — Full/part- 
time emergency  medicine  physicians  sought 
by  multi-state  professional  association  for 
openings  in  metropolitan  NY,  PA,  MD,  DC, 
FL,  New  England,  and  throughout  U.S.  Con- 
tact or  send  CV  to  Liberty  Healthcare  Corpo- 
ration, 399  Market  Street,  Suite  400,  Philadel- 
phia, PA  19106  (215)  592-7400  or  outside  PA 
1-800-331-7122. 

Primary  care  physicians  — Multi-state  prac- 
tice association  seeks  BE/BC  primary  care 
physicians  for  unique  opportunities  in  PA,  NJ, 
New  England,  MD,  FL,  and  other  areas  of  the 
U.S.  Most  positions  offer  Monday-Friday  8 
a.m.  to  5 p.m.  schedules  with  up  to  five  weeks 
paid  time  off.  Paid  malpractice.  Contact  or 
send  CV  to  Liberty  Healthcare  Corporation, 
399  Market  Street,  Suite  400,  Philadelphia, 
PA  19106(215)  592-7400  or  outside  PA  1-800- 
331-7122. 

Family  practice  — Board  certified  family 
practitioner  seeking  associate  in  well  estab- 
lished practice  in  this  semi-rural  community  of 
15,000,  thirty  miles  north  of  Pittsburgh,  PA. 


Enjoy  country  living  with  proximity  to  a major 
city.  Call  (412)  758-8528  or  send  CV  to:  An- 
thony B.  Colangelo,  MD,  510  Park  Avenue, 
Ellwood  City,  PA  16117. 

ER  physicians  — Full-time/part-time  posi- 
tions available  NJ,  PA,  NY.  Emergency  medi- 
cine experience  preferred.  Guaranteed  com- 
pensation and  paid  malpractice.  For  more 
information  call  (215)  521-5100  (within  PA),  1- 
800-TRAUMA6  (outside  PA),  or  send  CV  to 
Trauma  Service  Group  PC,  Scott  Plaza, 
Building  Two,  Suite  114,  Philadelphia,  PA 
19113. 

Locum  tenens  physician  — Join  a compre- 
hensive physician  support  service  with  a ma- 
jor medical  center  in  south  central  Montana. 
Locum  physicians  provide  primary  care  cov- 
erage (excluding  routine  OB)  for  physicians  in 
rural  Montana  and  Wyoming.  Assignments 
vary  in  length.  Reimbursement  for  expenses, 
malpractice,  health  insurance,  CME.  Call  Lo- 
cum Tenens  Coordinator,  1-800-325-1774,  or 
send  CV  to  1500  Poly  Drive,  Suite  103,  Bill- 
ings, MT  59102. 

Family  practice  opportunity  available  im- 
mediately for  qualified  practitioner  in  hospital- 
owned  office  building  located  in  central  Penn- 
sylvania town.  Existing  family  physicians 
retiring;  population  base  of  25,000;  close  to 


EMERGENCY 

PHYSICIAN 


Full  time  position  available  immediately  for  a 
board  certified  or  elegible,  emergency  room 
physician.  Excellent  salary,  benefits,  and  working 
environment.  Candidate  should  also  have  or  be 
eligible  for  Pennsylvania  and  Ohio  licensure. 

Our  progressive  236-bed  regional  hospital  with 
32,000  ER  visits  is  located  in  a pleasant  college 
community  between  Pittsburgh  and  Erie. 

For  more  information  contact: 

Michael  Downing,  Director  of  Planning/Marketing 
Greenville  Regional  Hospital 
1 10  North  Main  Street 
Greenville,  PA  16125 
1 -800-451 -MEDS 

Principal  Replies  Only 


Ka 


Gieenville 
Regional  Hospital 


Emergency  physicians: 
You're  dedicated, 
hardworking  & smart. 
Are  you  being 
rewarded  for  it? 

You're  talented.  Ambitious.  And  fully  committed 
to  being  the  best.  But  can  you  achieve  your  professional 
goals  in  your  present  setting?  Are  you  interested  in 
better  opportunities  to  practice  medicine  in  a challenging 
environment? 

TSG  will  help  you  realize  your  goals.  With  10  years 
of  experience  in  placing  first-rate  physicians  in  first-rate 
hospitals,  we  offer  full-time  emergency  and  trauma 
positions  to  both  board  certified  and  board  prepared 
physicians.  Think  of  it:  career-stability,  flexible  hours, 
highest  rate  paid  and  as  much  responsibility  as  you  want. 

We'll  provide  the  support  you  need  through  incentive 
programs,  professional  education  and  career  development. 
Of  course,  we  provide  full  liability  coverage. 

Call  us  7 days  a week,  9am-‘3pm  to  discuss  your 
future.  If  you're  too  busy  to  call,  send  us  your  resume 
and  we'll  call  you. 


TRAUMA  SERVICE  GROUP,  P.C. 

All  Eiucrgency  and  Trauma  Care  Consortium 

Suite  114,  Scott  Plaza  Two,  Philadelphia,  PA  19113 
215-521-5100  800-TRAUMA-6 
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The  complete 
journal  for 
family  practice 
physicians 

■ Reaches  79,000  family  physicians  monthly 

■ Presents  the  most  commonly  seen  patient 
problems  in  family  practice 

■ Written  by  physicians  for  physicians 

■ The  most  current  clinical  updates  in: 

Cardiology  Ob/Gyn 
Diabetes  Psychiatry 

Pediatrics  Gastroenterology 

■ Provides  20  hours  of  CME  Category  1 Credit 


Cl.  10  Genitourinary  syslem 

I’rostaiilis;  Diagno.sis  and  Treatm<‘nt 

William  R Scheibei,  MD 


iHBi  Cl.  20  Problems  other  than  specific  diagnoslic/symptomatic 
lllw  Ati«oniol)ile  Safei>’ 

N Bufion  AHico.  MD  • Richard  J Smith.  Ill  • M'Chael  A.  Fnedman 


Cl.  1 Communicable  diseases 

Ifi,  Aujuirc'd  IinmunodeficitMK'y  SMtdronu*. 
Part  2:  The  Specirum  of  Disease 

Navln  M Amin.  MO 


Cl.  7 Circulatory  syslem 


AmianMinal  Druj?  Therapy  for  Siaftle 
Anflina  Pectoris:  I’priaie 

Wilben  S.  Afonow,  MD 


I 


PRACTICAL  - CLINICAL  ■ EDUCATIONAL  ■ CURRENT 


Health  Care 

Personnel  Consulting  . . . 

Recruitment  for  the  Private  Medical 

Practice 

• Over  15  years  of  experience  dealing  with 
private  medical  practices — we  can  find  the 
right  doctor  for  you! 

• HCPC  focuses  on  a combination  of  the  right 
skills  and  training,  plus  the  intangibles 
needed  to  work  closely  in  the  private 
practice  environment. 

• We  suggest  first  year  salary  and  benefit 
arrangements — call  for  our  free  pamphlet, 

“Dr.  New  & You." 

• Various  private  practice  opportunities 
available  nationwide  in  all  specialties — call 
or  write  for  our  current  listing  of  positions. 

Health  Care 

Personnel  Consulting,  Inc. 

140  West  Germantown  Pike 

Suite  200  s 

Plymouth  Meeting,  PA  19462 

(215)  828-3888  Health  Care  Group 


STAFF  PHYSICIAN 


Indiana  University  of  Pennsylvania  is  accepting  applications  for 
a permanent  and  a temporary  staff  physician  in  the  University 
Health  Center.  The  physician  provides  direct  patient  care,  medi- 
cal consultation,  and  emergency  treatment,  and  works  coopera- 
tively with  community  and  university  agencies  serving  students’ 
health  needs.  The  Health  Center  provides  out-patient  clinic  ser- 
vices, health  education,  and  alcohol/drug  services  with  a staff  of 
three  physicians,  two  nurse  practitioners,  nursing  staff,  and 
chemical  health  coordinator. 

Must  be  licensed  to  practice  medicine  in  Pennsylvania  and  have 
an  ability  to  work  with  college-aged  students.  Salary  range  is 
$47,700-$50,000  with  excellent  fringe  benefits,  including  medi- 
cal liability  coverage.  Send  letter  of  application,  resume  and 
names  of  three  references  to:  Dr.  H.  Zane  Kirk,  Pechan  Health 
Center,  Indiana,  PA  15705.  Applications  will  be  accepted  until 
position  is  filled. 


lUP  is  an  affirmative  action/equal  opportunity  employer. 
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hospital  and  universities.  Send  CV  to  Michael 
Daniloff,  President,  Evangelical  Community 
Hospital,  Lewisburg,  PA  17837 

Trained  emergency  medicine  physician 
needed  immediately  for  full-time  position  in 
busy  155-bed  community  hospital  in  Central 
Pennsylvania.  Send  CV  to  Michael  Daniloff, 
President,  Evangelical  Community  Hospital, 
Lewisburg,  PA  17837. 

Locum  tenens  — Position  available  in  all 
specialties  throughout  the  country.  Work  one 
to  fifty-two  weeks  while  you  travel  (expense 
paid)  and  enjoy  an  excellent  guaranteed  in- 
come. Malpractice  insurance,  housing  & 
transportation  provided.  Contact:  Locum 
Medical  Group,  30100  Chagrin  Blvd.,  Cleve- 
land, OH  44124  or  call  (800)  752-5515. 

Family  practitioner  — Needed  to  join  three 
physicians  at  a well-established  community 
health  center  located  in  rural  southcentral 
Pennsylvania  within  forty  minutes  of  Carlisle 
and  Harrisburg.  Competitive  salary  and  bene- 
fits. Moving  expenses  paid.  Contact:  David 
Sarcone,  Administrator,  Perry  Health  Center, 
Loysville,  PA  17047.  Phone  (717)  245-5866. 

Emergency  room  physician  — For  growing 
emergency  department  in  Northeast  Pennsyl- 
vania. Full-time  position  for  Board  certified/ 
eligible  emergency  physician.  Competitive 
salary  and  benefits  package.  Contact  Robert 
Lynn,  (215)  258-7361  or  send  curriculum  vitae 
to  MESA,  PO  Box  2346,  Lehigh  Valley,  Penn- 
sylvania 18001. 

Primary  care  center  — In  need  of  one  more 
F.P.,  no  OB.  Instant  partner;  fee  for  service. 
Location:  Suburb  of  Scranton,  PA.  Pop. 

45.000  in  5 mile  radius.  Send  resume:  Box 
65,  Peckville,  PA  18452. 

Internal  medicine,  BC/BE,  3 person  primary 
care  office  active  hospital  practice  suburban 
Philadelphia  — excellent  opportunity  with 
early  buy  in.  Send  CV  to  Box  224,  Pennsylva- 
nia Medicine,  20  Erford  Rd.,  Lemoyne,  PA 
17043. 

Penn  Group  Medical  Associates,  a rapidly 
growing  multi-specialty  group  practice  affili- 
ated with  the  Maxicare  HMO  in  Pittsburgh, 
has  an  immediate  opening  for  a Board  certi- 
fied or  Board  eligible  Internal  Medicine  or 
Family  Practice  physician.  Excellent  salary, 
fringe  benefits  and  growth  opportunity  are  of- 
fered. For  confidential  consideration  please 
contact  Angela  Lascola,  Regional  Manager 
Physician  Placement,  Maxicare,  Five  Gate- 
way Center,  Pittsburgh,  PA  15222  or  call  col- 
lect (41 2)  553-7502.  An  equal  opportunity  em- 
ployer. 

Orthopedic  surgeon  wanted  for  well  estab- 
lished solo  practice  in  eastern  Pennsylvania. 
Patients  drawn  from  county  of  250,000  in 
Pennsylvania  Dutch  country.  Owner  will  retire 
soon.  Write  to  Box  236,  Pennsylvania  Medi- 
cine, 20  Erford  Road,  Lemoyne,  PA  17043. 

New  York,  Buffalo  — Seeking  full-time  and 
part-time  physicians  residency  trained  in 
emergency  medicine  or  primary  specialty  for 

32.000  annual  volume  emergency  depart- 
ment. Directorship  available.  Attractive  com- 
pensation, malpractice  insurance  and  benefit 


package.  Contact:  Emergency  Consultants, 
Inc.,  2240  S.  Airport  Rd.,  Room  27,  Traverse 
City,  Ml  49684;  1-800-253-1795  or  in  Michi- 
gan 1-800-632-3496. 

Family  practice  — Rural  Pennsylvania  family 
practitioner  seeks  associate  to  join  his  busy 
practice.  Must  be  Board  certified.  Many  out- 
door recreational  activities  available.  Close  to 
Pocono  Resorts.  Send  CV  to  Box  228,  Penn- 
sylvania Medicine,  20  Erford  Rd.,  Lemoyne, 
PA  17043. 

Internal  medicine  — Board  certified/eligible 
internist  for  practice  opportunity  in  north  cen- 
tral Pennsylvania.  Good  opportunity  for  the 
family  oriented  physician.  Send  CV  to  Box 
229,  Pennsylvania  Medicine,  20  Erford  Road, 
Lemoyne,  PA  17043. 

Urology  — Community  hospital  with  179 
beds  seeks  Board  certified/eligible  urologist 
for  solo  practice.  Many  educational  and  recre- 
ational opportunities  available.  Send  CV  to 
Box  230,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Orthopaedics  — Rural  community  hospital 
with  service  area  of  40,000  residents  search- 
ing for  orthopaedic  surgeon  to  establish  solo 
practice.  Require  Board  certified/eligible. 
Send  CV  to  Box  231,  Pennsylvania  Medicine, 
20  Erford  Rd.,  Lemoyne,  PA  17043. 

Otolaryngology  — 179  bed  community  hos- 
pital needs  otolaryngologist  to  establish  a full- 
time solo  practice  in  its  service  area.  Board 
certified/eligible  status  required.  Close  to  Po- 
cono Resorts.  Send  CV  to  Box  232,  Pennsyl- 
vania Medicine,  20  Erford  Rd.,  Lemoyne,  PA 
17043. 

Dermatology  — Northeastern  Pennsylvania 
community  hospital  seeks  Board  certified/ 
eligible  specialist  to  develop  a solo  practice  in 
a service  area  of  40,000  residents.  Many  rec- 
reational activities  available.  Send  CV  to  Box 
233,  Pennsylvania  Medicine,  20  Erford  Rd., 
Lemoyne,  PA  17043. 

Neurology  — Unique  three  hospital  practice 
in  Northeastern  Pennsylvania  is  available  for 
the  right  physician.  This  solo  opportunity  re- 
quires a Board  certified/eligible  physician.  Ex- 
cellent opportunity.  Send  CV  to  Box  234, 
Pennsylvania  Medicine,  20  Erford  Rd.,  Le- 
moyne, PA  17043. 


Classified  Advertising 

Rates:  $30  per  insertion  for  the  first  30  words 
or  part  thereof;  80  cents  for  each  additional 
word;  $5  per  insertion  for  a box  number.  Pay- 
ment should  be  in  advance.  No  agency  com- 
mission is  paid  on  classified  advertising. 

Box  Numbers:  Advertisers  using  box  num- 
bers forbid  disclosure  of  their  identity.  Written 
inquiries  are  forwarded  to  such  advertisers, 
but  no  information  can  be  revealed  by  the 
publisher. 

Word  Count:  Count  as  one  word  all  single 
words,  two  initials  of  a name,  single  numbers 
or  groups  of  numbers,  hyphenated  words, 
and  abbreviations. 

Advertising  that  contains  discriminatory 
language  is  not  acceptable  for  publication. 


OB/GYN  — Rural  Northeastern  Pennsylvania 
community  hospital  with  service  area  of 

40,000  seeks  Board  certified/eligible  OB/ 
GYN.  This  solo  opportunity  is  perfect  for  a 
family  oriented  physician  who  enjoys  outdoor 
recreation.  Send  CV  to  Box  235,  Pennsylva- 
nia Medicine,  20  Erford  Rd.,  Lemoyne,  PA 
17043. 

Pennsylvania-emergency  physician  — Full- 
time, career-oriented  EM/PP  BC/BE  ACLS/ 
ATLS.  Progressive,  ultramodern  32,000  visit/ 
year  EMS  resource  hospital.  Great 
community  in  economic  boom.  Excellent  sal- 
aried compensation/benefit  package  exceeds 
$110K.  Contact  G.  Manchester,  MD,  Divine 
Providence  Hospital,  Williamsport,  PA  (717) 
326-8436. 

POSITIONS  WANTED 

Seeking  position  in  gastroenterology/ 
internal  medicine.  Available  now.  Board  certi- 
fied in  internal  medicine.  Board  eligible  in 
gastroenterology.  British  and  U.S.  trained.  Li- 
censed in  Pennsylvania.  Contact  S.  P.  Na- 
than, South  Baltimore  General  Hospital,  3001 
S.  Hanover  Street,  Baltimore,  MD  21230. 
(301)  355-5502. 

MISCELLANEOUS 

Holter  Monitor  — Quality  scanning  for  reel  or 
cassette  type  recorders  by  qualified  techni- 
cians and  certified  cardiologists’  interpreta- 
tion, scan  price  $35.  Recorders  loaned, 
leased,  or  purchase  new  dual-channel  holter 
record,  $750,  with  two  year  warranty.  For 
more  information  call  collect  Advance  Medi- 
cal & Research  Center,  Inc.,  1-313-373-1199. 

Discount  holter  scanning  services  starting 
at  $35  — Spacelabs  holter  recorders  avail- 
able from  $1,275.  Hook-up  kits  starting  at 
$4.95.  Stress  test  electrodes  available  at  29$. 
Scanning  paper  available  at  $18.95.  If  inter- 
ested call  1-800-248-0153. 

A Board  certified  physician  desires  to  buy 
general/family/internal  medicine  practice  in 
Allegheny/neighboring  counties.  Please  reply 
to  Box  213,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Appraisal  & sales  — The  specialists  in  ap- 
praising and  selling  medical  practices  for  phy- 
sicians and  hospitals.  Current  listings  include 
practices  in  FP,  IM,  OPH,  ENT  and  other  spe- 
cialties. Please  contact  Ed  Strogen  at  Fulton, 
Longshore  & Associates,  Inc.,  349  Lancaster 
Avenue,  Haverford,  PA  19041.  (215)  649- 
4101. 

MEDSTAT  — Discover  why  we  are  the  most 
respected  physician  staffing  service  in  the 
East  for  locum  tenens  and  permanent  place- 
ments. We  can  provide  you  with  coverage  or 
work  as  our  staff  physician.  Call  Dr.  Virginia 
Williams  or  Ms.  Esther  Ashbaugh,  US  800- 
833-3465  (NC  800-672-5770);  or  write  MED- 
STAT, Inc.,  PO  Box  15538,  Durham,  NC 
27704 

What  is  your  practice  worth?  Physician  In- 
ternational is  experienced  in  providing  profes- 
sional valuation  of  medical  practices  for  sale, 
retirement  planning,  insurance  purposes,  es- 
tate settlement.  For  more  information  contact: 
Physician  International,  Practice  Appraisal 
and  Brokerage,  Four  Vermont  Street,  Buffalo, 
NY  14213-22498  - (716)  884-3700. 
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Proceedings 

138th  Annual  Meeting  of  the  House  of  Delegates 
Hershey,  October  23-25,  1987 


I 

I 

jopening  Session — October  23,  1987 
I James  A.  Raub,  MD,  Speaker  of  the 
House,  called  the  opening  session  of  the 
House  of  Delegates  to  order  at  10:08  a.m.,  in 
the  Aztec/Nigerian  Rooms  of  the  Hershey 
Lodge  and  Convention  Center. 

Invocation 

Reverend  Blair  Monie  of  the  First  Presby- 
terian Church  of  York,  Pennsylvania,  offered 
the  invocation. 

Credentials  Committee 
James  L.  Harrison,  MD,  Lycoming 
County,  chairman  of  the  Credentials  Commit- 
tee, presented  the  foUowing  report: 

Mr.  Speaker,  there  is  a quorum  of  170  dele- 
gates registered  and  in  attendance. 

Committee  on  Rules 
Presented  by  Gordon  K.  MacLeod,  MD 
Mr.  Speaker,  members  of  the  House  of  Del- 
egates, the  Committee  on  Rules  met  and  re- 
viewed Standing  Rules  1,  2,  3,  4,  5,  6,  7,  8,  9, 
and  10  by  the  House  of  Delegates  of  the 
Pennsylvania  Medical  Society  as  published 
in  the  Official  Reports  Book. 

Mr.  Speaker,  the  Commmittee  on  Rules  rec- 
ommends Standing  Rules  1,  3,  4,  5,  6,  7,  8,  9, 
and  10  of  the  House  of  Delegates,  that  appear 
in  the  1987  Official  Reports  Book,  he  adopted 
and  that  Standing  Rule  2’s  amendements  be 
adopted  as  stated:  Late  fall  county  and  spe- 
cialty society  meetings  will  not  necessarily 
be  accepted  as  a reason  for  lateness. 

Resolutions  emanating  from  a business 
meeting  of  an  officially  recognized  section  of 
the  Pennsylvania  Medical  Society  may  be 
presented  for  consideration  by  the  House  of 
Delegates  at  any  time  before  the  close  of  busi- 
ness at  the  opening  session  of  the  House.  Dis- 
cretion is  urged  in  the  number  and  timeliness 
of  the  subjects  of  the  resolutions  introduced. 

The  House  adopted  Standing  Rules  1,  3,  4, 
5,  6,  7,  8,  9,  and  10,  and  the  amendments  to 
Standing  Rule  2 as  published  in  the  1987  Offi- 
cial Reports  Book. 

Approval  of  proceedings 
The  proceedings  of  the  137th  Annual  Busi- 
ness Meeting  of  the  Society,  held  in  Pitts- 
biu-gh,  October  17-19,  1986,  and  found  on 
pages  54-68  in  the  January  1987  issue  of 
Pennsylvania  Medicine,  were  approved. 

Presentation  of  memorial  resolution 
Peter  D.  Cummings  of  the  PMS  Medical 
Student  Section  presented  the  following  me- 
morial resolution  for  Cynthia  Altman  Wein- 
stein, MD: 

WHEREAS,  On  the  date  of  February  4, 
1987,  medicine  mourned  the  loss  of  a dedi- 
cated physician  and  human  being,  Cynthia 
Altman  Weinstein,  and  her  unborn  child;  and 
WHEREAS,  Dr.  Weinstein  was  committed 
to  providing  excellence  in  organized  medi- 
cine, she  served  us  in  the  capacity  of: 

1.  Board  of  Directors  of  the  Philadelphia 


County  Medical  Society 

2.  Delegate  to  the  Pennsylvania  Medical 
Society  House 

3.  Chairman  of  the  CME  Accreditation  Re- 
survey Team 

4.  Physician  advisor  for  the  Keystone  Peer 
Review  Organization 

5.  Member  of  the  Credentials  Committee 

6.  Alternate  Delegate  from  Pennsylvania 
to  the  American  Medical  Association,  and 
WHEREAS,  The  tireless  enthusiasm  and 

insight  that  she  provided  as  an  educator  was 
unsurpassed;  and 

WHEREAS,  It  is  rare  to  find  such  an  indi- 
vidual who  served  both  the  art  and  the  sci- 
ence of  medicine;  therefore  be  it 
RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  acknowledge  with  the  utmost  ap- 
preciation the  service  of  Dr.  Cynthia  Altman 
Weinstein;  and  be  it  further 
RESOLVED,  That  a copy  of  this  resolu- 
tion along  with  a letter  from  the  Pennsylva- 
nia Medical  Society  Board  of  Trustees  be 
sent  to  the  family  of  Dr.  Weinstein  expressing 
not  only  the  deepest  sympathy  of  the  mem- 
bers of  the  Pennsylvania  Medical  Society  but 
the  gratitude  of  the  entire  medical  profession. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  adopt  the  memorial  resolu- 
tion for  Cynthia  Altman  Weinstein,  MD.  The 
House  approved  this  motion. 

In  addition  to  Dr.  Weinstein,  Dr.  Raub 
noted  that  three  additional  members  of  the 
1986  House  of  Delegates— Orlo  G.  McCoy, 
MD;  William  F.  Bouzarth,  MD;  and  David  L. 
Cristol,  MD— had  passed  away. 


Speaker’s  announcements 
Dr.  Raub  announced  that  the  necrology  re- 
port from  the  Board  of  Trustees  could  be 
found  under  Tab  F of  the  Official  Reports 
Book. 

Dr.  Raub  also  announced  that  delegates 
should  be  aware  of  Resolution  72-6  prohibit- 
ing smoking  in  the  House  of  Delegates  and 
reference  committee  hearings. 

Dr.  Raub  announced  that  anyone  encoun- 
tering a medical  emergency  should  dial  0 on 
the  hotel  phones  and  assistemce  would  be 
provided.  And,  additionally,  the  Hershey 
Medical  Center  was  just  across  the  street. 

Dr.  Raub  called  to  the  attention  of  the 
House  of  Delegates  the  following:  there  were 
AIDS  information  packets  on  the  tables  at 
the  back  of  the  room;  the  PMS  Impaired 
Physician  Program  was  sponsoring  an  infor- 
mational display  in  conjunction  with  the  an- 
nual meeting  and  was  located  in  the  conven- 
tion center  lobby;  and  The  Educational  and 
Scientific  Trust  had  available  PMS  ties  and 
golf  shirts  which  were  available  in  the  con- 
vention center  lobby— a portion  of  each  pur- 
chase would  be  used  to  promote  research  and 
educational  endeavors  of  the  Trust. 

Address  of  the  president 

R.  Robert  Tyson,  MD,  Philadelphia 
County,  president,  addressed  the  House,  dur- 


ing which  he  made  the  following  recommen- 
dations: 

1.  Personal  and  individual  efforts  be  made 
to  gain  public  support,  even  though  the  PMS 
tort  package  will  only  limit  increased  costs 
(referred  to  Reference  Committee  D); 

2.  PMS  develop  increased  risk  manage- 
ment programs  aimed  at  improving  service 
and  better  patient  relationships  (referred  to 
Reference  Committee  D); 

3.  PMS  pledge  continued  support  to  make 
the  purpose  of  the  Cost  Containment  Act 
work  (referred  to  Reference  Committee  E); 

4.  PMS  continue  support  of  the  “Buy 
Right”  Program:  this  can  be  our  answer— it 
is  a private  initiative  (referred  to  Reference 
Committee  E); 

5.  PMS  establish  a volunteu-y  program 
that  ensures  physician  care  to  the  indigent  in 
Pennsylvania.  The  Ohio  progreun  could  be  a 
starting  point.  This  should  be  a high  priority 
(referred  to  Reference  Committee  E); 

6.  The  House  pay  close  attention  to  the 
recommendations  of  the  Committee  to  Nomi- 
nate Delegates  and  Alternates  to  the  AMA 
(referred  to  Reference  Committee  F); 

7.  AMA  delegation  positions  be  slotted 
numerically  for  elections  (referred  to  Refer- 
ence Committee  F);  and 

8.  PMS  consider  replacing  councils  with 
committees  (task  forces);  monitoring  func- 
tions to  be  carried  out  by  staff.  A study  com- 
mittee should  be  formed  by  the  President 
and  Board  Chairman  and  should  include  a 
Past  President  and  Board  and  House  leader- 
ship (referred  to  Reference  Committee  F). 


Address  of  the  president  elect 

Donald  E.  Harrop,  MD,  Chester  County, 
President  Elect,  addressed  the  House,  during 
which  he  made  the  following  recommenda- 
tions: 

1.  The  House  instruct  the  Board  of  Trust- 
ees to  continue  its  Task  Force  on  Profes- 
sional Liability  Initiative  to  continue  to  be 
the  resource  center  for  the  Society  as  we  do 
battle  with  this  complex  problem,  and  fur- 
ther, that  the  Task  Force  do  all  it  can  to  as- 
sist the  CouncU  on  Governmental  Relations 
as  it  works  for  passage  of  mecuiingful  tort  re- 
form (referred  to  Reference  Committee  D); 

2.  The  House  support  House  Bills  1828- 
1834  introduced  into  the  House  of  Represen- 
tatives on  October  13  at  the  request  of  the 
Pennsylvania  Civil  Justice  Coalition;  the  con- 
tent of  these  bills  is  spelled  out  in  Appendix 
A of  Report  AA  of  the  Board  of  Trustees  (re- 
ferred to  Reference  Committee  D); 

3.  Any  bill  ultimately  passed  on  tort  re- 
form must  include  meaningful  provisions,  in- 
cluding structured  awards  and/or  reduction 
of  awards  to  present  worth  and  some  reform 
of  the  collateral  source  rule  (referred  to  Refer- 
ence Committee  D); 

4.  We  increase  our  presence  in  Washington 
with  our  congressional  delegation  and  espe- 
cially their  staffs;  equally  important,  we 
must  increase  our  presence  with  the  bmeauc- 
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racies  affecting  medicine  and  that  we  do  this 
in  cooperation  with  the  AMA— not  by  rely- 
ing on  them  to  do  it  for  us— but  by  bolstering 
their  efforts  with  our  own  strong  grass  roots 
involvement  (referred  to  Reference  Commit- 
tee D); 

5.  The  House  fully  support  PaMPAC  and 
encourage  membership  by  all;  the  PAC 
should  especially  encourage  membership  in 
its  new  Keystone  Club  just  recently 
formed— this  is  a new  PaMPAC  membership 
category  to  recognize  the  exempleiry  support 
of  those  who  contribute  $250  or  more  (re- 
ferred to  Reference  Committee  D); 

6.  PaMPAC  carefully  monitor  the  state 
House  and  Senate  races  next  year  with  the 
thought  of  encouraging  candidates  to  run  in 
those  districts  where  people  who  are  not  only 
not  our  friends,  but  won’t  even  listen  to  us, 
are  running  without  opposition  (referred  to 
Reference  Committee  D); 

7.  PaMPAC  keep  its  members  informed  on 
statewide  judicial  races,  including  retention 
races,  by  sending  out  background  materied 
on  the  candidates,  their  endorsements,  etc.; 
PaMPAC  should  also  encourage  members  to 
vote  ceirefuUy  in  these  important  elections 
(referred  to  Reference  Committee  D); 

8.  The  White  Paper  on  PMS  Communica- 
tions from  the  Committee  on  Long  Range 
Assessment  be  approved  and  referred  to  the 
Board;  the  Boead  be  instructed  to  implement 
those  ideas  that  are  practical  to  do  now,  and 
study  those  which  need  implementation  in 
the  future;  and  the  Board  report  back  to  this 
House  in  1988  with  a plan  of  action  for 
PMS’s  entry  into  the  computer  age  (referred 
to  Reference  Committee  F); 

9.  The  House  choose  their  delegates 
wisely— not  on  the  basis  of  personality  but 
on  the  basis  of  performance  (referred  to  Ref- 
erence Committee  F); 

10.  The  House  aiffirm  the  Board  of  Trust- 
ees’ policy  that  our  delegates  to  the  AMA 
must  support  PMS  resolutions  to  the  AMA 
and  PMS  policy  on  matters  before  the  AMA, 
unless  released  from  that  obligation  by  the 
chairman  of  our  AMA  delegation  (referred  to 
Reference  Committee  F); 

11.  The  AMA  Delegation  develop  a plan 
to  keep  a record  of  the  attendance  and  the 
votes  of  each  delegate  and  alternate  delegate, 
and  keep  the  House  informed  (referred  to 
Reference  Committee  F); 

12.  The  Immediate  Past  President  of  PMS 
and  the  Chairman  of  the  Board  of  Trustees  of 
PMS  become  ex-officio  members  (with  the 
right  to  vote)  of  the  Committee  to  Nominate 
Delegates  and  Alternate  Delegates  to  the 
AMA  (referred  to  Reference  Committee  F); 

13.  The  Committee  to  Nominate  Dele- 
gates and  Alternate  Delegates  to  the  AMA 
be  instructed  to  look  into  the  “slotting”  of 
delegate  and  alternate  delegate  elections 
rather  than  running  them  aU  as  a pack  and 
develop  an  implementation  plan  to  present  to 
the  House  in  1988  and  implement  in  1989,  if 
the  House  deems  it  workable  and  helpful  in 
securing  a stronger  delegation  (referred  to 
Reference  Committee  F); 

14.  The  House  adopt  the  report  of  the 
Task  Force  on  AIDS,  with  the  following  addi- 
tions: 

15.  We  support  mandatory  premarital 
testing  for  AIDS,  and  also  reporting  of  the 
results  to  the  intended  spouse; 

16.  All  hospitalized  patients  must  have 
AIDS  testing  on  admission  or  in  preadmis- 


sion testing;  not  only  is  the  cost  low,  but  the 
results  are  important  from  both  an  infectious 
standpoint  and  a public  health  statistical 
standpoint; 

17.  We  encourage  all  physicians  to  submit 
to  HIV  testing  every  six  months;  and 

18.  The  House  support  the  continuation  of 
the  Task  Force  on  AIDS  and  give  it  the  addi- 
tioned  task  of  developing,  in  cooperation  with 
all  other  interested  parties,  long-term  solu- 
tions to  the  care  of  these  patients— both  med- 
ically euid  socio-economicaUy  (Recommenda- 
tions 14-18  referred  to  Reference  Committee 
B); 

19.  The  House  fully  support  the  work  of 
the  Heedth  Care  Cost  Cont£iinment  Commis- 
sion of  the  PMS  and  insist  that  it  is  fuUy 
funded  and  fully  staffed  to  carry  out  its  func- 
tions. Among  the  functions  of  the  Commis- 
sion must  be  the  dissemination  to  all  mem- 
bers of  PMS,  by  whatever  appropriate 
means,  current  information  of  the  actions  of 
the  government’s  Council;  must  be  to  assure 
that  the  voice  of  PMS  be  heard  at  any  public 
heEirings;  and  must  be  to  advise  spokesmen 
for  PMS  on  any  public  comments  on  findings 
of  the  government’s  Council.  We  must  all 
know  what  is  going  on!  (referred  to  Reference 
Committee  E); 

20.  If  the  Health  Care  Cost  Containment 
Commission  of  PMS  gets  bogged  down  in  the 
PMS  bureaucracy,  that  the  Board  of  Trust- 
ees give  it  Task  Force  status  and  have  it  re- 
port directly  to  the  Board  (referred  to  Refer- 
ence Committee  E); 

21.  The  monitoring  of  Act  89  of  1986  and 
its  implications  become  a prime  objective  of 
PMS  in  the  next  year  (referred  to  Reference 
Committee  E);  emd 

22.  This  House  affirm  the  long-steuiding 
policy  that  the  only  condition  for  medical  li- 
censure in  our  Commonwealth  be  the  qualifi- 
cations of  the  doctor— not  participation  in 
any  government  mandated  or  sponsored  pro- 
gretm  (referred  to  Reference  Committee  E). 

Address  of  the  vice  president 

Gerald  L.  Andriole,  MD,  Luzerne  County, 
Vice  President,  addressed  the  House,  during 
which  he  made  the  following  recommenda- 
tions: 

1.  The  House  of  Delegates  adopt  the  rec- 
ommendations of  the  PMS  Task  Force  on 
AIDS  (referred  to  Reference  Committee  B); 

2.  The  House  of  Delegates  instruct  the 
Board  of  Trustees  to  study  the  structure  emd 
relationship  of  the  subsidiaries,  namely 
PMSLIC  and  KePRO,  to  the  parent  Society 
and  to  make  a definitive  report  with  recom- 
mendations thereof  to  the  House  of  Dele- 
gates at  the  October  House  meeting  in  1988 
(referred  to  Reference  Committee  F); 

3.  PMS  investigate  more  direct  ways  for 
members  to  express  their  needs  and  interests 
to  the  Society’s  leadership,  and  that  the  Soci- 
ety consider,  as  possible  ways  to  accomplish 
this:  (a)  more  frequent  meetings  of  the  House 
of  Delegates;  (b)  opportunities  for  individual 
members  to  discuss  their  concerns  with 
members  of  the  Board  of  Trustees;  (c)  charg- 
ing each  Board  member  to  speciedize  in  a spe- 
cific aspect  of  Society  business;  and  (d)  giv- 
ing the  five  most  recent  PMS  past  presidents 
a more  active  role  in  the  Society,  possibly  in- 
cluding the  right  to  vote  in  the  House  of  Del- 
egates (referred  to  Reference  Committee  F); 
and 

4.  PMS  sponsor  a two-  or  three-day  joint 


conference  for  MDs  and  DOs  to  discuss  com- 
mon concerns;  this  meeting  would  be  planned 
with  substantial  input  from  osteopathic  phy- 
sicians on  the  agenda  and  the  issues  to  be 
discussed— such  as  education,  trEiining,  li- 
censing, the  relationship  of  our  professional 
societies,  and  other  matters  deemed  appro- 
priate (referred  to  Reference  Committee  F). 

Report  of  the  AMA  delegation 

As  required  by  the  resolved  portion  of  Res- 
olution 71-1,  AMA  Delegation  Report  and 
Plans,  the  House  received  a report  from  R. 
William  Alexander,  MD,  Reading,  chairman 
of  the  Pennsylvania  Delegation. 

Address  of  president  of  PMS  Auxiliary 

Mrs.  Robert  L.  Lasher,  President,  Pennsyl- 
vania Medical  Society  Auxiliary,  addressed 
the  House  and  reported  on  the  activities  of 
the  Auxiliary.  Her  remarks  were  referred  to 
Reference  Committee  F. 

Remarks  of  AMA  Auxiliary  president  | 

Mrs.  Edward  Szewczyk,  AMA  Auxiliary 
President,  addressed  the  House;  her  remarks 
were  received  for  information. 

Report  of  the  Finance  Committee 

Henry  H.  Fetterman,  MD,  Lehigh  Coimty, 
Chairman  of  the  Finance  Committee  of  the 
Board  of  Trustees,  presented  the  report. 

Official  Reports  Book 

The  Official  Reports  Book,  containing  the 
1987  annual  reports  and  Resolutions  87-1 
through  87-37,  was  accepted  as  business  of 
the  House. 

Please  refer  to  the  index  of  these  proceed- 
ings for  the  subject,  author,  introducer,  and 
referred  of  edl  resolutions. 

Additional  reports 

The  following  reports  were  received  subse- 
quent to  the  mailing  of  the  Official  Reports 
Book: 

Report  B of  the  Council  on  Legislation  (re- 
ferred to  Reference  Committee  D);  Report 
DD  of  the  Board  of  Trustees  (referred  to  Ref- 
erence Committee  F);  Report  EE  of  the 
Board  of  Trustees  (referred  to  Reference 
Committee  E);  Report  FF  of  the  Board  of 
Trustees  (referred  to  Reference  Committee 
D);  Report  GG  of  the  Boeud  of  'Trustees  (re- 
ferred to  Reference  Committee  F);  and  Re- 
port HH  of  the  Board  of  'Trustees  (referred  to 
Reference  Committee  E). 

Dr.  Raub  announced  that  Report  BB  of  the 
Board  of  'Trustees,  which  had  been  referred 
to  Reference  Committee  E,  had  been  with- 
drawn. 

Late  resolutions 

Late  resolutions.  Resolutions  87-38 
through  87-51,  were  received  subsequent  to 
the  mailing  of  the  Official  Reports  Book  and 
required  a two-thirds  vote  to  become  busi- 
ness of  the  House.  Standing  Rule  2,  as  re- 
vised by  the  1981  House  of  Delegates,  re- 
quires that  the  Rules  Committee  review  each 
late  resolution  emd  make  a recommendation 
to  the  House  whether  it  should  be  accepted 
or  rejected  as  business  of  the  House. 

Committee  on  Rules 

Presented  by  Gordon  K.  MacLeod,  MD 

Mr.  Speaker,  members  of  the  House  of  Del- 
egates, the  Committee  on  Rules  met  and  con- 
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sidered  all  of  the  resolutions  in  the  index. 

! Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  the  following  resolutions  be 
■accepted  as  listed: 

I ’ 

i Resolution  87-38:  State  Board  of  Medi- 
I cine 

(Resolution  87-39:  Joint  Venture  Con- 
I tracts  Between  Physicians  and  Other 
[ Economic  Entities 

j Resolution  87-44:  Voluntary  Financial 
Contributions  from  Medici  Staffs  to 
I PMS  Impaired  Physician  Program 
Resolution  87-45:  Medical  Assistance 
Hospitalization  Denials 
Resolution  87-46:  Peer  Review  of  Medi- 
cal Care  in  all  U.S.  Government  Health 
Care  Facilities 

Resolution  87-47:  Action  Regulating 
! the  Supply  of  Physicians 
Resolution  87-48:  Organ  Donor  Cards 
Resolution  87-49:  Resident  Physician 
Working  Hours 

Resolution  87-50:  Revision  in  Free 
Membership  for  Resident  Physicians 
Resolution  87-51:  DPT  Vaccines 

The  House  extracted  from  the  above  list 
Resolutions  87-47  and  87-51 

The  House  accepted  as  business  Resolu- 
tions 87-38,  87-39,  87-44,  87-45,  87-46,  87-48, 
37-49,  and  87-50. 

The  House  accepted  as  business  Resolu- 
tion 87-47. 

The  House  rejected  as  business  Resolution 
37-51. 

Resolution  87-40:  Tobacco  Advertising 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  87-40  be  rejected. 

Resolution  87-40  asks  that  the  Pennsylva- 
nia Medical  Society  support  an  effort  to  pro- 
vide equal  space  in  print  media  for  anti- 
tobacco public  service  advertisement 
supplied  by  non-profit  and/or  governmental 
health  agencies  at  no  cost  to  these  agencies; 
and  that  the  Pennsylvania  Medical  Society 
support  this  effort  in  the  House  of  Delegates 
of  the  American  Medical  Association  and 
that  a resolution  be  submitted  to  the  AMA 
in  a timely  manner  for  its  approval.  The  Com- 
mittee determined  to  reject  this  resolution 
because  both  PMS  and  AMA  have  addressed 
this  issue  in  the  past  (see  Report  A of  the 
Council  on  Education  and  Science). 

The  House  rejected  Resolution  87-40  as 
business. 

Resolution  87-42:  KePRO  Principal  Di- 
agnosis 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  87-42  be  rejected. 

Resolution  87-42  asks  that  the  Pennsylva- 
nia Medical  Society  go  on  record  as  advocat- 
ing a change  in  the  present  requirements  to 
the  effect  that  physicians  again  be  requested 
only  to  certify  by  their  signatures  that  the 
medical  diagnosis  listed  at  the  time  of  dis- 
charge is  indeed  pertinent  to  the  reason  for 
which  their  patients  were  hospitalized,  and  to 
the  effect  that  a fiscal  officer  (or  other  admin- 
istrative hospital  personnel)  with  proper 
training  be  required  to  arrive  at  a “fiscal  di- 
agnosis,” and  to  the  effect  that  such  a “fiscal 
diagnosis”  be  accepted  by  HCFA  in  lieu  of 
the  present  “final  diagnosis”:  and  that  the 
Pennsylvania  Medical  Society  communicate 
its  serious  concerns  in  this  matter  to  the 
Americem  Medical  Association  and  to  Penn- 
sylvania Senators  Heinz  and  Spector  and  to 


the  Pennsylvania  Congressional  Delegation. 
The  Committee  determined  to  reject  this  res- 
olution as  business  of  the  House  due  to  late- 
ness. 

The  House  rejected  Resolution  87-42  as 
business. 

Resolution  87-43:  Patient  Care  and 
Nursing 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  87-43  be  rejected. 

Resolution  87-43  asks  that  the  Pennsylva- 
nia Medical  Society  advocate  the  continued 
vital  role  of  nurses  in  the  profession  of  pro- 
viding direct  patient  care;  and  that  the  Penn- 
sylvania Medical  Society  introduce  a similar 
resolution  to  the  American  Medical  Associa- 
tion. The  Committee  determined  to  reject 
this  resolution  because  no  reason  was  stated 
for  lateness. 

The  House  rejected  Resolution  87-43  as 
business. 


Reference  committees 

Reference  committees  for  the  1987  Annual 
Business  Meeting  of  the  House  of  Delegates 
are  listed  below: 

Reference  Committee  A:  S.  Victor  King 
(Blair),  Chairman;  Susan  H.  Bray  (Philadel- 
phia); Norman  L.  Ekberg  (Montour):  Robert 
L.  Lasher  (Erie);  Roberta  L.  Schneider  (Mont- 
gomery); and  Jay  L.  Funkhouser  (Beaver),  al- 
ternate. 

Reference  Committee  B:  Abreim  M.  Hos- 
tetter  (Lebanon),  Chairman;  James  L.  Cristol 
(Philadelphia);  Paul  J.  Dowdell  (Allergy); 
James  A.  Garrettson  (Indiana);  Charles  K. 
Gorby  (Delaware);  and  Carol  E.  Rose  (Alle- 
gheny), alternate. 

Reference  Committee  C:  Gilbert  A.  Friday 
(Allegheny),  Cheurman;  Carmela  F.  DeRivas 
(Montgomery);  R.  L.  Furigay  (Cambria); 
Daniel  C.  Good  (Neurosurgery);  Edward  V. 
Twiggar  II  (Northumberland);  and  Erwin  A. 
Cohen  (Philadelphia),  alternate. 

Reference  Committee  D:  Howard  A.  Rich- 
ter (Delaware),  Chairman;  Robert  W.  ADen 
(Mercer);  Elmer  H.  Funk  Jr.  (Philadelphia); 
Dwight  C.  Hanna  (Allegheny);  George  O. 
Maish  Jr.  (Northampton);  and  Robert  C. 
Aber  (Infectious  Diseases),  alternate. 

Reference  Committee  E:  Thomas  J.  Kard- 
ish  (Bucks),  Chairman;  Richard  D.  Baltz 
(Dauphin);  Robert  W.  Ford  (Allegheny);  Wal- 
lace G.  McCune  (Philadelphia);  Eugene  B. 
Rex  (Otolaryngology);  and  J.  Campbell  Mar- 
tin (Columbia),  alternate. 

Reference  Committee  F:  Edward  C.  Fi- 
scher (Berks),  Chairman;  Donald  C.  Brown 
(Westmoreland);  Leo  J.  Corazza  (Luzerne); 
Patrick  D.  Forsythe  (Anesthesiology);  Wil- 
liam C.  Ryan  (Somerset);  and  Robert  J.  Fa- 
gioletti  (Family  Physicians),  alternate. 

Rules;  Gordon  K.  MacLeod  (Allegheny), 
Chairman;  Robert  G.  Heisey  (Lebanon); 
James  J.  Houser  (Venango):  Philip  E.  Ingag- 
lio  (Philadelphia);  Arlington  A.  Nagle 
(Berks):  and  Augusto  N.  Delerme  (Blair),  al- 
ternate. 

Credentials:  James  L.  Harrison  (Lycom- 
ing), Chairman;  Sidney  O.  Krasnoff  (Philadel- 
phia); Matthew  Marshall  Jr.  (Allegheny); 
John  W.  Mills  (Indiana);  Alan  H.  Schragger 
(Lehigh);  and  Athole  G.  McNeil- Jacobi  (Medi- 
cal School  Section),  alternate. 

Tellers:  Frederick  G.  Brown  (Montour), 
Chief  TteUer;  Elmer  H.  Funk  Jr.  (Philadel- 
phia): Phillip  R.  Levine  (Allegheny);  H.  New- 


ton Olewiler  Jr.  (Northampton);  Irvin  G. 
Shaffer  (Berks);  and  Bradford  K.  Strock 
(Dauphin). 

Recess 

The  House  of  Delegates  was  recessed  at 
12:30  p.m.  until  1:00  p.m.,  Saturday,  October 
24. 

Second  Session — October  24,  1987 
The  second  session  of  the  House  of  Dele- 
gates was  called  to  order  at  1:07  p.m.  in  the 
Aztec/Nigerian  Rooms  of  the  Hershey  Lodge 
and  Convention  Center. 

Credentials  Committee 
James  L.  Harrison,  MD,  Lycoming 
County,  Chairman  of  the  Credentials  Com- 
mittee, presented  the  following  report: 

Mr.  Speaker,  there  is  a quorum  of  250  dele- 
gates registered  and  in  attendance  today. 

Dr.  Raub  reported  that  there  was  no  repre- 
sentation in  the  House  of  Delegates  from  Ad- 
ams, Bedford,  Carbon,  Clarion,  Jefferson, 
Potter,  Susquehanna,  and  Wyoming  Coun- 
ties, and  the  specialties  of  gastroenterology, 
nephrology,  nuclear  medicine,  obstetrics/ 
gynecology,  clinical  pathology,  general  sur- 
gery, thoracic  surgery,  and  colon  and  rectal 
surgery. 

President,  Massachusetts  Medical  Society 
At  Dr.  Tyson’s  request,  James  J.  Siragusa 
Jr.,  MD,  President  of  the  Massachusetts 
Medical  Society,  briefly  addressed  the  House 
of  Delegates  regarding  the  situation  in  Mas- 
sachusetts. 

Presentation  of  Distinguished  Service 
Award 

Dr.  Tyson  presented  the  PMS  Distin- 
guished Service  Award  to  George  E.  Farrar 
Jr.,  MD,  who  then  briefly  addressed  the 
House. 

Reference  Committee  A 
Presented  by  S.  Victor  King,  MD 
Mr.  Speaker,  members  of  the  House  of  Del- 
egates: Reference  Committee  A has  consid- 
ered all  the  items  in  the  index. 

Report  A,  Committee  on  Bylaws,  Sub- 
ject 1:  Length  of  Office  of  Student 
Trustee 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  bylaws  change  appearing 
in  the  Official  Call  and  providing  that  the  stu- 
dent trustee's  term  be  one  year  in  length, 
with  eligibility  for  reelection  so  long  as  the 
trustee  will  not  graduate  before  the  upcoming 
term  is  completed,  be  adopted. 

The  committee  heard  no  discussion  on  this 
subject  but  does  note  that  any  student 
trustee,  including  a senior  year  student, 
would  be  elected  to  serve  a term  of  at  least 
one  year. 

The  House  adopted  the  Bylaws  change  as 
presented  in  Subject  One  of  the  Official  Call, 
providing  that  the  student  trustee’s  term  be 
one  year  in  length,  vdth  ehgibility  for  reelec- 
tion so  long  as  the  trustee  will  not  graduate 
before  the  upcoming  term  is  completed. 

Report  A,  Committee  on  Bylaws,  Sub- 
ject 2:  Past  Trustees  Being  Ex  Officio 
Members  of  the  House  of  Delegates 
Report  R,  Board  of  Trustees:  Change  in 
Bylaws  Making  Past  Trustees  Ex  Offi- 
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cio  Members  of  the  House 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  bylaws  change  appearing 
in  the  Official  Call  and  providing  that  past 
Pennsylvania  Medical  Society  trustees  be  ex 
officio  members  of  the  House  of  Delegates 
(without  the  right  to  vote)  be  adopted. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Report  R of  the  Board  of 
Trustees  be  filed. 

Although  your  committee  heard  one 
speaker  in  opposition  to  this  bylaws  change, 
we  do  believe  that  the  provision  that  a past 
trustee  be  “ex  officio  without  the  right  to 
vote”  provides  sufficient  incentive  for  those 
concerned  to  seek  other  status  as  a delegate. 

The  House  adopted  the  Bylaws  change  as 
presented  in  Subject  Two  of  the  Official  Call, 
providing  that  past  PMS  trustees  be  ex  offi- 
cio members  of  the  House  of  Delegates  (with- 
out the  right  to  vote). 

The  House  approved  filing  Report  R. 

Report  A,  Committee  on  Bylaws,  Sub- 
ject 3:  Requirements  for  CtiUing  Special 
Meetings  of  the  House  of  Delegates 
Report  S,  Board  of  Trustees:  Change  in 
Bylaws  Governing  the  Calling  of  Spe- 
cial Meetings 

Mr  Speaker,  your  reference  committee  rec- 
ommends that  the  bylaws  change  appearing 
in  the  Official  Call  and  providing  revised  re- 
quirements for  calling  a special  meeting  of 
the  House  of  Delegates  be  adopted. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Report  S of  the  Board  of 
Trustees  be  filed. 

Your  committee  believes  that  these 
changes  are  appropriate  in  view  of  the 
present  size  of  the  House  of  Delegates.  We 
heard  no  testimony  on  this  bylaws  change. 

The  House  adopted  the  Bylaws  change  as 
presented  in  Subject  Three  of  the  Official 
Call,  providing  revised  requirements  for  caU- 
ing  a special  meeting  of  the  House  of  Dele- 
gates. 

The  House  approved  filing  Report  S. 

Report  A,  Committee  on  Bylaws,  Sub- 
ject 4:  Board  Eligibility 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  bylaws  change  appearing 
in  the  Official  Call  and  providing  that  mem- 
bers of  the  Board  may  not  be  fully  retired 
prior  to  the  conclusion  of  their  terms  be  re- 
ferred to  the  standing  Committee  on  Bylaws 
and  that  the  committee  be  directed  to  revise 
the  language  for  consideration  in  1988. 

Your  committee  agrees  with  the  intent  of 
this  bylaws  change  but  does  not  believe  that 
the  language  is  defined  clearly  enough  to 
avoid  serious  questions  of  interpretation. 

The  House  rejected  the  recommendation 
that  the  Bylaws  change  appearing  in  the  Of- 
ficial Call,  providing  that  members  of  the 
Board  may  not  be  fully  retired  prior  to  the 
conclusion  of  their  terms,  be  referred  to  the 
Stemding  Committee  on  Bylaws,  and  that  the 
Committee  be  directed  to  revise  the  lamguage 
for  consideration  in  1988. 

The  House  rejected  the  Bylaws  change  as 
presented  in  Subject  Four  of  the  Official  Call. 


Report  A,  Committee  on  Bylaws,  Sub- 
ject 5:  Formation  of  Young  Physicians 
Section 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  bylaws  change  appearing 


in  the  Official  Call  and  providing  for  the  crea- 
tion of  a Young  Physicians  Section  be 
adopted. 

Your  committee  was  pleased  that  it  heard 
no  questions  regarding  the  language  imple- 
menting this  bylaws  change.  Discussion  was 
almost  uneuiimous  in  support  of  the  proposal 
and  it  was  viewed  as  an  essential  first  step  in 
the  effort  to  provide  an  avenue  for  involve- 
ment in  Society  activities  by  an  under- 
represented segment  of  our  membership. 

The  House  adopted  the  Bylaws  change  as 
presented  in  Subject  Five  of  the  Official  Call, 
providing  for  the  creation  of  a Young  Physi- 
cians Section. 

Report  A,  Committee  on  Bylaws,  Sub- 
ject 6:  Indemnification  of  Directors 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  bylaws  change  appearing 
in  the  Official  Call  and  providing  for  the  In- 
demnification of  Directors  be  adopted. 

Your  reference  committee  heard  no  discus- 
sion on  this  subject.  We  do  believe,  however, 
that  it  is  important  to  provide  this  protection 
for  elected  Board  members  and  officers. 

The  House  adopted  the  Bylaws  change  as 
presented  in  Subject  Six  of  the  Official  Call, 
providing  for  the  indemnification  of  direc- 
tors. 

Resolution  87-1:  Seating  of  Delegates 
for  Unrepresented  Component  Societies 

RESOLVED,  That  if  any  component  soci- 
ety is  not  represented  by  a delegate  or  alter- 
nate at  emy  session  of  the  meeting,  then  an 
active  or  associate  member  within  the  dis- 
trict in  which  the  unrepresented  component 
society  lies,  registered  and  in  attendance, 
may  be  seated  as  the  delegate,  after  receiving 
approval  of  the  President  or  Secretary,  in 
writing,  or  the  component  society  and  the 
Credentials  Committee.  In  the  event  more 
than  one  member  is  eligible  and  requests  to 
be  seated,  the  Credentieils  Committee  shall 
seat  the  member  who  is  also  a member  of  the 
unrepresented  component  society. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  87-1  be  rejected 

Your  committee  heard  discussion  on  both 
sides  of  this  issue  and  believes  that  although 
the  language  is  an  improvement  over  pre- 
vious proposals  that  it  is  not  a desirable  solu- 
tion to  this  problem.  Your  committee  believes 
that  our  goal  should  be  to  improve  appropri- 
ate representation  in  the  House  of  Delegates, 
not  particularly  participation  by  more  mem- 
bers. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  adopt  the  following  substi- 
tute resolution:  RESOLVED,  That  if  any 
component  society  is  not  represented  by  a 
delegate  or  alternate  at  any  session  of  the 
meeting,  then  an  active  or  associate  member 
within  the  district  in  which  the  unrepre- 
sented component  society  lies,  registered  and 
in  attendance,  may  be  seated  as  the  delegate, 
after  receiving  approval  of  the  President  or 
Secretary  of  the  unrepresented  component 
society  in  writing  and  approval  of  the  Cre- 
dentials Committee.  The  President  or  Secre- 
tary of  the  unrepresented  component  society 
should  give  voting  instructions  to  the  substi- 
tute delegate;  and  be  it  further  RESOLVED, 
That  the  substitute  delegate  be  required  to 
report  in  writing  to  the  component  society  he 
represents  regarding  his  actions  as  a dele- 
gate for  that  component  society.  The  House 


approved  the  substitution. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  amend  the  substitute  resolu- 
tion by  deleting  the  last  sentence  in  the  first 
Resolved,  and  changing  the  word,  “writing”  i 
to  “person”  in  the  second  Resolved.  The 
House  approved  this  amendment.  The  House 
rejected  as  amended  substitute  Resolution  * 
87-1. 

Resolution  87-7:  Membership  Status  of 
House  of  Delegates  Members  in  AMA 

RESOLVED,  That  each  component  medi- 
cal society,  specialty  society,  emd  specied  sec-  I 
tion  having  delegates  and  alternates  to  the 
Pennsylvania  Medical  Society  House  of  Dele- ' 
gates  be  instructed  that  persons  being 
elected  must  be  active  members  of  the  Amer- 
icein  MediceJ  Association. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  87-7  be  rejected 

We  heard  testimony  for  and  against  this 
resolution.  We  applaud  the  intent  of  the  pro- 
posal and  believe  that  there  is  wisdom  in  the  ' 
efforts  to  strengthen  AMA  membership.  But 
your  committee  also  believes  that  this  plan 
would  be  divisive  and  would  decrease  partici- 
pation. 

The  House  rejected  Resolution  87-7. 

Resolution  87-16:  Membership  Status 
of  House  of  Delegates  Members  in 
PaMPAC  and  AMPAC 

RESOLVED,  That  each  component  medi- 
cal society,  speciedty  society,  emd  special  sec- 
tion naming  delegates  and  alternates  to  the 
Pennsylvania  Medical  Society  House  of  Dele- 
gates consider  as  a primary  qualification  the 
membership  of  the  physician  in  PaMPAC 
and  AMPAC. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends the  adoption  of  the  substitute  reso- 
lution in  lieu  of  87-16. 

RESOLVED,  That  each  component  medi- 
C£d  society,  specialty  society,  and  special  sec- 
tion naming  delegates  and  alternates  to  the 
Pennsylvania  Medical  Society  House  of  Dele- 
gates encourage  the  membership  of  delegates 
in  PaMPAC  and  AMPAC. 

Your  committee  heard  spirited  testimony 
on  this  issue  and  agrees  that  contributions  to 
PaMPAC  and  AMPAC  are  vital  to  the  suc- 
cess of  the  Society’s  Governmental  Relations 
program.  Our  concern  is  that  the  language 
urging  continued  and  greater  contributions 
be  appropriately  presented  so  that  it  has  the 
desired  effect  on  our  component  societies  and 
sections. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  Eunend  the  substitute  resolu- 
tion by  adding  the  words,  “. . . the  AMA  as 
well  as  . . .”  before  the  words,  “. . . PaMPAC 
and  AMPAC.”  The  House  approved  this 
Eunendment.  The  House  adopted  as  Eunended 
Substitute  Resolution  87-16. 

Reference  Committee  C 
Presented  by  Gilbert  A.  Friday,  MD 

Mr.  Speaker,  members  of  the  House  of  Del- 
egates, Reference  Committee  C has  consid- 
ered all  of  the  items  in  the  index. 

Resolution  87-39:  Joint  Venture  Con- 
tracts Between  Physicians  and  Other 
Economic  Entities 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  adopt  the  policy  that  the  patient 
should  be  informed  of  any  economic  relation- 
ship which  may  exist  between  a referrEd 
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! source  and  a resource  which  the  patient  is  re- 
I ferred  for  evaluation  or  treatment;  and  be  it 
j further 

RESOLVED,  That  the  medical  staffs  of 
I community  hospitals  be  encouraged  to  estab- 
Ush  an  oversight  committee  to  review  aU 
joint  ventme  contracts  which  encompass  the 
provision  of  professional  physician  services. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  87-39  be  adopted 
as  amended: 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  adopt  the  policy  that  the  patient 
should  be  informed  of  any  economic  relation- 
ship which  may  exist  between  a referral 
source  and  an  entity  to  which  the  patient  is 
referred  for  evaluation  or  treatment;  and  be 
it  further 

RESOLVED,  That  the  medical  staffs  of 
community  hospitals  be  encouraged  to  estab- 
lish oversight  committees  to  review  all  joint 
venture  contracts  between  the  hospital  or  its 
subsidiaries  and  any  members  of  its  medical 
staff  which  encompass  the  provision  of  pro- 
fessioneil  physician  services. 

The  reference  committee  heard  consider- 
able testimony  supporting  the  intent  of  Reso- 
lution 87-39.  However,  concern  was  ex- 
pressed over  whether  the  medical  staff  could 
appropriately  serve  as  the  oversight  mecha- 
nism in  referral  relationships  not  involving  a 
hospital  or  its  subsidiary.  The  committee  be- 
lieves the  amendment  by  addition  made  in 
the  second  RESOLVED  adequately  ad- 
dresses that  concern. 

The  House  adopted  as  amended  Resolution 
87-39. 

Resolution  87-44:  Voluntary  Financial 
Contributions  From  Medical  Staffs  to 
PMS  Impaired  Physician  Program 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  endorse  the  concept  of  obtaining 
voluntary  contributions  from  individual 
medical  staffs  in  Pennsylvania  to  support  the 
PMS  Impaired  Physician  Program;  and  be  it 
further 

RESOLVED,  That  PMS-HMSS  represen- 
tatives be  asked  to  encourage  their  individ- 
ual hospital  medical  staffs  and  hospitals  to 
make  voluntary  contributions  in  support  of 
the  Impaired  Physician  Program  and  that  a 
mechanism  be  developed  to  assist  the  HMSS 
representatives  in  this  endeavor;  and  be  it 
further 

RESOLVED,  That  the  Pennsylvania  Med- 
icEil  Society  authorize  the  HMSS  to  assist  the 
PMS  Impaired  Physician  Program  in  the  im- 
plementation of  a campaign  to  increase  medi- 

Ical  staffs’  awareness  of  the  program  and  its 
services  and  to  solicit  financial  support  from 
medical  staffs  and  their  associated  hospitals. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  87-44  be  adopted, 
with  the  following  amended  first  RE- 
SOLVED. 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  endorse  the  concept  of  obtaining 
voluntary  contributions  from  individual 
medical  staffs  in  Pennsylvania  to  support  the 
PMS  Impaired  Physician  Program  which  is  a 
benefit  to  all  physicians  in  Pennsylvania. 

The  reference  committee  heard  favorable 
testimony  which  recognized  the  necessity  for 
and  effectiveness  of  the  PMS  Impaired  Phy- 
sician Program.  It  was  pointed  out,  however, 
that  all  physicians  in  Pennsylvania,  not  just 
those  belonging  to  medical  staffs,  may  bene- 


fit from  the  services  of  both  local  committees 
and  the  statewide  program.  The  committee 
notes  that  the  second  and  third  RE- 
SOLVEDs  are  recommended  for  adoption  as 
presented  in  the  original  resolution. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  add  the  following  Resolved: 
“RESOLVED,  That  the  Pennsylvania  Medi- 
cal Society  encourage  the  State  Board  of 
Medicine  to  require  a $10  check-off  from  all 
of  the  dues  in  Pennsylvania  for  the  support 
of  the  Impaired  Physician  Program.” 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  refer  this  resolution  to  the 
Board  of  Trustees.  The  House  rejected  this 
recommendation.  The  House  rejected  the 
amendment  to  Resolution  87-44.  The  House 
adopted  as  amended  Resolution  87-44. 

Report  A,  Hospital  Medical  Staff  Sec- 
tion (HMSS) 

Mr.  Speaker,  your  Reference  Committee 
recommends  that  Report  A,  Hospital  Medi- 
cal Staff  Section  (HMSS)  be  filed. 

The  reference  committee  heard  testimony 
and  would  like  to  note  omission  in  Report  A 
of  the  Hospital  Medical  Staff  Section  that 
PMS-HMSS  representative  Edward  H. 
Dench  Jr.,  MD  was  reelected  in  June  1987  to 
a two-year  term  as  member-at-large  of  the 
AMA-HMSS  Governing  Council. 

The  House  approved  filing  Report  A. 

Waiver  of  Debate  List 
The  following  items  have  been  grouped  to- 
gether in  a waiver  of  debate  list;  no  testi- 
mony was  heard,  and  the  committee  feels  the 
items  are  of  a noncontroversial  nature. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  following  two  (2)  items  be 
filed. 

Report  L,  Board  of  Trustees;  Recom- 
mendation 3 of  President,  Hospital 
Medical  Staff 

Report  A,  Council  on  Medical  Practice 
The  House  approved  filing  the  waiver  of 
debate  items. 

Remarks  of  AMA  representative 
R.  William  Alexander,  MD,  introduced 
Daniel  H.  Johnson  Jr.,  MD,  of  New  Orleans, 
Louisana,  Vice  Speaker  of  the  AMA  House 
of  Delegates,  who  addressed  the  House. 

Nominations  and  elections 
In  accordance  with  Standing  Rule  10 
(adopted  October  22,  1982),  nominations  of 
delegates  to  the  AMA  were  held  Friday 
morning,  October  23, 1987.  Nominations  and 
elections  for  all  other  offices  were  held  Satur- 
day afternoon,  October  24,  1987.  Voting  for 
those  offices  contested  was  held  Sunday 
morning,  October  25,  1987.  The  new  officers 
for  1987-88  are: 

President:  Donald  E.  Harrop,  MD  (Chester) 
was  installed  as  President. 

President  Elect:  Gerald  L.  Andriole,  MD  (Lu- 
zerne) acceded  to  the  office  of  President 
Elect. 

Vice  President:  J.  Joseph  Danyo,  MD  (York). 
Speaker:  James  A.  Raub,  MD  (Allegheny). 
Vice  Speaker:  Jonathan  E.  Rhoads  Jr.,  MD 
(York). 

The  following  trustees  were  elected: 
Second  District:  John  W.  Lawrence,  MD 
(Delaware); 

Fourth  District:  Frederick  G.  Brown,  MD 
(Montour); 


Fifth  District:  Herbert  C.  Perlman,  MD 
(Cumberland); 

Eleventh  District:  FerduiEmd  L.  Soisson  Jr., 
MD  (Cambria): 

Resident  Physician  Section:  Jeannine  R. 
Hahn,  MD. 

Two  members  were  elected  to  serve  on  the 
Committee  to  Nominate  Delegates  and  Al- 
ternates to  the  AMA;  J.  Preston  Hoyle,  MD 
(Union)  was  reelected  to  a full  three-year 
term,  and  Matthew  Marshall  Jr.,  MD  (Alle- 
gheny) was  elected  to  a one-year  term  to  fill 
the  vacancy  due  to  the  resignation  of 
Thomas  J.  Kardish,  MD. 

George  P.  Rosemond,  MD  (Philadelphia) 
and  D.  Ernest  Witt,  MD  (Columbia)  were 
elected  to  serve  on  the  PMS  Judicial  Council. 

Report  of  the  Committee  to  Nominate 
Delegates  and  Alternates  to  the  AMA 

The  nominations  of  the  Committee  to 
Nominate  Delegates  and  Alternates  to  the 
American  Medical  Association  were  pub- 
lished on  pages  one  and  two  of  the  Official 
Reports  Book.  Nine  delegates  elected  to  two- 
year  terms  commencing  January  1,  1988, 
were:  Gerald  L.  Andriole,  MD  (Luzerne); 
Donald  C.  Brown,  MD  (Westmoreland);  Jo- 
seph N.  Demko,  MD  (Lackawanna);  George 
Ross  Fisher  HI,  MD  (Philadelphia):  Gordon 
K.  MacLeod,  MD  (Allegheny);  William  H. 
Mahood,  MD  (Montgomery);  Timothy  J.  Mi- 
chals,  MD  (Philadelphia);  Robert  N.  Moyers, 
MD  (Crawford);  and  Jonathan  E.  Rhoads  Jr., 
MD  (York). 

Nine  alternate  delegates  to  the  AMA 
elected  for  two-year  terms  commencing  Jan- 
ueiry  1,  1988,  were:  Mary  C.  Barton,  MD 
(Dauphin);  Joseph  B.  Blood  Jr.,  MD  (Brad- 
ford); Ronald  J.  Clearfield,  MD  (Westmore- 
land); James  L.  Cristol,  MD  (Philadelphia); 
Joseph  A.  Girone,  MD  (Bucks);  Lee  H.  Mc- 
Cormick, MD  (Allegheny);  Michael  J.  Pren- 
dergast,  MD  (York);  Barbara  A.  Shelton,  MD 
(Philadelphia);  and  Donald  H.  Smith,  MD 
(Northampton). 

Three  alternate  delegates  elected  to  partial 
terms  commencing  January  1,  1988,  and  ex- 
piring December  31,  1988,  were;  Richard  D. 
Baltz,  MD  (Dauphin);  James  B.  Couch,  MD 
(Philadelphia);  and  Donald  G.  Ferguson,  MD 
(Allegheny). 

Reference  Committee  D 

Presented  by  Howard  A.  Richter,  MD 

Mr.  Speaker,  members  of  the  House  of  Del- 
egates, Reference  Conunittee  D has  consid- 
ered all  of  the  items  in  the  index. 

Recommendation  4:  Address  of  the 
President  Elect:  Increase  Lobbying  in 
Washington 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  this  portion  of  the  address  of 
the  President  Elect  be  approved. 

The  House  approved  Recommendation  4 of 
the  President  Elect. 

Resolution  87-4:  Prescribing  of  Thera- 
peutic Drugs  by  Optometrists 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  oppose  SB  657  and  appropriately 
call  upon  the  legislators  to  defeat  this  bill. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  87-4  be  adopted. 

Yom  reference  committee  views  this  action 
to  be  a reaffirmation  of  existing  policy. 

The  House  adopted  Resolution  87-4. 
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Resolution  87-18:  Splitting  Surgical  Fee 
With  Nonphysicians 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  Judicial  Council  and  the  State 
Board  of  Medicine  be  requested  to  issue  a for- 
mal opinion  on  the  ethical  responsibilities  of 
physicians  under  a fractionated  fee  system. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  87-18  be  referred. 

The  House  rejected  referring  Resolution 
87-18.  It  was  moved  and  seconded  from  the 
floor  of  the  House  to  adopt  the  following  sub- 
stitute resolution,  “WHEREAS,  The  global 
fee  for  surgery  includes  the  postoperative 
care  by  the  surgeon  or  a designated  appropri- 
ately trained  physician;  and  WHEREAS, 
Optometrists  are  not  trained  in  surgery,  nor 
in  the  postoperative  care  and  management  of 
the  cataract  patient;  and  WHEREAS,  The 
Omnibus  Budget  Reconciliation  Act  (OBRA) 
mandates  that  optometrists  may  be  compen- 
sated for  services  they  are  authorized  to  pro- 
vide in  a state  under  Medicare  coverage;  and 
WHEREAS,  Optometrists  and  others  have 
interpreted  this  as  license  to  have  optome- 
trists engage  in  the  postoperative  care  of  the 
cataract  patient;  and  WHEREAS,  Such 
postoperative  care  by  optometrists  could 
result  in  damage  to  the  eyes  of  such  patients; 
and  WHEREAS,  The  operating  surgeon 
must  code  such  surgery  differently  from 
those  cataract  operations  that  have  the  sur- 
geon delivering  postoperative  care;  and 
WHEREAS,  Payment  of  a fee  for  referral  is 
fee  splitting  and  is  unethical  under  the  AMA 
Principles  of  Medical  Ethics;  therefore  be  it 
RESOLVED,  That  the  Pennsylvania  Medi- 
cal Society  Judicial  Council  and  the  State 
Board  of  Medicine  be  requested  to  issue  a for- 
mal opinion  on  the  ethical  responsibilities  of 
physicians  under  a fractioned  fee  system; 
and  be  it  further  RESOLVED,  That  the 
Pennsylvania  Delegation  to  the  AMA  be  in- 
structed to  draft  cmd  introduce  a resolution 
to  the  Interim  Meeting  of  the  AMA  House  of 
Delegates  (1987).” 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  table  this  matter  until  the 
next  day.  The  House  rejected  this  motion.  It 
was  moved  and  seconded  from  the  floor  of 
the  House  that  the  final  whereas  in  the  sub- 
stitute resolution  be  made  the  first  Resolved. 
The  House  approved  this  motion.  It  was 
moved  and  seconded  from  the  floor  of  the 
House  to  amend  the  substitute  resolution  by 
replacing  the  words,  “.  . . formal  opinion  . . .” 
with  the  word,  “statement,”  in  the  second 
Resolved  £uid,  in  the  final  Resolved,  deleting 
the  word,  “similEU-”  and  inserting  after  the 
word,  “resolution,”  the  words,  “. . . express- 
ing these  sentiments  and  concerns  ...”  The 
House  approved  this  motion.  The  House 
adopted  as  amended  Substitute  Resolution 
87-18. 

Recommendation  1:  Address  of  the 
President  Elect;  Continue  Task  Force 
on  Professional  Liability  Initiative 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  this  portion  of  the  address  of 
the  President  Elect  be  approved. 

The  House  approved  Recommendation  1. 

Recommendation  2:  Address  of  the 
President  Elect;  Support  House  Bills 
1828-1834 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  this  portion  of  the  address  of 


the  President  Elect  be  approved. 

The  House  approved  Recommendation  2. 

Recommendation  3:  Address  of  the 
President  Elect;  Seek  Meaningful  Tort 
Reform 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  this  portion  of  the  address  of 
the  President  Elect  be  approved. 

The  House  approved  Recommendation  3. 

Report  C,  Board  of  Trustees;  CAT  Fund 
Coercion 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Report  C be  referred  back  to 
the  Board  with  the  request  that  it  seek  a writ- 
ten response  from  the  Director  of  the  CAT 
Fund. 

The  House  approved  referring  Report  C 
back  to  the  Board  with  the  request  that  it 
seek  a written  response  from  the  Director  of 
the  CAT  Fund. 

Report  G,  Board  of  Trustees:  Cap  on 
Pain  and  Suffering 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Report  G be  be  approved  in 
lieu  of  Resolution  86-46. 

The  House  approved  Report  G in  lieu  of 
Resolution  86-46. 

Report  J,  Board  of  Trustees;  Integrated 
Excess  Liability  Fund 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Report  J be  approved  in  lieu  of 
Resolution  8&55. 

The  House  approved  Report  J in  lieu  of 
Resolution  86-55. 

Report  FF,  Board  of  Trustees:  LiabUity 
Legislative  Package 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Report  FF  be  approved. 

The  House  approved  Report  FF. 

Recommendation  1:  Address  of  the 
President:  Pubhc  Relation  Effort  for 
Tort  Reform 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  this  portion  of  the  address  of 
the  President  be  approved. 

The  House  approved  Recommendation  1. 

Recommendation  2:  Address  of  the 
President;  Improve  Risk  Management 
and  Patient  Relations 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  this  portion  of  the  address  of 
the  President  be  approved. 

The  House  approved  Recommendation  2. 

Resolution  87-5:  Revision  of  Malprac- 
tice Contracts 

RESOLVED,  That  all  contracts  in  the 
state  of  Pennsylvania  written  for  malpractice 
be  revised  by  appropriate  legislation  that 
permits  no  such  clauses  or  stipulations  in 
malpratice  or  insured  contracts  whereupon 
the  insured  physician  has  indicated  em  ade- 
quate defense  and  reason  for  the  case  not  to 
be  settled  and  in  such  a case  not  be  settled 
Emd  the  insured  physician  not  be  liable  for 
cost;  and  be  it  further 

RESOLVED,  That  if  defense  provided  by 
the  company  is  not  deemed  adequate  to  have 
the  spirit  or  intent  of  defending  an  insured, 
the  insured  will  have  the  right  to  choose  ap- 
propriate counsel  and  so  indicate  to  the  com- 
pauiy  a desire  to  chemge  counsel  for  this  rea- 
sonable cause. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  87-5  be  referred  to 


the  Board  for  investigation  and  report  back 
to  the  House. 

The  reference  committee  felt  the  concepts 
in  this  resolution  merit  closer  scrutiny,  but 
not  adoption  at  this  time. 

The  House  approved  referring  Resolution 
87-5  to  the  Board  for  investigation  and  re- 
port back. 

Resolution  87-23:  Adherence  to  Mal- 
practice Contract  Provisions 

RESOLVED,  That  the  Pennsylvania  Med- 
iced  Society  assist  its  membership  in  the  sur- 
veillance of  accountability  of  the  various  mal- 
practice insurance  carriers  to  conform  to 
their  marketing  promises  and  contracts;  and 
be  it  further 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  help  monitor  the  terms  of  the 
contracts  as  proposed  during  solicitation  of 
PMS  members  and  thereafter;  emd  be  it  fur- 
ther 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  support  its  membership  in 
actions  against  an  insurance  company  which 
fedls  to  fulfill  the  terms  of  its  contracts. 

(Financial  Note:  Depending  on  the  nature 
of  the  support  called  for  in  the  final  Resolve, 
there  could  be  some  fincuicial  impact  to  the 
Society.) 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  87-23  be  referred  to 
the  Board  of  Trustees  for  study  and  report 
back  to  the  House. 

The  committee  heard  that  assistance  to 
members  seeking  help  with  insurance  con- 
tracts may  already  be  available  from  PMS 
staff.  PMS  policy  should  be  stated  by  the 
Board  in  this  matter. 

The  House  approved  referring  Resolution 
87-23  to  the  Board  for  study  and  report  back. 

Resolution  87-17:  One-Time  Contribu- 
tion to  the  Physicians’  Cincinnatus  So- 
ciety 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  assess  each  member  one  time  $25 
to  be  contributed  to  the  Physicians’  Cincin- 
natus Society  for  the  purpose  of  supporting 
the  legal  challenge  to  mandatory  professional 
liability  insurance  because  mandatory  pro- 
fessional liability  insurance  puts  our  ability 
to  practice  at  the  mercy  of  insurance  compa- 
nies emd  market  conditions. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  87-17  be  rejected. 

This  resolution  is  contrary  to  the  present 
policy  of  this  House.  The  House  rejected  the 
concept  of  Federal  Constitutional  Challenge 
to  Act  111  in  1986.  Your  Committee  sees  no 
compelling  reason  to  change  this  judgment. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  adopt  the  following  substi- 
tute resolution:  “RESOLVED,  That  the 
Pennsylvania  Medical  Society  encourage 
each  member  to  voluntarily  contribute  $25  to 
the  Physicians  Cincinnatus  Society  legal  de- 
fense fund  for  the  purpose  of  chedlenging  the 
constitutionality  of  mandatory  liability  in- 
surance.” The  House  rejected  substitute  Res- 
olution 87-17.  The  House  rejected  Resolution 
87-17. 

Waiver  of  Debate  List 

The  following  items  have  been  grouped  to- 
gether in  a wEiiver  of  debate  list;  little  or  no 
testimony  was  heard  and  the  committee  feels 
the  items  are  of  a noncontroversial  nature. 
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Mr.  Speaker,  your  reference  committee  rec- 
ommerids  for  filing  the  following  reports: 

Report  A,  Council  on  Legislation:  An- 
nual Report 

[Report  B,  Council  on  Legislation:  Legis- 
lative Efforts 

Report  AA,  Board  of  Trustees:  Profes- 
sional Liability  Update 
Report  E,  Board  of  Trustees:  PMS  Re- 
ports from  PMSLIC 
The  House  approved  filing  the  waiver  of  de- 
bate items. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends for  rejection  the  following  resolu- 
tion: 

Resolution  SI -21:  Patients’  Bill  of  Obli- 
gations 

RESOLVED,  That  PMS  petition  the 
AMA  to  develop  and  widely  disseminate  a 
Patient’s  Bill  of  Obligations  to  their  physi- 
cians for  the  enhancement  of  their  joint  pur- 
suit of  the  patients’  optimal  medical  care. 

The  House  extracted  Resolution  87-27 
from  the  waiver  of  debate  list.  It  was  moved 
and  seconded  from  the  floor  of  the  House  to 
refer  Resolution  87-27.  The  House  approved 
this  motion. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends the  following  for  approval  and 
commendation: 

Report  A,  Pennsylvania  Medical  Politi- 
cal Action  Committee 
Recommendation  5:  Address  of  Presi- 
dent Elect:  Support  PaMPAC  and  Key- 
stone Club 

Recommendation  6:  Address  of  Presi- 
dent Elect:  New  Candidate  Initiative 
Recommendation  7:  Address  of  Presi- 
dent Elect:  Judge  Judges  by  PaMPAC 
The  House  approved  and  commended  the 
items  on  the  waiver  of  debate  list. 

Recess 

The  House  of  Delegates  was  recessed  at 
4:25  p.m.  until  8:30  a.m.,  Sunday,  October  25. 

Inaugural  program  and  reception 
The  inaugural  program  was  held  at  6:30 
p.m.,  Saturday,  October  24,  1987,  in  the 
Trinadad  Room  of  the  Hershey  Lodge  and 
Convention  Center. 

Opening  remarks— 3 araes  A.  Raub,  MD, 
Speaker  of  the  House  of  Delegates,  presented 
opening  remarks. 

Master  of  ceremonies— 3 . Joseph  Danyo, 
MD,  Chairman  of  the  PMS  Board  of  Trust- 
lees,  presided  as  the  master  of  ceremonies. 

Invocation— The  invocation  was  presented 
! by  Betty  L.  Cottle,  MD,  member  of  the  PMS 
Board  of  Trustees. 

Pledge  of  allegiance — J.  Joseph  Danyo, 
!MD,  led  the  attendees  of  the  program  in  the 
pledge  of  allegiance. 

I Introductions — J.  Joseph  Danyo,  MD, 
(made  the  following  introductions:  Pennsylva- 
inia  Medical  Society  officers  and  trustees; 
{Pennsylvania  Medical  Society  Past  Presi- 
I dents;  Pennsylvania  Medical  Society  Auxil- 
(iary  President  and  Immediate  Past  Presi- 
dent; Auxiliary  dignitaries  and  Board  of 
Directors;  and  visiting  dignitaries. 

Presentation  of  plaques  to  retiring 
leaders— 3.  Joseph  Danyo,  MD,  presented  re- 
tiring trustee  plaques  to  Henry  H.  Fetter- 
1 man,  MD,  and  J.  Mostyn  Davis,  MD.  It  was 
I noted  that  Ernest  L.  Abernathy  MD,  who 

i 


was  not  able  to  be  in  attendance,  was  also 
retiring  from  the  PMS  Board  of  Trustees. 

Presentation  of  Past  President's 
medallion — J.  Joseph  Danyo,  MD,  presented 
the  Past  President’s  Medalhon  to  R.  Robert 
Tyson,  MD,  Philadelphia  County,  in  tribute 
to  his  great  efforts  on  behalf  of  the  Pennsyl- 
vania Medical  Society  as  its  137th  President. 
Following  the  presentation.  Dr.  'Tyson  briefly 
addressed  the  attendees. 

Installation  of  the  president— 3 . Joseph 
Danyo,  MD,  installed  Donald  E.  Harrop, 
MD,  Chester  Coimty  as  the  138th  President 
of  the  Pennsylvania  Medical  Society.  After 
taking  the  oath  of  office.  Dr.  Harrop  intro- 
duced his  family  and  special  guests  and  deliv- 
ered brief  remarks. 

Closing  remarks— 3an\es  A.  Raub,  MD, 
presented  closing  remarks.  Following  the  in- 
augural program,  a reception  was  held  in  the 
Aztec/Nigerian  Rooms. 

Final  session — October  25,  1987 
The  final  session  of  the  1987  House  of  Del- 
egates was  called  to  order  in  the  Aztec/ 
Nigerian  Rooms  of  the  Hershey  Lodge  and 
Convention  Center,  Sunday,  October  25, 
1987,  at  8:40  a.m. 

Credentials  committee 
James  L.  Harrison,  MD,  Lycoming 
County,  Chairman  of  the  Credentials  Com- 
mittee, presented  the  following  report: 

Mr.  Speaker,  there  is  a quorum  of  256  dele- 
gates registered  and  in  attendance  today. 

Reference  Committee  E 
Presented  by  Thomas  J.  Kardish,  MD 
Mr.  Speaker,  members  of  the  House  of  Del- 
egates, Reference  Committee  E has  consid- 
ered all  of  the  items  in  the  index. 

Resolution  87-29:  Release  of  “Raw 
Data’’  Under  the  Health  Care  Cost  Con- 
tainment Act  (Act  No.  1986-89) 
RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  request  the  Health  Care  Cost 
Containment  Council  to  assure  that  the  data 
has  been  verified  through  expert  review  with 
a specified  compilation  methodology  before 
being  released  to  the  public. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  Resolution  87-29. 

Your  reference  committee  heard  consider- 
able testimony  on  this  resolution.  Some  ex- 
pressed opinions  that  the  Resolved  should  be 
stronger,  however,  all  testimony  reinforced 
the  conviction  that  the  interpretation  of  the 
data  coming  from  the  Health  Care  Cost  Con- 
tainment Council  must  rest  with  physicians. 
The  House  adopted  Resolution  87-29. 

Recommendations  19,  20,  and  21  of 
President  Elect:  Cost  Containment 
Mr.  Speaker,  your  reference  committee  rec- 
ommends approval  of  Recommendations  19, 
20,  and  21  of  the  President  Elect. 

Your  reference  committee  heard  consider- 
able testimony  on  these  recommendations. 
The  testimony  supported  full  funding  for  the 
Commission  on  Health  Care  Cost  Contain- 
ment. Also,  testimony  supported  giving  task 
force  status  to  the  Conunission  in  the  event 
its  deliberations  and  recommendations  are 
hampered  because  of  the  requirement  it  re- 
port to  the  Council  on  Medical  Economics 
which  meets  only  four  (4)  times  a year. 


The  House  approved  Recommendations 
19,  20,  and  21  of  the  President  Elect. 

Resolution  87-31:  Reaffirmation  of  Res- 
olution 85-3,  Blue  Shield/Blue  Cross 
RESOLVED,  That  the  House  of  Delegates 
reaffirm  its  1985  action  on  Resolution  85-3, 
Blue  Shield/Blue  Cross:  “RESOLVED,  That 
the  Pennsylvania  Medical  Society  lobby  for 
the  introduction  of  legislation  which  would 
remove  the  special  status  of  Blue  Shield  £md 
Blue  Cross  and  have  these  companies  treated 
in  the  seune  manner  as  aH  other  heedth  insur- 
ers operating  in  the  Commonwealth  of  Penn- 
sylvania.” and  direct  the  Board  of  'Trustees 
to  take  prompt  action  to  implement  this  di- 
rective. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  Resolution  87-31. 

Your  reference  committee  heard  consider- 
able heated  and  emotional  testimony  on  this 
resolution.  Although  the  testimony  heard 
was  both  pro  emd  con  your  reference  commit- 
tee felt  that  the  testimony  in  support  of  Res- 
olution 87-31  outweighed  the  testimony 
against  it.  Your  reference  committee,  how- 
ever, does  not  think  that  the  Resolved  of  this 
resolution  will  answer  aU  of  the  issues  or 
solve  some  of  the  meirked  inequities  dis- 
cussed at  the  hearing,  but  it  is  an  initial  posi- 
tive step. 

The  House  rejected  Resolution  87-31. 

Resolution  87-33:  Pre-Paid  Physician 
Services  for  the  Citizens  of  the  Com- 
monwealth of  Pennsylvania 
RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  organize  a separate 
corporation— an  organization  designed  to 
provide  the  timely,  humane,  appropriate,  and 
necessary  health  care  benefits  to  the  citizens 
of  the  Commonwealth  of  Pennsylvania. 
These  benefits  are  to  be  offered  on  a pre-paid 
basis  at  a reasonable  cost. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  substitute  Resolution 
87-33. 

Your  reference  committee,  after  discussion 
with  the  author  of  Resolution  87-33  agreed 
that  the  following  Resolves  be  substituted: 
RESOLVED,  that  the  all-member  survey 
on  Alternative  Delivery  Systems  approved 
by  the  PMS  Board  of  Trustees  include  a 
method  for  determining  physicians’  interest 
in  participating  in  a PMS-sponsored  physi- 
cians service  network  and  the  results  be  re- 
ported to  the  members  of  the  House  of  Dele- 
gates upon  completion. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  amend  the  substitute  resolu- 
tion to  read:  “RESOLVED,  That  the  survey 
on  Alternative  Delivery  Systems  approved 
by  the  PMS  Board  of  Trustees  include  a 
method  for  deterniining  physicians’  interest 
in  participating  in  a PMS-sponsored  physi- 
cians service  network  and  that  the  results  of 
the  survey  be  reported  to  the  members  of 
PMS  no  later  than  March  1,  1988.” 

The  House  approved  this  amendment.  The 
House  adopted  as  amended  substitute  Reso- 
lution 87-33. 

Recommendation  5 of  the  President: 
Voluntary  Program  for  Care  of  the  Indi- 
gent in  Pennsylvania 
Mr.  Speaker,  your  reference  committee  rec- 
ommends approval  of  Recommendation  5 of 
the  President. 

Your  reference  committee  heard  consider- 
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able  testimony  relative  to  this  recommenda- 
tion. AU  testimony  was  in  support  of  strong 
physician  involvement  and  commitment  to 
solving  the  problem  of  providing  health  c£ire 
services  to  those  people  with  inadequate  or 
no  health  care  benefits.  It  was  noted  that  a 
study  of  the  medically  indigent  in  Pennsylva- 
nia is  being  conducted  by  the  Health  Care 
Cost  Containment  Council.  The  report  of  this 
study  should  be  available  by  April  1,  1988. 

The  House  approved  Recommendation  5. 

Resolution  87-2:  Nursing  Home  Visits 
by  Attending  Physicituis 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  consider  a different  formula  for 
frequency  of  visits  to  nursing  homes  and 
then  begin  a dialogue  with  state  and  federal 
authorities  to  attempt  a change  in  the 
present  regulations. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  Resolution  87-2. 

Your  reference  committee  heard  little  testi- 
mony on  this  resolution.  Although  this  prob- 
lem has  been  brought  to  the  attention  of  both 
federed  and  state  tigencies  in  the  past  no  posi- 
tive results  have  been  achieved.  If  this  reso- 
lution is  adopted,  it  will  be  brought  to  the 
attention  of  the  Society’s  AMA  delegation. 

The  House  adopted  Resolution  87-2. 

Resolution  87-28:  Medicare  Home 
Health  Benefits 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  aid  the  Pennsylvania  Associa- 
tion of  Home  Health  Agencies  to  obteiin  from 
the  Health  Care  Finemcing  Administration 
consistent,  fair  and  simplified  regulations 
(with  quedity  assurance  of  a reasonable  na- 
ture) that  will  result  in  timely  payments  for 
services  rendered  to  Medicare  patients. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  Resolution  87-28. 

Your  reference  committee  heard  consider- 
able testimony  on  this  resolution.  The  arbi- 
trary apphcations  of  regulations  by  Medicare 
fiscal  intermediaries  have  created  problems 
across  the  country  for  home  health  agencies 
and  the  Medicare  patients  that  require  their 
services.  It  was  noted  that  KePRO  intro- 
duced a sinuletr  resolution  at  the  Annual 
Meeting  of  the  American  Medical  Peer  Re- 
view Association  (AM  PR  A)  earlier  this 
month. 

The  House  adopted  Resolution  87-28. 

Resolution  87-22:  KePRO  Review  Sys- 
tem 

RESOLVED,  That  the  Society  explore  the 
development  of  some  mechanism  whereby  a 
higher  “de  novo”  appeal  process  could  con- 
tinuously satisfy  the  Society  as  to  the  qual- 
ity of  KePRO  peer  review. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends rejection  of  Resolution  87-22. 

Your  reference  committee  heard  testimony 
on  both  sides  of  this  issue.  It  was  pointed 
out,  however,  that  KePRO  provides  a ter- 
tiary review  system  and  that  up  to  four  (4) 
physician  reviews  are  performed  if  a case  is 
appealed.  Also,  HCFA  regulations  do  not  al- 
low review  outside  of  the  PRO  system;  one  of 
the  concerns  for  this  position  is  confidential- 
ity. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  refer  Resolution  87-22  to  the 
Board  of  Trustees.  The  House  approved  re- 
ferring Resolution  87-22. 


Report  HH,  Board  of  Trustees:  Massa- 
chusetts Medical  Society  Position 
Mr.  Speaker,  your  reference  committee  rec- 
ommends approval  of  Report  HH  of  the 
Board  of  Trustees. 

Your  reference  committee  heard  only  posi- 
tive testimony  on  this  report. 

The  House  approved  Report  HH. 

Resolution  87-46:  Peer  Review  of  Medi- 
cal Care  in  all  U.S.  Government  Health 
Care  Facilities 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  endorse  the  concept  that 
government-managed  hospitals  be  subject  to 
tbe  same  peer  review  organization  proce- 
dures as  Eue  memdated  for  private  sector  hos- 
pitals; and  be  it  further 
RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  instruct  its  delegation  to  the 
American  Mediced  Association  to  submit  a 
resolution  to  the  1987  Interim  Meeting  re- 
questing that  the  AMA,  in  order  to  ensure 
that  all  patients  receive  the  same  quahty  of 
care,  reaffirm  its  existing  policy  that  PRO  re- 
view be  extended  to  include  review  of  aU  care 
dehvered  through  government-managed  hos- 
pitals; and  be  it  further 
RESOLVED,  That  the  AMA  be  requested 
to  work  vigorously  for  the  passage  of  an 
2unendment  to  the  present  PRO  law  to  ex- 
tend such  review  to  all  government-managed 
hospitals. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  Resolution  87-46. 

Your  reference  committee  heeud  only  posi- 
tive testimony  on  this  resolution.  Testimony 
was  offered  that  quedity  issues  should  be  ap- 
pUed  equally  in  edl  medical  facilities. 

The  House  adopted  Resolution  87-46. 

Waiver  of  Debate  List 
The  following  items  have  been  grouped  to- 
gether in  a weaver  of  debate  hst;  httle  or  no 
testimony  was  heard  and  your  reference  com- 
mittee feels  the  items  are  of  a noncontrover- 
sial  nature. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends for  adoption: 

Recommendations  3 and  4 of  President: 
Cost  Containment 

Recommendation  22  of  President  Elect: 
Medical  Licensure  Tied  to  Participation 
in  Medicare/Medicaid 
Resolution  87-19:  Improvement  of  the 
Early  and  Periodic  Screening  Diagnosis 
and  Treatment  Program  (EPSDT)  Un- 
der Medical  Assistance 
RESOLVED,  That  PMS  join  with  the 
Pennsylvania  Chapter  of  the  American  Acad- 
emy of  Pediatrics  to: 

1.  foster  continuity  of  care  in  the  Early 
and  Periodic  Screening,  Diagnosis  and 
Treatment  Program  (EPSDT); 

2.  upgrade  the  standard  of  care  coverd  by 
the  EPSDT  program  to  the  current  mini- 
mum guidelines  for  routine  health  supervi- 
sion of  the  Americem  Academy  of  Pediat- 
rics: 

3.  reestabhsh  the  EPSDT  Technical  Advi- 
sory Committee  as  a subcommittee  of  the 
Medical  Assistance  Advisory  committee 
to  provide  ongong  input  on  ways  to  im- 
prove the  utilization  and  effectiveness  of 
the  EPSDT  program;  and 

4.  increase  incentives  for  provider  partici- 
pation by  increasing  EPSDT  fees  in  pro- 
portion to  the  increase  to  be  implemented 


for  the  general  Mediced  Assistance  outpa- 
tient fees  in  April  1988. 

Resolution  87-20:  State  Study  of  Health 
Insurance  Subsidy  Program  to  allow 
Low  Income,  Uninsured  Families  to 
Buy  Medical  Assistance  Coverage  for 
Their  Children 

RESOLVED,  That  the  PMS  join  the  Penn- 
sylvania Chapter  of  the  American  Academy 
of  Pediatrics  in  calling  for  a state  study  to 
assess  the  magnitude  of  the  medical  indi- 
gency problem  for  pregnant  women  and  chil- 
dren; and  be  it  further 

RESOLVED,  That  the  data  from  the 
study  should  be  used  to  develop  a plan  for 
subsidizing  health  insurance  for  medically  in- 
digent feunihes  (those  whose  incomes  are 
above  eUgibilty  for  Medical  Assistance  but 
not  high  enough  to  make  insurance  afford- 
able.) 

Resolution  87-21:  PMS  Support  for 
Child  Health  Insuremce  Reform  Pro- 
posals 

RESOLVED,  That  PMS  jon  the  Pennsyl- 
vania Chapter  of  the  American  Academy  of 
Pediatrics  in  seeking  support  for  legislation 
to  require  coverage  of  health  supervision  ser- 
vices to  children  in  all  health  insurance  poli- 
cies sold  or  delivered  in  PennsylvEmia  as  a 
mandated  benefit. 

Resolution  87-45:  Medical  Assistance 
Hospitalization  Denials 

RESOLVED,  That  the  Pennsylvania  Med- 
iced  Society  identify  what  criteria  eire  being 
utilized  by  Pennsylvania’s  Medical  Assis- 
tance program  to  approve  or  deny  coverage 
for  hospital  admission  and  determine 
whether  these  criteria  are  appropriate  in 
their  apphcation. 

The  House  adopted  the  items  on  the 
waiver  of  debate  list. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends for  rejection: 

Resolution  87-24:  Reimbursement  for 
Duplicating  Pennsylvania  Medical  As- 
sistance Records  by  Pennsylvania  Med- 
icEil  Society 

RESOLVED,  That  PMS  reimburse  their 
members  for  expenses  incurred  in  copying 
and  sending  records  of  welfare  recipient  pa- 
tients to  PMS  Professional  Review  Network 
Committee  which  is  acting  as  the  designated 
peer  review  of  the  Pennsylvania  Department 
of  Pubhc  Welfare. 

The  House  rejected  Resolution  87-24. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends for  filing: 

Report  A,  Council  on  Medical  Econom- 
ics 

Report  Y,  Botird  of  Trustees:  Resolution 
86-10,  Discounted  Care  for  the  Elderly 
Report  EE,  Board  of  Trustees:  Medical 
Assistance  Participation:  All  Pennsyl- 
vania Physicians/PMS  Members 
Report  D,  Board  of  Trustees:  Resolu- 
tion 86-13,  Measurement  of  Quality 
Health  Care  Debvery 
Report  P,  Board  of  Trustees:  Recom- 
mendation of  President  Elect  Re: 
Health  Care  Cost  Containment  Council 
Report  A,  Keystone  Peer  Review  Or- 
ganization (KEPRO) 

The  House  approved  filing  the  waiver  of 
debate  items. 

Mr.  Speaker,  your  reference  committee  rec- 
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ommends  for  referral  to  the  Board  of  Trust- 
I ees: 

! Resolution  87-25:  Contracts  With 
Third-Party  Payors 

I RESOLVED,  That  (1)  PMS  membership 
be  kept  fully  informed  of  any  contracts  being 
I negotiated  on  behalf  of  PMS  with  third  par- 
j ties  that  have  programs  impacting  on  physi- 
cians and  their  care  of  patients,  (2)  that  these 
I programs  are  closely  monitored  by  PMS  ad 
1 hoc  oversight  committees  which  are  to  keep 
jthe  membership  fully  informed  of  these  ac- 
Itivities,  (3)  that  rules  and  guidelines  be 
drawn  regarding  the  remimerative  involve- 
ment of  PMS  representatives  in  these  pro- 
grams so  as  to  minimize  conflicts  of  interest, 
and  (4)  that  these  contracts  be  drawn  up  so 
that  the  financial  impact  on  the  individual 
member  is  minimized. 

Resolution  87-37:  Inappropriate  Fintd 
Denials  by  KePRO 
RESOLVED,  That  PMS  work  with  Ke- 
PRO to  develop  an  independent  super  review 
mechanism  whereby  an  outside  eu'bitration 
and  review  panel  of  qualified  physicians  can 
review  and  make  recommendations  to  Ke- 
PRO on  appeal-disputed  cases  that  have  re- 
ceived final  denial  but  have  been  supported 
by  the  hospital  UR  committee  and/or  an  in- 
dependent physician  specialist. 

Resolution  87-34:  KePRO  Quality  Re- 
view 

RESOLVED,  That  the  Peimsylvania  Med- 
ical Society  instruct  KePRO  to  revise  emd  re- 
evaluate their  quality  review  process. 

Resolution  87-35:  KePRO  Physician  Re- 
viewers Scheduling 
RESOLVED,  That  PMS  instruct  KePRO 
to  develop  a physician  reviewer  scheduling 
system  with  sufficient  lead  time  to  assure 
that  only  qualified  physicians  in  the  seune 
specialty  will  be  doing  second  level  physician 
review. 

The  House  approved  referring  to  the 
Board  of  Trustees  the  waiver  of  debate 
items. 

Reference  Committee  B 
Presented  by  Abram  M.  Hostetter,  MD 
Mr.  Speaker,  members  of  the  House  of  Del- 
egates, Reference  Committee  B has  consid- 
ered all  of  the  items  in  the  index. 

Report  F,  Board  of  Trustees:  Physician 
Population  in  Pennsylvania 
Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Report  F be  approved. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  amend  the  first  conclusion  of 
the  CouncU  on  Education  and  Science  in  Re- 
port F as  follows,  to  be  prepared  for  distribu- 
tion; “1.  Analysis  of  physician  production 
and  distribution  in  PeimsylvEuiia  should  con- 
tinue to  be  examined  by  the  Pennsylvania 
j Medical  Society  but  should  be  broadened  to 

I include  discussions  with  the  state’s  medical 
schools,  recognized  experts  on  Peimsylva- 
nia’s  health  manpower  needs,  and  members 
j of  the  state  legislature.  These  discussions 
should  be  undertaken  through  a PMS- 
sponsored  or  jointly-sponsored  progreun.” 
The  House  approved  this  amendment.  The 
House  approved  Report  F as  amended. 

Resolution  87-47:  Action  Regulating 
the  Supply  of  Physicians 
! RESOLVED,  That  the  Pennsylvania  Med- 


ical Society  work  to  decrease  the  continuing 
rise  in  the  physician  population  ratio  in  Penn- 
sylvania by: 

1.  decreasing  first  year  medical  student 
enlistment; 

2.  decreasing  the  number  of  foreign  medi- 
cal graduates  who  practice  in  Peimsylva- 
nia;  and 

3.  decreasing  allied  health  providers  who 
practice  medicine;  and  be  it  further 
RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  encourage  physicians  to  serve  ar- 
eas where  a physician  shortage  exists. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  87-47  be  amended 
by  substitution  of  the  following  language  for 
the  first  resolved. 

RESOLVED,  That  to  maintain  high  qual- 
ity patient  care  the  Pennsylvania  Medical  So- 
ciety seek  legislative  action  to  decrease  the 
continuing  rise  in  physician  population  ratio 
in  Pennsylvania  by: 

1.  decreasing  first  year  medical  student 
enrollment; 

2.  decreasing  the  flow  of  medical  gradu- 
ates from  all  sources:  and 

3.  decreasing  the  rise  in  allied  health  pro- 
viders who  practice  medicine; 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  87-47  as  amended 
be  adopted. 

The  majority  of  the  testimony  heard  fo- 
cused on  the  negative  impact  of  the  first  re- 
solved of  Resolution  87-47. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  amend  the  substitute  Re- 
solved by  deleting  #\  and  revising  #2  to  read, 
“stop  the  flow  of  medical  graduates  from 
non-LCGME  accredited  medical  schools.”  It 
was  moved  and  seconded  from  the  floor  of 
the  House  to  refer  to  the  Board  of  Trustees 
Resolution  87-47,  along  with  the  proposed 
substitute  Resolved  and  amendments. 

The  House  approved  referring  Resolution 
87-47  to  the  Board. 

Report  Z,  Board  of  Trustees:  Controlled 
Sympathomimetic  Amines 
Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Report  Z be  approved. 

Your  reference  committee  heard  testimony 
supporting  the  efforts  of  the  Pennsylvania 
Mescal  Society  as  contained  in  this  report. 
The  House  approved  Report  Z. 

Resolution  87-3:  Academic  Physicians 
in  Clinictil  Practice 
RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  study  the  changing  relationship 
between  academic  physicians  and  commu- 
nity practitioners,  particuleuly  the  impact  of 
faculty  practice  upon  physician  relations; 
and  be  it  further 

RESOLVED,  That  the  Peimsylvania  Med- 
ical Society  introduce  a resolution  to  the 
American  Medical  Association  to  seek  solu- 
tions to  this  divisiveness  between  academic 
and  community  pratitioners  on  a national 
level. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  87-3  be  adopted. 

Your  reference  committee  heard  only  posi- 
tive comments  on  this  resolution. 

The  House  adopted  Resolution  87-3. 

Resolution  87-6:  Acid  Deposition 
RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  continue  to  show  an  interest  in 
further  scientific  studies  of  the  acid  precipita- 


tion problem  and  to  actively  lobby  federeJ 
and  state  legislative  representatives  to  con- 
trol acid  rain;  and  be  it  further 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  become  a member  of  the  Pennsyl- 
vanians for  Acid  Rain  Control;  and  be  it  fur- 
ther 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  encourage  all  of  its  component 
medical  societies  to  also  become  members  of 
the  Pennsylvanians  for  Acid  Rain  Control, 
including  the  making  of  a financial  contribu- 
tion. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  87-6  be  amended 
by  changing  the  name  and  by  substitution 
for  the  third  resolved  the  following  language. 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  encourage  all  of  its  component 
medical  societies  also  to  become  members  of 
the  Pennsylvaniems  for  Acid  Rcun  Control, 
including  the  making  of  financial  contribu- 
tions. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  87-6  be  adopted  as 
amended. 

During  the  discussion  of  this  resolution, 
the  author  reported  that  Pennsylvanians  for 
Acid  Rain  Control  is  a coalition  organization 
which  cannot  be  joined  by  individuals  but 
only  established  organizations.  The  financial 
note  indicated  on  the  resolution  was  intended 
for  membership  dues  to  that  organization 
which  would  entitle  the  Society  to  one  dele- 
gate and  one  alternate  delegate  with  full  vot- 
ing privileges. 

The  House  adopted  as  amended  Resolution 
87-6. 

Resolution  87-8:  Dispensing  of  Medica- 
tions 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  work  to  have  adopted  the  follow- 
ing: “The  American  Medical  Association  rec- 
ognizes the  importance  of  providing  the 
means  of  treatment  to  our  patients.  The 
American  Medical  Association  recommends 
that  aU  physicians  provide  this  treatment  di- 
rectly themselves.  Dispensing  of  medications 
is  one  of  these  treatments  that  all  physicians 
should  endeavor  to  provide.  It  is  recognized 
that  pa3unent  for  these  dispensed  treatments 
should  be  reasonable,  and  should  reflect  over- 
head costs,  legal  liability,  and  professional 
component.” 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  87-8  be  rejected. 

During  the  discussion  of  this  resolution, 
one  of  the  delegates  to  the  AMA  pointed  out 
that  the  whereas  statements  of  the  resolu- 
tion do  not  correctly  state  the  position  of  the 
AMA. 

The  House  rejected  Resolution  87-8. 

Resolution  87-26:  Pharmacist’s  Modifi- 
cation of  Physician’s  Prescription  by 
Substitution 

RESOLVED,  That  PMS  endeavor  to 
change  regulations  so  that  changes  in  pre- 
scriptions can  be  made  by  a pharmacist  only 
Eifter  obtaining  permission  of  the  prescribing 
physician;  and  be  it  further 

RESOLVED,  That  PMS  work  to  maintain 
the  physician’s  right  to  dispense  pharmaceu- 
ticals in  order  to  protect  the  patient  and  phy- 
sician from  the  pharmacist’s  improper  and 
potentially  dangerous  alterations. 

Mr.  Speaker,  your  reference  committee  rec- 
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ommends  adoption  of  Resolution  87-26  as 
amended  by  deletion  of  the  second  resolved. 

While  discussion  indicated  problems  with 
package  insert  type  information  and  instruc- 
tions added  by  pharmacists  to  the  physi- 
cian’s order,  it  was  felt  that  the  second  re- 
solved was  inflammatory  and  unnecesseuy. 

The  House  adopted  as  amended  Resolution 
87-26. 

Resolution  87-30:  Physician’s  Right  to 
Dispense  Medications 
RESOLVED,  That  the  Peimsylvania  Med- 
ical Society  reaffirm  the  right  of  physicians 
to  dispense  medications  when,  in  their  judge- 
ment, it  is  in  the  best  interests  of  their  pa- 
tients. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  87-30  be  amended 
by  substitution  of  the  following  resolved 
RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  reaffirm  the  right  of  physicians 
to  dispense  medications  and  medical  devices 
when,  in  their  judgment,  it  is  in  the  best  in- 
terest of  their  patients. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  87-30  as  amended 
be  adopted 

This  resolution  is  consistent  with  the 
House  of  Delegates  of  the  American  Medical 
Association.  Discussion  of  this  resolution 
and  the  two  previous  resolutions  centered 
eiround  a misunderstanding  in  the  Principles 
of  Medical  Ethics  of  the  AMA  which  were 
the  basis  of  this  action. 

In  an  effort  to  avoid  further  confusion  dur- 
ing the  consideration  of  the  reference  com- 
mittee report,  we  have  printed  below  a por- 
tion of  section  8.06,  Drugs  and  Devices: 
Prescribing,  of  the  Principles. 

“A  physician  should  not  be  influenced  in 
the  prescribing  of  drugs,  devices,  or  appli- 
ances by  direct  or  indirect  financial  inter- 
est in  a pharmaceutical  firm  or  other  sup- 
plier. Whether  the  firm  is  a manufacturer, 
distributor,  wholesaler  or  repackager  of  the 
products  involved  is  immaterial.  Reputable 
firms  rely  on  quality  and  efficacy  to  sell 
their  products  under  competitive  circum- 
stances and  do  not  appeal  to  physicians  to 
have  financial  involvements  with  the  firm 
in  order  to  influence  their  prescribing.” 
The  House  adopted  as  amended  Resolution 
87-30. 

Resolution  87-15:  Certification  of  Auxil- 
iary Personnel  Performing  Radiologic 
Procedures 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  communicate  with  the  State 
Board  of  Medicine,  requesting  that  the 
Boead  move  to  insure  the  development  of  a 
hmited  certification  examination  for  auxil- 
iary personnel  performing  radiologic  proce- 
dures relating  to  the  sinus,  skuU,  and  tempo- 
ral bone;  and  be  it  further 
RESOLVED,  That  PMS  seek  other  rem- 
edy if  the  State  Board  of  Medicine  refuses  to 
act. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  87-15  be  amended 
by  deletion  of  the  second  resolved  and  substi- 
tuting the  following  language  for  the  first  re- 
solved 

RESOLVED,  That  the  Pennsylvemia  Med- 
ical Society  communicate  with  the  State 
Board  of  Medicine,  requesting  that  the 
Board  move  expeditiously  to  ensure  the  de- 


velopment of  limited  certification  exeunina- 
tion  for  auxiliary  personnel  performing  radio- 
logic  procedures  relating  to  the  sinus,  skull, 
and  temporal  bone. 

The  House  adopted  as  amended  Resolution 
87-15. 

Resolution  87-38:  State  Board  of  Medi- 
cine 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  seek  to  have  the  State  Board  in- 
vestigate alternative  methods  of  judging  by 
the  Board  in  order  to  replace  the  single  Hear- 
ing Officer  procedure;  and  be  it  further 

RESOLVED,  That  resolution  of  cases  be 
expedited  by  adding  time  limitations  for 
both  the  prosecution  and  the  defense  and  for 
the  dates  before  which  hearings  must  take 
place;  and  be  it  further 

RESOLVED,  That  when  guilt  or  innocence 
of  specific  charges  has  been  decided  in  the  ju- 
dicial system,  the  court’s  final  decision  be 
given  appropriate  weight  by  the  Board;  and 
be  it  further 

RESOLVED,  That  physicians  be  allowed 
to  practice  until  the  final  decision  is  rendered, 
except  in  the  case  of  gross  incompetence;  and 
be  it  further 

RESOLVED,  That  the  concept  of  medical 
ethics  be  further  defined  and  the  Board’s  role 
with  respect  to  its  interpretation  be  further 
delineated. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  87-38  be  amended 
by  deletion  of  the  fifth  resolved  and  substitut- 
ing the  following  language  of  the  fourth  re- 
solved 

RESOLVED,  That  physicians  be  edlowed 
to  practice  until  a final  decision  is  rendered, 
except  in  cases  of  automatic  suspension  upon 
legal  commitment  to  an  institution  because 
of  mental  incompetency,  conviction  of  a fel- 
ony under  the  Controlled  Substance,  Drug, 
Device,  and  Cosmetic  Act,  or  conviction  of 
an  offense  under  the  laws  of  another  jurisdic- 
tion, which  if  committed  in  this  Common- 
weedth,  would  be  a felony  under  the  Con- 
trolled Substance,  Drug,  Device,  and 
Cosmetic  Act,  or  acting  in  such  a manner  as 
to  present  an  immediate  and  cleea  danger  to 
public  health  or  safety. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  87-38  be  adopted 
as  amended 

Your  reference  committee  heard  testimony 
that  certain  provisions  with  respect  to  the 
suspension  of  license  are  beyond  the  control 
of  the  State  Board  of  Medicine  and  are  re- 
quirements of  the  Mediced  Practice  Act. 

The  House  adopted  as  amended  Resolution 
87-38. 

Resolution  87-49;  Resident  Physician 
Working  Hours 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  adopt  the  AMA  principles  on  res- 
idents working  hours;  and  be  it  further 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  support  the  principle  of  the  spe- 
cialty specific  solution  to  the  length  of  resi- 
dent working  hours,  consecutive  working 
days,  emd  accompanying  supervision  that  is 
flexible  to  maintEiin  current  program  unique- 
ness; emd  be  it  further 

RESOLVED,  That  the  Pennsylvemia  Med- 
ical Society  support  the  principle  of  estab- 
lishing guidelines  and  proportionate  resident 
working  hours  to  intensity  of  service  ren- 


dered; emd  be  it  further 

RESOLVED,  That  the  Pennsylvania  Med- 
iced  Society  support  the  principle  of  minimal 
graduate  education  program  disruption  as  a 1 
result  of  any  proposed  plan;  and  be  it  further 

RESOLVED,  That  the  PeimsylvEmia  Med- 
ical Society  oppose  the  institution  of  restric- 
tions on  graduate  medical  education  by  gov- 
ernmental regulation  or  legislation  and 
specifically  oppose  the  application  of  restric- 
tions prior  to  the  completion  of  studies  which 
indicate  how  to  optimize  the  allocation  of  res-  ■ 
ident  physician  resources  to  maintEiin  the 
highest  quality  of  patient  care;  and  be  it  fur- 
ther 

RESOLVED,  That  the  Pennsylvetnia  Med- 
icEd  Society  disseminate  its  position  on  this 
issue  to  the  appropriate  state  governing 
bodies  as  they  consider  this  issue;  and  be  it 
further 

RESOLVED,  That  the  PennsylvEtnia  Med- 
ical Society  continue  to  support  the  principle 
of  adequate  and  fair  compensation  for  resi- 
dent services  and;  be  it  further 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  monitor  this  developing  issue 
through  the  Board  of  Trustees  and  Council 
on  Education  and  Science. 

Mr.  Speaker,your  reference  committee  rec- 
ommends that  Resolution  87-49  be  adopted. 

The  House  adopted  Resolution  87-49. 

Report  A,  Task  Force  on  AIDS 

Mr.  Speaker,  your  reference  committee  rec- 
ommends approval  of  Recommendations  1,  3, 
4,  7,  9,  10,  11,  12,  13,  14,  16,  and  18  of  the  Re- 
port of  the  Task  Force  on  AIDS. 

Your  reference  committee  heard  only  posi- 
tive testimony  for  these  recommendations, 
most  of  which  are  consistent  with  those  of 
the  American  Medical  Association. 

The  House  approved  Recommendations  1, 
3,  4,  7,  9,  10,  11,  12,  13,  14,  16,  and  18. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends amendment  of  Recommendation  2 
of  the  Task  Force  on  AIDS  by  addition  of  the 
following  language  to  the  end  of  the  recom- 
mendation. 

Recommendation  2— Physicians  should 
strongly  promote  and  participate  in  AIDS 
education  progrEuns  in  Pennsylvania  schools, 
hospitals,  nursing  homes,  and  other  appropri- 
ate settings. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendation  2 of  the  Re- 
port of  the  Task  Force  on  AIDS  be  approved 
as  amended. 

The  House  approved  as  amended  Recom- 
mendation 2. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends amendment  of  Recommendation  5 
of  the  Task  Force  on  AIDS  by  substitution  of 
the  following  language. 

Recommendation  5— [Voluntary]  Testing 
[should  be  encouraged]  is  recommended  for 
the  following  groups;  patients  at  sexually- 
transmitted  disease  clinics  and  drug  abuse 
clinics;  pregnEmt  women  in  high  risk  areas; 
[Emd  those]  patients  requiring  surgical  or 
other  invasive  procedures;  and  prison  in- 
mates. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendation  5 of  the  Re- 
port of  the  Task  Force  on  AIDS  be  approved 
as  amended. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  amend  Recommendation  5 to 
read,  “That  all  hospitalized  patients  inclusive 
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:3f  ambiilatory  surgery  and  emergency  room 
jvTsits,  patients  at  sexually-transmitted  dis- 
j lease  clinics  and  drug  abuse  clinics,  pregnant 
iwomen  in  high  risk  areas,  and  prison  inmates 
must  have  HIV  testing  on  admission  or  dur- 
|ing  pre-admission  testing  in  an  effort  to  ob- 
tain pre-requisite  epidemiologic  data  essen- 
tial for  protection  of  the  at  risk  population.” 
The  House  rejected  this  amendment. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  amend  Recommendation  5 to 
read,  “Voluntary  testing  for  evidence  of  HIV 
infection  is  recommended  for  the  following 
groups:  1)  persons  seeking  treatment  for  or 
dieignosed  as  having  a sexuedly-transmitted 
disease  in  any  health  care  setting;  2)  persons 
seeking  treatment  for  or  having  a history  of 
IV  drug  abuse  in  any  health  care  setting:  3) 
persons  who  consider  themselves  at  risk  for 
HIV  infection;  4)  women  of  child-bearing  age 
who  have  identifiable  risks  for  HIV  infection; 
5)  pregnant  women  in  high  risk  areas  or  who 
have  identifiable  risks;  6)  persons  planning 
marriage;  7)  prison  inmates;  and  8)  prosti- 
tutes in  any  health  care  setting.  Persons  un- 
dergoing medical  evaluation  or  treatment 
should  be  similarly  tested  if  their  condition, 
history,  or  behavior  suggests  infection  or  risk 
of  infection  with  HIV,  or  if  they  have  received 
blood  transfusions  (or  other  high  risk  blood 
products)  since  1978.  Voluntary  testing  for 
evidence  of  HIV  infection  among  patients  ad- 
mitted to  health  care  fadhties  is  appropriate 
in  high  risk  geographic  areas  or  to  determine 
the  prevalence  of  HIV  infection  in  the  popu- 
lation served,  but  such  testing  should  be  de- 
termined by  local  physicians  and  medical 
staffs.”  The  House  approved  this  amend- 
ment. The  House  approved  Recommendation 
5 as  amended. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends amendment  of  Recommendation  6 
of  the  Task  Force  on  AIDS  by  substitution  of 
the  following  language. 

Recommendation  6— Physicians  should 
routinely  [promote]  recommend  voluntary 
testing  for  HIV  infection. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendation  6 of  the  Re- 
port of  the  Task  Force  on  AIDS  be  approved 
as  amended. 

The  House  approved  as  amended  Recom- 
mendation 6. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends amendment  of  Recommendation  8 
of  the  Task  Force  on  AIDS  by  substitution  of 
the  following  language. 

Recommendation  8— [Individuals]  Patients 
should  be  counseled  [prior  to  testing]  about 
effective  strategies  emd  behaviors  for  avoid- 
ing HIV  exposure. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendation  8 of  the  Re- 
port of  the  Task  Force  on  AIDS  be  approved 
as  amended. 

The  House  approved  as  amended  Recom- 
mendation 8. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends amendment  of  Recommendation 
15  of  the  Task  Force  on  AIDS  by  addition  of 
the  following  language  to  the  end  of  the  rec- 
ommendation. 

Recommendation  15— Strenuous  efforts 
must  be  made  to  insure  that  research  data 
regarding  AIDS  and  HIV  infection  is  dis- 
seminated in  a timely  emd  effective  manner 


to  aU  members  of  the  scientific  community, 
including  all  health  care  workers. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendation  15  of  the  re- 
port of  the  Task  Force  on  AIDS  be  approved 
as  amended. 

The  House  approved  as  amended  Recom- 
mendation 15. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends amendment  of  Recommendation 
1 7 of  the  Task  Force  on  AIDS  by  substitution 
of  the  following  language. 

Recommendation  17— [It  should  be  deter- 
mined whether]  Blatant  disregard  by  an 
HIV-infected  individual  for  the  health  of  oth- 
ers should  be  subject  to  legal  sanctions.  Cur- 
rently, preemptive  sanctions,  such  as  quaran- 
tine of  HIV-infected  individuals,  seem 
unreasonable  and  unjustified. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendation  17  of  the  re- 
port of  the  Task  Force  on  AIDS  be  approved 
as  amended. 

The  House  approved  as  amended  Recom- 
mendation 17. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends the  addition  of  Recommendation 
19  to  Report  of  the  Task  Force  on  AIDS. 

Recommendation  19— In  the  case  of  death 
of  a patient  infected  with  AIDS  virus,  all  par- 
ties who  come  into  contact  with  the  remains 
should  be  advised  accordingly. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendation  19  be  ap- 
proved. 

The  House  approved  Recommendation  19. 

Recommendation  15:  Address  of  the 
President  Elect:  Support  of  Mandatory 
Premarital  AIDS  Testing 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendation  15  of  the  ad- 
dress of  the  President  Elect  be  approved. 

Your  reference  committee  believes  this  rec- 
ommendation would  have  significant  public 
health  benefits.  This  would  not  preclude 
HIV-infected  individuals  from  marrying. 

Dr.  Hostetter,  Chairman  of  Reference  Com- 
mittee B,  stated  that  Recommendation  15 
was  now  moot.  It  was  moved  and  seconded 
from  the  floor  of  the  House  to  reject  Recom- 
mendation 15.  The  House  approved  this  mo- 
tion. 

Recommendation  16:  Address  of  the 
President  Elect:  AIDS  Testing  of  All 
Hospitalized  Patients  on  Admission  or 
in  Preadmission  Testing 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendation  16  of  the  ad- 
dress of  the  President  Elect  be  rejected. 

Your  reference  committee  believes  that  pol- 
icies in  this  area  should  be  left  to  the  option 
of  local  hospital  leadership. 

The  House  rejected  Recommendation  16. 

Recommendation  17:  Address  of  the 
President  Elect:  Encourage  All  Physi- 
cians to  Submit  to  HIV  Testing 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendation  17  be 
amended  by  deletion  of  the  every  six  month 
requirement. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendation  17  be  ap- 
proved as  amended. 

Your  reference  committee  believes  that  a ti- 
meframe should  not  be  specified. 


The  House  approved  as  amended  Recom- 
mendation 17. 

Recommendation  18:  Address  of  the 
President  Elect:  Continuation  of  Task 
Force  on  AIDS 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendation  18  of  the  ad- 
dress of  the  President  Elect  be  approved. 

The  AIDS  epidemic  is  ongoing  and  there 
win  be  additional  areas  where  policy  develop- 
ments will  be  needed.  Several  of  these  would 
include  the  disposition  of  cases  of  AIDS  in 
health  care  workers  who  acquire  the  condi- 
tion as  a result  of  their  employment,  the 
long-term  care  of  patients  with  AIDS,  and 
the  financial  and  legal  reimifications  of  this 
illness. 

The  House  approved  Recommendation  18. 

Recommendation  14:  Address  of  the 
President  Elect:  Adoption  of  Report  of 
Task  Force  on  AIDS 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendation  14  of  the  ad- 
dress of  the  President  Elect  be  rejected. 

Your  reference  committee  feels  that  the  in- 
tent of  the  first  portion  of  this  recommenda- 
tion has  been  achieved. 

The  House  rejected  Recommendation  14. 

Recommendation  1:  Address  of  the 
Vice  President:  Adoption  of  Recom- 
mendations of  Task  Force  on  AIDS 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendation  1 of  the  ad- 
dress of  the  Vice  President  be  filed. 

Your  reference  committee  feels  that  the  in- 
tent of  this  recommendation  has  been 
achieved. 

The  House  approved  filing  Recommenda- 
tion 1. 

Waiver  of  Debate  List 

The  following  items  have  been  grouped  to- 
gether in  a waiver  of  debate  list;  no  testi- 
mony was  heard,  2uid  the  Committee  feels 
the  items  are  of  a noncontroversial  nature. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends for  adoption: 

Report  H,  Board  of  Trustees:  Organ 
Donation  Education 
Report  I,  Board  of  Trustees:  Trade  and 
Generic  Labeling  of  Drugs 
Report  K,  Board  of  Trustees:  Recom- 
mendation of  Vice  President  Concern- 
ing Medical  Education  in  Pennsylvania 
Report  W,  Impaired  Physician  Program 
Report  A,  Council  on  Education  and 
Science 

Resolution  87-32:  Education  of  Physi- 
cicms  in  the  State  of  Pennsylvania  on 
Donor  Programs  and  New  Donor  Law 
in  the  State  of  Pennsylvania 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  provide  educational  seminars 
and  educational  material  to  physicians  to 
place  in  their  offices  to  educate  the  patient  to 
be  donors;  and  be  it  further 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  coordinate  educational  efforts 
with  the  donor  programs  in  the  state  of  Penn- 
sylvania to  provide  seminars  and  meetings 
for  physicians  and  citizens  for  the  Common- 
wealth of  Pennsylvania  to  increase  aware- 
ness and  increase  the  number  of  donors  to 
meet  the  needs  of  the  donor  programs. 
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Resolution  87-36:  Prescription  Drug 
Advertising 

RESOLVED,  That  PMS  monitor  such  ad- 
vertising of  prescription  drugs  throughout 
the  state  and  advise  the  federal  and  state 
government,  the  AMA,  the  FDA,  the  FTC, 
and  the  pharmaceuticad  company  involved  of 
the  demgers,  emd  its  opinion  of  this  practice; 
and  be  it  further 

RESOLVED,  That  this  matter  be  brought 
to  the  attention  of  the  House  of  Delegates  of 
the  AMA  at  its  next  meeting  in  the  form  of  a 
similar  resolution. 

Resolution  87-48:  Organ  Donor  Cards 
RESOLVED,  That  during  National  Organ 
Aweireness  Week,  the  Pennsylvania  Medical 
Society  along  with  the  Pennsylvania  Medical 
Society  Medical  Student  Section  conduct  a 
statewide  drive  regarding  the  signing  of  or- 
gan donor  cards;  and  be  it  further 
RESOLVED,  That  the  Council  on  Educa- 
tion and  Science’s  Commission  on  Bioethics 
provide  guidelines  for  the  proper  implemen- 
tation of  the  program  in  order  to  most  ade- 
quately represent  the  standards  of  the  Penn- 
sylvania Medical  Society. 

Recommendation  4:  Address  of  the 
Vice  President:  PMS  Sponsor  Joint 
Conference  for  MDs  and  DOs 
The  House  adopted  the  waiver  of  debate 
items. 

Reference  Committee  F 
Presented  by  Edward  C.  Fischer,  MD 
Mr.  Speaker,  members  of  the  House  of  Del- 
egates: Reference  Committee  F has  consid- 
ered aU  the  items  in  the  index. 

Resolution  87-9:  Seating  Representa- 
tion in  the  AMA  House  of  Delegates  for 
the  American  College  of  Utilization  Re- 
view Physician  (ACURP) 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  support  the  request  of  the  Ameri- 
can College  of  Utilization  Review  Physicians 
(ACURP)  for  seating  in  the  AMA  House  of 
Delegates  at  the  December  1987  Interim 
Meeting  of  the  AMA  where  new  applications 
for  seating  will  be  considered. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  87-9  asking  for 
seating  representation  in  the  AMA  House  of 
Delegates  for  the  American  College  of  Utili- 
zation Review  Physicians  (ACURP),  be  re- 
jected. 

No  one  spoke  in  favor  of  this  resolution 
and  your  reference  committee  is  unsure  if 
this  orgemization  qualifies  for  representation 
in  the  AMA  House  of  Delegates. 

The  House  rejected  Resolution  87-9. 

Resolution  87-10:  Quarterly  Reports— 
Status  of  PMS  Resolution/ Actions  of 
the  Board 

RESOLVED,  That  members  of  the  House 
of  Delegates  and  presidents  and  secretaries 
of  coimty  societies  receive  a quarterly  report 
from  the  Board,  giving  a status  report  on  all 
resolutions  and  other  matters  under  consid- 
eration by  the  Board. 

Mr  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  87-10,  calling  for 
quarterly  reports  on  the  status  of  PMS  reso- 
lutions and  actions  of  the  Board,  be  adopted 
Your  reference  committee  heard  only  posi- 
tive comments  on  this  resolution.  Your  refer- 
ence committee  believes  the  Board  should 
have  discretion  in  the  method  of  informing 


the  membership.  Consideration  should  be 
given  to  the  use  of  Pennsylvania  Medicine. 

The  House  adopted  Resolution  87-10. 

Resolution  87-11:  Study  of  Society 
Structure 

RESOLVED,  That  a memagement  consul- 
tant be  hired  by  the  Board  of  Trustees  to 
evaluate  the  current  organizational  structure 
of  the  Pennsylvania  Medical  Society  and  its 
subsidiaries;  and  be  it  further 

RESOLVED,  That  this  consultant  make  a 
report  to  the  members  of  the  House  of  Dele- 
gates and  to  the  Board,  recommending  the 
best  structure  for  PMS,  at  or  before  the  1988 
Annued  Meeting  of  the  House  of  Delegates 
for  action  by  the  House. 

Resolution  87-12;  Study  for  Compensa- 
tion of  PMS  Board 

RESOLVED,  That  the  Board  of  PMS  ap- 
point an  independent  study  group  of  not  less 
than  three  nor  more  than  seven  PMS  mem- 
bers to  study  the  issue  of  compensation  of 
members  and  officers  of  PMS  and  its  subsid- 
iary organizations;  and  be  it  further 

RESOLVED,  That  the  study  group,  at  its 
discretion,  employ  an  appropriate  maneige- 
ment  consultant  to  aid  in  this  evaluation  pro- 
cess; and  be  it  further 

RESOLVED,  That  a report  be  made  to  the 
1988  meeting  of  the  House  of  Delegates. 

Recommendation  8:  Address  of  the 
President:  Consideration  of  Replacing 
Councils  with  Committees 
Recommendation  2:  Address  of  the 
Vice  President:  Study  of  Structure  and 
Relationship  of  Subsidiaries 
Recommendation  3:  Address  of  the 
Vice  President:  Investigation  of  More 
Direct  Ways  for  Members  to  Express 
Needs  and  Interests  to  PMS  Leader- 
ship 

Mr  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  87-11  be  adopted  in 
lieu  of  the  following:  Resolution  87-12,  Rec- 
ommendation 8 of  the  President,  and  Recom- 
mendations 2 and  3 of  the  Vice  President. 

Your  reference  committee  heard  consider- 
able discussion  on  all  of  the  above  items. 
These  items  refer  to  Society  structure,  com- 
pensation of  PMS  Board,  possible  replace- 
ment of  coimcils  with  committees,  study  of 
the  structure  emd  relationship  of  subsidiaries 
to  the  parent  society,  and  methods  for  mem- 
bers to  express  their  needs  and  interests  to 
the  Society  leadership.  Because  of  the  impor- 
tance of  the  issues  your  reference  committee 
believes  all  of  them  should  be  referred  to  the 
selected  consultant  for  consideration. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  amend  Resolution  87-11  by 
stating  in  the  first  Resolved  that  “. . . a man- 
agement consultant  be  obtained  ...”  rather 
than  “hired,”  and  by  deleting,  “. . . to  evedu- 
ate  the  current  organizational  structure  of 
the  Pennsylvania  Medical  Society  and  its 
subsidiaries  ...”  The  House  approved  these 
amendments.  The  House  adopted  as 
amended  Resolution  87-11  in  Ueu  of  Resolu- 
tion 87-12,  Recommendation  8 of  the  Presi- 
dent, and  Recommendations  2 and  3 of  the 
Vice  President. 

Resolution  87-13:  House  of  Delegates  to 
EstabUsh  Priority  of  Business  of  PMS 

RESOLVED,  That  two  weeks  following 
the  conclusion  of  the  emnual  meeting,  eJI  dele- 
gates receive  a list  of  all  resolutions  passed 


by  the  House  together  with  fiscal  notes;  and 
be  it  further 

RESOLVED,  That  a list  of  all  other  pend- 
ing business  of  PMS  and  the  respective  fiscal 
notes  be  submitted  to  the  delegates;  and  be  it 
further 

RESOLVED,  That  edl  delegates  vote  on  i 
the  importance  of  each  item  on  a scale  of  one  i 
to  five;  and  be  it  further 

RESOLVED,  That  the  lists  be  returned  | 
within  one  week  of  receipt;  and  be  it  further 

RESOLVED,  That  the  cumulative  score 
and  ranking  given  each  item  be  considered  an 
important  instruction  to  the  Board  of  Trust- 
ees in  the  priorities  of  carrying  out  the  busi- 
ness of  the  House. 

Mr  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  87-13  calling  for 
the  House  of  Delegates  to  establish  the  prior- 
ity of  business  of  PMS,  be  rejected. 

Your  reference  committee  heard  mostly 
negative  comments  on  this  issue. 

The  House  rejected  Resolution  87-13. 

Resolution  87-14:  Ethics  and  Oversight 
Committee  for  PMS  Board 

RESOLVED,  That  an  independent  Ethics 
and  Oversight  Committee  of  not  less  than 
three  nor  more  than  seven  PMS  members  be 
appointed  to  evaluate  issues  of  conflict  of  in- 
terest which  may  arise  from  individuals  hold- 
ing more  than  one  position  within  the  PMS 
organizational  structure. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  87-14  concerning 
the  establishment  of  ethics  and  oversight 
committee  for  PMS  Board,  be  referred  to  the 
Board  of  Trustees. 

Much  debate  was  heard  on  this  important 
issue.  Your  reference  committee  feels  there 
needs  to  be  further  evaluation  by  the  Board 
and  possible  referral  to  the  consultant  se- 
lected for  the  study  of  the  structure  of  the 
Society. 

The  House  approved  referring  Resolution 
87-14  to  the  Board. 

Recommendation  7:  Address  of  the 
President:  Numerical  Slotting  of  AMA 
Delegation  Positions  for  Elections 
Recommendation  10:  Address  of  the 
President  Elect:  Support  of  PMS  Policy 
by  AMA  Delegation 
Recommendation  11:  Address  of  the 
President  Elect:  Attendance  and  Voting 
Record  of  AMA  Delegation 
Recommendation  12:  Address  of  the 
President  Elect:  PMS  Immediate  Past 
President  tmd  Chairman  of  Board  Be- 
come Ex  Officio  Voting  Members  of 
Committee  to  Nominate  Delegates  and 
Alternates  to  AMA 
Recommendation  13:  Address  of  the 
President  Elect:  Slotting  of  AMA  Dele- 
gate and  Alternate  Elections 

Mr  Speaker,  your  reference  committee  rec- 
ommends that  the  above  five  items  be  re- 
ferred to  the  Board  for  study. 

Your  reference  committee  feels  that  all  of 
the  above  items  deal  with  the  AMA  Delega- 
tion and  require  indepth  study. 

The  House  approved  referring  to  the 
Board  Recommendation  7 of  the  President 
and  Recommendations  10,  11,  12,  and  13  of 
the  President  Elect. 

Committee  on  Long  Range  Assess- 
ment: PMS  Communications  White  Pa- 
per 
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Recommendation  8:  Address  of  the 
Resident  Elect:  PMS  Communications 
|iVhite  Paper 

Mr.  Speaker,  your  reference  committee  rec- 
:)mmends  that  Recommendation  8 of  the 
'Resident  Elect  be  approved. 

\ Your  reference  committee  heard  consider- 
able testimony  of  the  importance  of  adequate 
:ommunication  for  the  Society  in  the  future 
and  believes  that  adoption  of  this  recommen- 
iation  will  support  this  goal. 

The  House  approved  Recommendation  8. 

Resolution  87-50:  Revision  of  Free 
Membership  for  Resident  Physicians 

RESOLVED,  That  the  PMS  extend,  as  a 
recruitment  tool,  a resident’s  first  year’s 
PMS  membership  free  independent  of  PGY-1 
;evel. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  the  following  substi- 
tute resolve. 

RESOLVED,  that  the  PMS  offer  a resi- 
dent’s first  year  PMS  membership  free. 

Your  reference  committee  heard  only  posi- 
tive testimony  on  this  resolution. 

The  House  adopted  substitute  Resolution 
37-50. 

Waiver  of  Debate  List 

The  following  items  have  been  grouped  to- 
gether in  a waiver  of  debate  list;  little  or  no 
testimony  was  heard,  and  the  Committee 
Feels  the  items  are  of  a noncontroversial  na- 
ture. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  following  items  be  ap- 
oroved: 

Report  Q,  Board  of  Trustees:  Allocation 
to  Support  Student  Loan  Program 
Report  A,  Committee  on  Aid  to  Educa- 
tion: Annual  Report  of  the  Committee 
on  Aid  to  Education 
Report  U,  Board  of  Trustees:  Annual 
A^ssessment  for  Students 
Report  DD,  Board  of  Trustees:  Modifi- 
cation of  Resolution  86-28 
[Address  of  the  President,  R.  Robert  Ty- 
son, MD,  Recommendation  6:  Recom- 
mendations of  Committee  to  Nominate 
Delegates  and  Alternates  to  AMA 
Address  of  the  President  Elect,  Donald 


E.  Harrop,  MD,  Recommendation  9: 
PMS  Delegates  to  AMA 
Report  GG,  Board  of  Trustees:  Center 
for  Physician  Leadership 

The  House  approved  the  waiver  of  debate 
items. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  following  items  be  filed: 

Necrology  Report,  Board  of  Trustees 
Report  A,  Board  of  Trustees 
Report  B,  Botnd  of  Trustees:  Resolu- 
tion 86-2,  Member  Benefits 
Report  M,  Board  of  Trustees:  Recom- 
mendations 4-6  of  President  to  1986 
House 

Report  N,  Board  of  Trustees:  Recom- 
mendation 7 of  President  to  1986 
House  Re:  Newsletters 
Report  O,  Board  of  Trustees:  Recom- 
mendation 9 of  President  to  1986 
House  Re:  New  Sections 
Report  T,  Board  of  Trustees:  Future 
House  Needs/Building  Committee 
Report  V,  Board  of  Trustees:  Commit- 
tee on  Public  Relations 
Report  CC,  Board  of  Trustees:  PMS 
Computer  Study 

Report  A,  Executive  Vice  President 

Report  A,  Auditor 

Report  A,  Secretary 

Report  A,  Treasurer 

Report  A,  Council  on  Membership 

Report  A,  Educational  and  Scientific 

Trust 

Report  A,  Pennsylvania  Delegation  to 
AMA 

Report  A,  Committee  on  Medical  Be- 
nevolence 

Report  A,  Advisory  Committee  on  Pro- 
fessionalism 

Report  A,  Resident  Physician  Section 
Report  A,  Medical  Student  Section 
Trustee  Reports,  First  Through 
Twelfth  Districts,  Specialty  Society, 
Hospital  Medical  Staff  Section,  Medical 
Student  Section,  and  Resident  Physi- 
cian Section 

Address  of  the  PMS  A President 

The  House  approved  filing  the  waiver  of 
debate  items. 


Annual  assessment 

Henry  H.  Fetterman,  MD,  Chairman  of 
the  Finance  Committee  of  the  Board  of 
Trustees,  presented  the  following  report  con- 
taining the  recommendation  of  the  Finance 
Committee  that  the  annual  assessment  for 
full  dues-paying  members  be  $300  annually. 

Mr.  Speaker,  members  of  the  House  of  Del- 
egates: at  the  first  session  of  this  House,  I 
presented  to  you  a report  on  the  1988  bud- 
get. This  morning  I came  back  to  you  and 
made  some  remarks  about  the  potential  fi- 
nancied  impact  of  this  House’s  actions.  I Eun 
happy  to  say  that  your  actions  have  been 
prudent  and  do  not  require  any  additional 
dues. 

The  House  has  approved  a recommenda- 
tion from  the  Board  of  Trustees  setting  stu- 
dent dues  at  $5. 

The  House  has  approved  a report  from  the 
Board,  recommending  that  $10  from  the 
1988  annual  assessment  be  allocated  to  The 
Educationeil  and  Scientific  Trust.  Subject  to 
House  approval  of  our  Committee’s  recom- 
mendations for  the  1988  annual  assessment, 
the  Finance  Committee  will  introduce  a reso- 
lution at  the  reorganization  meeting  of  the 
Board  of  Trustees,  instructing  the  treasurer 
of  the  Society  to  make  the  appropriate  distri- 
bution to  The  Educational  and  Scientific 
'Trust. 

The  Board  of  'Trustees  recommends  that 
the  regular  dues  for  1988  be  $300  aimually 
for  each  full  dues-paying  member  and  a pro- 
portionate share  thereof  for  members  in 
other  dues-pa3dng  categories. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  approve  the  recommendation 
of  the  Finance  Committee  that  the  1988  an- 
nual assessment  be  $300  per  active  member. 
The  House  approved  this  motion. 

Dr.  Raub  recognized  Kay  A.  Barrett,  Aide 
to  the  Speaker,  who  reported  that  there  was 
no  new  business  before  the  House. 

The  House  of  Delegates  adjourned  at  11:00 
a.m. 

Respectfully  submitted, 

James  A.  Raub,  MD,  Spteaker 
Jonathan  E.  Rhoads  Jr.,  MD,  Vice  Speaker 
Kay  A.  Barrett,  Aide  to  the  Speaker 
David  L.  Miller,  MD,  Secretary 
James  E.  Paxton,  Assistant  Secretary 
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83  Pennsylvania  Delegation  to  the  AMA, 
Report  A (Reference  Committee  F) 

71  President’s  Address 

71  President  Elect’s  Address 

73  Reference  Committee  Members 

Reference  Committee  Reports 

72  Rules 

73  A 
79  B 

74  C 

75  D 

77  E 

82  F 

83  Resident  Physician  Section  Report  (Ref- 

erence Committee  F) 

Standing  Committee  Reports 
83  Advisory  Committee  on  Professionahsm 
(Reference  Committee  F) 

83  Aid  to  Education  (Reference  Committee 
F) 

73  Committee  on  Bylaws  (Reference  Com- 

mittee A) 

83  Medical  Benevolence  (Reference  Commit- 
tee F) 

75  Nominate  Delegates  and  Alternates  to 
the  AMA 

Resolutions 

74  87-1  (Reference  Committee  A),  Subject: 

Seating  of  Delegates  for  Unrepresented 
Component  Societies;  Introducted  by; 
Leo  M.  Hartz,  MD,  on  behalf  of  the  Ly- 
coming County  Medical  Society;  Au- 
thor; Leo  M.  Hartz,  MD 

78  87-2  (Reference  Committee  E),  Subject: 

Nursing  Home  Visits  by  Attending 
Physicians;  Introduced  by;  Robert  L. 
Lasher,  MD,  on  behalf  of  the  Erie 
County  Medical  Society;  Author:  Rob- 
ert B.  Stueu-t,  MD,  emd  Jack  H.  Mar- 
shall, MD,  on  behalf  of  the  Erie  County 
MediceJ  Society 

79  87-3  (Reference  Committee  B),  Subject: 

Academic  Physicians  in  Clinical  Prac- 
tice; Introduced  by:  Stanley  M.  Marks, 
MD,  Secretary,  Allegheny  County  Med- 
iccd  Society;  Author:  Gordon  K.  Ma- 
cLeod, MD,  Allegheny  County  Medical 
Society 

75  87-4  (Reference  Committee  D),  Subject; 

Prescribing  of  Therapeutic  Drugs  by 
Optometrists;  Introduced  by:  Robert  L. 
Lasher,  MD,  on  behalf  of  the  Erie 
County  Medical  Society;  Author: 
Northwestern  PennsylvEtnia  Society  of 
Ophthaljnology 

76  87-5  (Reference  Committee  D),  Subject: 

Revision  of  Malpractice  Contracts;  In- 
troduced by:  Thomas  H.  Malin,  MD, 
Delegate,  Pennsylvania  Orthopaedic 
Society,  on  behalf  of  the  PMS  Interspe- 
cialty Committee;  Author:  Thomas  H. 
Malin,  MD 

79  87-6  (Reference  Committee  B),  Subject; 
Acid  Deposition,  Introduced  by:  James 
L.  Harrison,  MD,  on  behalf  of  the  Ly- 
coming County  Medical  Society  and  the 
Union  County  Medical  Society;  Author: 
James  L.  Harrison,  MD 
74  87-7  (Reference  Committee  A),  Subject: 


Membership  Status  of  House  of  Dele- 
gates Members  in  AMA;  Introduced 
by:  Robert  L.  Lasher,  MD,  on  behalf  of 
the  Erie  County  Medical  Society;  Au- 
thor: Robert  L.  Lasher,  MD 

79  87-8  (Reference  Committee  B),  Subject: 

Dispensing  of  Medications:  Introduced 
by:  Robert  J.  Fagioletti,  MD,  Pennsyl- 
vania Academy  of  Family  Physicians: 
Author:  Robert  J.  Fagioletti,  MD 

82  87-9  (Reference  Committee  F),  Subject: 
Seating  Representation  in  the  AMA 
House  of  Delegates  for  the  American 
College  of  Utilization  Review  Physi- 
cians (ACURP);  Introduced  by:  Rich- 
ard D.  Baltz,  MD,  Dauphin  County 
Medical  Society;  Author:  Richard  D. 
Baltz,  MD 

82  87-10  (Reference  Committee  F),  Subject: 
Quarterly  Reports— Status  of  PMS 
Resolutions/ Actions  of  the  Board;  In- 
troduced by;  Charles  A.  Heisterkamp 
HI,  MD,  Lancaster  City  and  County 
Medical  Society;  Author:  Charles  A. 
Heisterkamp  HI,  MD 

82  87-11  (Reference  Committee  F),  Subject: 
Study  on  Society  Structure;  Introduced 
by;  Charles  A.  Heisterkamp  HI,  MD, 
Lancaster  City  and  County  Medical  So- 
ciety: Author:  Charles  A.  Heisterkamp 
HI,  MD 

82  87-12  (Reference  Committee  F)  Subject: 
Study  for  Compensation  of  PMS 
Board;  Introduced  by:  Charles  A.  Heis- 
terkamp HI,  MD,  Lancaster  City  and 
County  Medical  Society;  Author: 
Charles  A.  Heisterkeunp  HI,  MD 

82  87-13  (Reference  Committee  F),  Subject: 
House  of  Delegates  to  Establish  Prior- 
ity of  Business  of  PMS;  Introduced  by: 
Charles  A.  Heisterkeunp  III,  MD,  Lan- 
caster City  and  County  Medical  Soci- 
ety; Author:  Charles  A.  Heisterkamp 
HI,  MD 

82  87-14  (Reference  Committee  F),  Subject: 
Ethical  and  Oversight  Committee  for 
PMS  Board;  Introduced  by;  Charles  A. 
Heisterkamp  HI,  MD,  Lancaster  City 
and  County  Medical  Society;  Author: 
Charles  A.  Heisterkamp  HI,  MD 

80  87-15  (Reference  Committee  B),  Subject: 

Certification  of  Auxiliary  Personnel 
Performing  Radiologic  Procedures;  In- 
troduced by:  Eugene  B.  Rex,  MD,  on 
behalf  of  the  Pennsylvania  Academy  of 
Ophthalmology  and  Otolaryngology; 
Author:  Webb  S.  Hersperger,  MD,  Pres- 
ident, Pennsylvania  Academy  of  Oph- 
thalmology and  Otolaryngology 

74  87-16  (Reference  Committee  A),  Subject: 
Membership  Status  of  House  of  Dele- 
gates Members  in  PeiMPAC  £ind  AM- 
PAC;  Introduced  by:  Timothy  J.  Mi- 
chals,  MD,  Delegate,  Philadelphia 
County  MedicEil  Society,  on  behedf  of 
the  Pennsylvania  Medical  Political 
Action  Committee  Board  of  Directors; 
Author:  PaMPAC  Membership  Com- 
mittee 

76  87-17  (Reference  Committee  D),  Subject: 
One-Time  Contribution  to  the  Physi- 
cians’ Cincinnatus  Society;  Introduced 
by:  Harold  M.  Weiner,  MD,  on  behalf  of 
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the  Montgomery  County  Medical  Soci- 
ety: Author:  Louis  A.  Meier,  MD, 
Montgomery  County  Medical  Society 
76  87-18  (Reference  Committee  D),  Subject: 
Sphtting  of  Surgical  Fees  with  Nonphy- 
sicians; Introduced  by:  Robert  D. 
Reinecke,  MD,  on  behalf  of  the  Penn- 
sylvania Academy  of  Ophthalmology 
and  Otolaryngology  and  the  PMS  In- 
terspecialty Committee;  Author:  Rob- 
ert D.  Reinecke,  MD 

'78  87-19  (Reference  Committee  E),  Subject: 
Improvement  of  the  Early  and  Periodic 
1 Screening  Diagnosis  and  Treatment 

1 Program  (EPSDT)  Under  Medical  As- 

I sistance;  Introduced  by:  James  E. 

! Jones,  MD,  Pennsylvania  Chapter  of 
i the  American  Academy  of  Pediatrics; 
j Author:  Susan  S.  Aronson,  MD,  Presi- 
dent, Pennsylvania  Chapter  of  the 
American  Academy  of  Pediatrics 
78  87-20  (Reference  Committee  E),  Subject: 
State  Study  of  Health  Insurance  Sub- 
sidy Program  to  Allow  Low  Income, 
Uninsured  Families  to  Buy  Medical  As- 
sistance Coverage  for  their  Children; 
Introduced  by:  James  E.  Jones,  MD, 
Pennsylvania  Chapter  of  the  American 
Academy  of  Pediatrics;  Author:  Susan 
S.  Aronson,  MD,  President,  Pennsylva- 
nia Chapter  of  the  American  Academy 
of  Pediatrics 

78  87-21  (Reference  Committee  E),  Subject: 
PMS  Support  for  Child  Health  Insur- 
ance Reform  Proposals;  Introduced  by: 
James  E.  Jones,  MD,  Pennsylvania 
Chapter  of  the  American  Academy  of 
Pediatrics:  Author:  Susan  S.  Aronson, 
MD,  Pennsylvania  Chapter  of  the 
American  Academy  of  Pediatrics 
78  87-22  (Reference  Committee  E),  Subject: 
KePRO  Review  System;  Introduced 
by:  Albert  J.  Finestone,  MD,  Secretary 
and  Delegate,  Philadelphia  County 
Medical  Society,  on  behalf  of  the  Board 
of  Directors  of  the  Philadelphia  County 
Medical  Society;  Author:  George  R. 
Fisher  HI,  MD,  Philadelphia  Medical 
Society 

76  87-23  (Reference  Committee  D),  Subject: 
Adherence  to  Malpractice  Contract 
Provisions;  Introduced  by:  Albert  J. 
Finestone,  MD,  Secreteu'y  emd  Dele- 
gate, Philadelphia  County  Medical  So- 
ciety, on  behalf  of  the  Board  of  Direc- 
tors of  the  Philadelphia  County  Medical 
Society;  Author:  N.  Henry  Moss,  MD, 
Philadelphia  County  Medical  Society 

78  87-24  (Reference  Committee  E),  Subject: 

Reimbursement  for  Duplicating  Penn- 
sylvania Medical  Assistance  by  Penn- 
sylvania Medical  Society;  Introduced 
by:  Albert  J.  Finestone,  MD,  Secretary 
and  Delegate,  Philadelphia  County 
Medical  Society,  on  behEdf  of  the  Board 
of  Directors  of  the  Philadelphia  County 
Medical  Society;  Author:  Norman  Mak- 
ous,  MD,  Philadelphia  County  Medical 
Society 

79  87-25  (Reference  Committee  E),  Subject: 

Contracts  with  Third-Party  Payors;  In- 
troduced by:  Albert  J.  Finestone,  MD, 
Secretary  and  Delegate,  Philadelphia 
County  Medical  Society,  on  behalf  of 
the  Board  of  Directors  of  the  Philadel- 
phia County  Medical  Society;  Author: 
Norman  Makous,  MD,  Philadelphia 


County  Medical  Society 

79  87-26  (Reference  Committee  B)  Subject: 

Pharmacist’s  Modification  of  Physi- 
cian’s Prescription  by  Substitution;  In- 
troduced by:  Albert  J.  Finestone,  MD, 
Secretary  and  Delegate,  Philadelphia 
County  Medical  Society,  on  behalf  of 
the  Board  of  Directors  of  the  Philadel- 
phia County  Medical  Society 

77  87-27  (Reference  Committee  D),  Subject: 

Patient’s  Bill  of  Obligations;  Intro- 
duced by:  Albert  J.  Finestone,  MD, 
Secretary  and  Delegate,  Philadelphia 
County  Medical  Society,  on  behalf  of 
the  Board  of  Directors  of  the  Philadel- 
phia County  Medical  Society:  Author: 
Norman  Makous,  MD,  Philadelphia 
County  Medical  Society 

78  87-28  (Reference  Committee  E),  Subject: 

Medicare  Home  Health  Benefits;  Intro- 
duced by:  Mary  J.  Kinosian,  MD, 
Venango  County  Medical  Society;  Au- 
thor: John  P.  Pagana,  MD,  Northum- 
berland County  Medical  Society 

77  87-29  (Reference  Committee  E),  Subject: 
Release  of  “Raw  Data”  Under  the 
Health  Care  Cost  Containment  Act 
(Act  No.  1986-89);  Introduced  by:  Rob- 
ert J.  Fagioletti,  MD,  on  behalf  of  the 
Pennsylvania  Academy  of  Family  Phy- 
sicians and  Bradford  K.  Strock,  MD,  on 
behalf  of  the  Dauphin  County  Medical 
Society;  Author:  Bradford  K.  Strock, 
MD 

80  87-30  (Reference  Committee  B),  Subject: 

Physician’s  Right  to  Dispense  Medica- 
tions; Introduced  by:  Charles  A.  Heis- 
terkamp  III,  MD,  Lancaster  City  and 
County  Medical  Society;  Author: 
Charles  A.  Heisterkamp  III,  MD 

77  87-31  (Reference  Committee  E),  Subject: 
Reaffirmation  of  Resolution  85-3  Blue 
Shield/Blue  Cross;  Introduced  by: 
Charles  A.  Heisterkamp  HI,  MD,  on 
behalf  of  the  Lancaster  City  and 
County  Medical  Society;  Author: 
Charles  A.  Heisterkamp  III,  MD 

81  87-32  (Reference  Committee  B),  Subject: 

Education  of  Physicians  in  the  State  of 
Pennsylvania  on  Donor  Programs  and 
New  Donor  Law  in  the  State  of  Penn- 
sylvania; Introduced  by:  Thomas  H. 
Malin,  MD,  Delegate,  Pennsylvania 
Orthopaedic  Society,  on  behalf  on  the 
PMS  Interspecialty  Committee;  Au- 
thor: Thomas  H.  Mahn,  MD 

77  87-33  (Reference  Committee  E),  Subject: 
Pre-Paid  Physician  Services  for  the  Cit- 
izens of  the  Commonwealth  of  Pennsyl- 
vania; Introduced  by:  Sidney  O. 
Krasnoff,  MD,  Philadelphia  County 
Medical  Society;  Author:  Sidney  O. 
Krasnoff,  MD 

79  87-34  (Reference  Committee  E),  Subject: 

KePRO  Quality  Review;  Introduced 
by:  J.  Walter  Valenteen,  MD,  Delegate, 
Delaware  County  Medical  Society,  on 
behalf  of  the  Board  of  Directors  of  the 
Delaware  County  Medical  Society;  Au- 
thor: Richard  R.  Ratner,  MD,  on  behalf 
of  the  Board  of  Directors  of  the  Dela- 
ware County  Medical  Society 

79  87-35  (Reference  Committee  E),  Subject: 
KePRO  Physician  Reviewers  Schedul- 
ing; Introduced  by:  John  A.  Malcolm 
Jr.,  MD,  on  behalf  of  the  Union  County 
Medical  Society;  Author:  John  A. 


Malcolm  Jr.,  MD 

82  87-36  (Reference  Committee  B),  Subject: 
Prescription  Drug  Advertising;  Intro- 
duced by:  Thomas  E.  Baker,  MD,  on  be- 
half of  the  Luzerne  County  Medical  So- 
ciety; Author:  Stanley  C.  Ushinski, 
MD,  and  Edward  A.  Lottick,  MD,  on 
behalf  of  the  Luzerne  County  Medical 
Society 

79  87-37  (Reference  Committee  E),  Subject: 

Inappropriate  Final  Denials  by  Ke- 
PRO; Introduced  by:  John  A.  Mdcohn 
Jr.,  MD,  on  behalf  of  the  Union  County 
Medical  Society;  Author:  John  A. 
Malcolm  Jr.,  MD 

80  87-38  (Reference  Committee  B),  Subject: 

State  Board  of  Medicine;  Introduced 
by:  William  S.  Lovrinic,  MD,  Chester 
County  Mediced  Society;  Author:  Mary 

B.  Allan,  MD,  Nelson  P.  Aspen,  MD, 
and  Norman  A.  Goldstein,  MD,  on  be- 
half of  the  Board  of  Directors  of  the 
Chester  County  Medical  Society 

74  87-39  (Reference  Committee  C),  Subject: 

Joint  Venture  Contracts  between  Physi- 
cians and  Other  Economic  Entities;  In- 
troduced by:  James  R.  Regan,  MD,  on 
behalf  of  the  PennsylvEinia  Society  of 
Internal  Medicine;  Author:  Robert  B. 
Sklaroff,  MD,  on  behalf  of  the  Pennsyl- 
vania Society  of  Interned  Medicine 

73  87-40  (Reference  Committee  B),  Subject: 
Tobacco  Advertising;  Introduced  by: 
James  R.  Regan,  MD,  on  behalf  of  the 
Pennsylvania  Society  of  Internal  Medi- 
cine; Author:  Robert  B.  Sklaroff,  MD, 
on  behalf  of  the  Permsylvania  Society 
of  Internal  Medicine  (Rejected  as  busi- 
ness) 

87-41  (Reference  Committee  B),  Subject: 
Premarital  Blood  Drawing  for  RPR  or 
VDRL;  Introduced  by:  James  J. 
Houser,  MD,  on  behalf  of  the  Venango 
County  Medical  Society;  Author: 
James  J.  Houser,  MD  (Withdrawn  by 
author) 

73  87-42  (Reference  Committee  E),  Subject: 
KePRO  Principal  Diagnosis;  Intro- 
duced by:  William  C.  Ryan,  MD,  Som- 
erset County  Medical  Society;  Author: 
Jan  R.  J.  deVries,  MD,  Somerset 
County  Medical  Society  (Rejected  as 
business) 

73  87-43  (Reference  Committee  B),  Subject: 
Patient  Care  and  Nursing;  Introduced 
by:  Stemley  M.  Marks,  MD,  Secretary, 
AUegheny  County  Medical  Society;  Au- 
thor: Matthew  Marshall  Jr.,  MD,  Alle- 
gheny County  Medical  Society  (Re- 
jected as  business) 

75  87-44  (Reference  Committee  C),  Subject: 

Voluntary  Financial  Contributions  from 
Medical  Staffs  to  PMS  Impaired  Physi- 
cian Program;  Introduced  by:  Edward 
H.  Dench  Jr.,  MD,  on  behalf  of  the 
PMS  Hospital  Medical  Staff  Section: 
Author:  WUma  C.  Light,  MD,  Latrobe 
Area  Hospital 

78  87-45  (Reference  Committee  E),  Subject: 
Medical  Assistance  Hospitalization  De- 
nials: Introduced  by:  Edward  H.  Dench 
Jr.,  MD,  on  behalf  of  the  PMS  Hospital 
Medical  Staff  Section;  Author:  WUma 

C.  Light,  MD,  Latrobe  Area  Hospital 

78  87-46  (Reference  Committee  E),  Subject: 

Peer  Review  of  Medical  Care  in  All  U.S. 
Government  Health  Care  Facilities:  In- 
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troduced  by:  Edward  H.  Dench  Jr., 
MD,  on  behalf  of  the  PMS  Hospital 
Medical  Staff  Section;  Author:  Ronald 
J.  Carlucci,  MD,  Riddle  Memorial  Hos- 
pital 

79  87-47  (Reference  Committee  B),  Subject: 
Action  Regulating  the  Supply  of  Physi- 
cians; Introduced  by;  Erwin  A.  Cohen, 
MD,  Philadelphia  County  Medical  Soci- 
ety; Author;  Erwin  A.  Cohen,  MD 

82  87-48  (Reference  Committee  B),  Subject: 
Organ  Donor  Cards:  Introduced  by:  Pe- 
ter D.  Ciirnrnings,  on  behalf  of  the  PMS 


Dues 

1.  Medical  Student.  Students  enrolled  in  an 
accredited  medical  school  program.  They 
may  join  the  county,  but  it  is  not  required. 
(Full  Dues— January  1 through  June  30;  Half 
Dues— July  1 through  November  1). 

Dues:  PMS  Full  = $5.00;  PMS  Half  = 
$2.50;  AMA  Full  = $20.00;  AMA  Half  = 
$10.00;  Specieil  Assessment  = $1.00;  Special 
Assessment  = $.50. 

2.  Resident  (First  Year  of  Postgraduate 
Study).  Any  resident  who  has  just  graduated 
from  an  accredited  medical  school  emd  is 
serving  in  em  approved  training  program. 
PMS  will  reimburse  the  county  10  percent  of 
their  annual  assessment.  The  free  member- 
ship would  begin  as  soon  as  possible  upon  ac- 
ceptance into  residency  and  continue  until 
December  31  of  the  next  year. 

Dues:  PMS  = Dues  Exempt;  AMA  FuU 
= $45;  AMA  Half  = $22.50. 

3.  Resident  (After  First  Year  Postgraduate 
Study).  Any  resident  who  is  serving  in  an  ap- 
proved training  program  and  has  not  just 
graduated  from  mediceJ  school.  This  would 
include  a physician  who  after  graduating 
from  medical  school  did  not  immediately  be- 
gin a residency  program.  (Full  Dues— 
January  1 through  June  30;  Half  Dues— July 
1 through  November  1). 

Dues:  PMS  FuU  = $30.00;  PMS  Half  = 
$15.00;  AMA  FuU  = $45.00;  AMA  Half  = 
$22.50;  SpecieJ  Assessment  = $5.50;  Special 
Assessment  = $2.75. 

4.  Active  (Newly  Licensed).  Physicians  who 
have  just  been  Ucensed  to  practice  medicine 
in  the  state  of  Pennsylveuiia  eind  are  not  in  a 
training  program.  This  would  include  physi- 
ciems  who  have  previously  been  Ucensed  to 
practice  medicine  in  emother  state.  This  free 
membership  would  begin  at  the  time  the  phy- 
sician was  initiaUy  granted  his  Ucense  and 
continue  to  the  end  of  the  first  fuU  calendar 
year  of  practice.  The  AMA  does  not  give  any 
dues  reduction  based  on  Ucensure.  The  physi- 
cian may  quaUfy  for  a dues  reduction  under 
another  classification. 

Dues:  PMS  = Dues  Exempt;  AMA  FuU 
= $375.00:  AMA  Half  = $187.00. 

Example:  Date  joined  anytime  in  1987- 
dues  exempt  for  1987  and  1988. 

5.  Active  (First  Year  in  Practice).  Active 
members  in  their  first  full  calendar  year  of 
practice  foUowing  completion  of  a training 
program  pay  half  dues  for  this  year.  If  they 


Medical  Student  Section;  Author:  Peter 
D.  Cummings,  Jefferson  Medical  Col- 
lege, PMS  Medical  Student  Section 
80  87-49  (Reference  Committee  B),  Subject; 
Resident  Physiciein  Working  Hours:  In- 
troduced by:  Joseph  F.  Girone,  MD,  on 
behalf  of  the  PMS  Resident  Physician 
Section;  Author:  Joseph  F.  Girone,  MD 
83  87-50  (Reference  Committee  F),  Subject: 
Revision  in  Free  Membership  for  Resi- 
dent Physicians;  Introduced  by; 
Charles  Cattano,  MD,  on  behalf  of  the 
PMS  Resident  Physician  Section;  Au- 


thor; Jeannine  R.  Hahn,  MD,  and  ! 
Charles  Cattano,  MD,  on  behalf  of  the  ; 
PMS  Resident  Physician  Section  ' 

73  87-51  (Reference  Committee  D),  Subject: 
DPT  Vaccines;  Introduced  by:  Robert 
J.  Fagioletti,  MD,  Pennsylvania  Acad- 
emy of  Family  Physicians:  Author: 
Robert  J.  Fagioletti,  MD  (Rejected  as 
business) 

80  Task  Force  on  AIDS  Report  (Reference 
Committee  B) 
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join  after  completing  a residency  in  June 
they  pay  V4  dues,  and  they  get  a half  dues 
reduction  for  the  foUowing  fuU  year.  (Hedf 
Dues— January  1 through  June  30;  V4 
Dues— July  1 through  November  1;  V2  dues 
for  next  fuU  succeeding  year) 

Dues;  PMS  FuU  = $150.00;  = $75.00; 

AMA  FuU  = $187.00:  Half  = $93.00;  Special 
Assessment  = $27.50;  Special  Assessment 
= $13.75. 

6.  Active  (Second  Year  in  Practice).  Active 
members  in  their  second  fuU  calendar  year  of 
practice  are  given  a dues  reduction  (%  Dues  - 
January  1 through  June  30;  Half  of  % Dues  - 
July  1 through  November  1;  3/4  dues  for  next 
fuU  succeeding  year). 

Dues:  PMS  = $225.00;  PMS  Half  of 
= $112.50;  *AMA  FuU  = $281;  AMA  Half 
= $140.00;  Special  Assessment  = $41.25 
Special  Assessment  = $20.63. 

♦Indicates  reduced  rate 

7.  Full  Active.  Any  physician  who  holds  or 
is  eUgible  to  hold  any  unrestricted  Ucense  to 
practice  medicine  in  the  state  of  Pennsylva- 
nia (FuU  Dues— January  1 through  June  30; 
Half  Dues— July  1 through  November  1). 

Dues:  PMS  FuU  = $300;  PMS  Half  = 
$150;  AMA  FuU  = $375;  AMA  Half  = $187; 
Special  Assessment  = $55;  Special  Assess- 
ment = $27.50. 

8.  Senior  Active.  Any  physician  who  is  65 
years  old  before  January  1 and  has  at  least  30 
years  of  continuous  membership. 

Dues:  PMS  = $150;  AMA  = $375  un- 
less exempted  before  1986;  Special  Assess- 
ment = $27.50. 

9.  Associate.  Any  physician  who  is  70 
years  old  before  Jemuetry  1 emd  has  at  least  30 
years  of  continuous  membership. 

Dues:  PMS  options  Usted  below  (see  A); 
AMA  options  Usted  below  (see  B). 

A.  Associate  before  1982  dues  exempt.  As- 
sociate Elf  ter  1984  = $300  one  time  Ufetime 
assessment  -l-$55  SpeciEil  Assessment  or  $30 
paid  yearly  -l-$5.50  Special  Assessment 
yearly  or  dues  exempt  with  no  PMS  mailings 
received. 

B.  PMS  wUl  not  bUl  for  AMA  dues.  Physi- 
ciems  over  70  wiU  be  surveyed  by  the  AMA 
and  biUed  direct.  Working  “0”  hours  per 
week  = exempt;  Working  1 to  20  hours  per 
week  = $187;  Working  more  them  20  hours 
per  week  = $375. 

If  a physician  is  fuUy  retired  from  medical 


practice  Emd  is  under  age  70,  he  may  join 
AMA  or  renew  his  membership  at  the  new 
dues  rate  of  20%  of  fuU  dues— $75  under  the 
1987  dues  structure.  The  physician  wiU  re- 
ceive American  Medical  News  free  of  charge 
and  wiU  be  entitled  to  subscribe  to  JAMA 
and  other  AMA  journals  at  50%  off  the  regu- 
lar subscription  rates. 

NOTE:  If  a physician  is  already  a dues- 
exempt  member  of  AMA  by  virtue  of  his  age 
or  retirement,  this  new  dues  category  does 
not  affect  that  physician;  his  exemption  sta-  | 
tus  will  continue  unchanged. 

10.  Affiliate.  A physician  not  engaged  in  ac- 
tive practice  within  the  county  society. 
Listed  below  are  the  reasons  for  affUiate 
membership.  A written  request  must  be  sub- 
mitted to  PMS  by  the  county  medical  society 
and  must  include  the  reason  for  this  change: 
(a)  Members  of  national  medical  societies  of  ■ 
foreign  countries;  (b)  American  physicians 
whether  or  not  licensed  to  practice  medicine 
and  surgery  in  PennsylvEinia  engaged  in  mis- 
sionary or  philanthropic  labors;  (c)  Full-time 
teachers  of  medicine  or  the  arts  emd  sciences 
allied  to  medicine  who  eue  not  holders  of  an  1 
unrestricted  hcense  to  practice  medicine  in  1 
Pennsylvania;  (d)  Physicians,  whether  or  not  - 
fully  licensed  to  practice  medicine  in  Pennsyl- 1 
vania,  who  are  fully  retired  from  active  prac- 
tice; must  be  over  70  for  AMA  dues  reduc- 
tion; (e)  Physicians  in  active  practice  who  > 
move  out  of  the  Commonwealth  if  they  main- 1 
tain  active  membership  in  a county  society 
and  state  society  in  their  new  resident  state; 
(f)  Physicians  not  fully  licensed  to  practice  in  1 
Pennsylvania  who  are  engaged  in  research  or 
administrative  medicine  in  Pennsylvania. 

Dues:  PMS  = $30;  AMA  = $375  (except 
[d]  above);  Special  Assessment  = $5.50. 

11.  Disability.  A physician  who  is  unable  to 
practice  medicine  because  of  illness.  A writ- 
ten request  must  be  submitted  by  the  county 
medic^  society  and  reaffirmed  yearly  before 
November  10  prior  to  the  billing  year. 

Dues:  PMS  = Dues  exempt:  AMA  = 
Dues  exempt. 

12.  Military.  A physician  who  is  temporarily 
fulfiUing  a mOitEuy  or  other  government  obli- 
gation (four  years  or  less).  Physicians  who 
are  career  militEuy  or  other  government  ser- 
vice will  only  receive  the  first  four  years  as 
dues  exempt. 

Dues:  PMS  = Dues  exempt;  AMA  Full 
= $250;  AMA  Half  = $125. 
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Pennsylvania  Medical  Society  Officials 


Headquarters  Office:  20  Erford  Road,  Lemoyne,  PA  17043 
Telephone:  (717)  763-7151  or  1-800-228-7823 

Officers 


President 

)onald  E.  Harrop,  MO 

'50  South  Main  Street 
’hoenixville  19460 
215)  933-3182 


President  Elect 
herald  L.  Andriole,  MD 

!19  W.  Diamond  Ave. 
Hazleton  18201 
717)  454-4917 


* Immediate  Past  President 
R.  Robert  Tyson,  MD 

RD  1,  Box  179-B 
Rome  18837 
(717)  247-7949 


‘Vice  President 
J.  Joseph  Danyo,  MD 

908  South  George  Street 
York  1 7403 
(717)  848-4800 


‘Secretary 
David  L.  Miller,  MD 

237  Broad  Street 
New  Bethlehem  16242 
(814)  275-1122 


‘Speaker 

House  of  Delegates 
James  A.  Raub,  MD 

1099  Ohio  River  Blvd. 
Sewickley  15143 
(412)  741-7150 


‘Vice  Speaker 
House  of  Delegates 
Jonathan  E.  Rhoads  Jr.,  MD 

York  Hosp.,  Dept,  of  Surgery 
1001  S.  George  St. 

York  1 7405 
(717)  771-2756 

Treasurer  and 
Executive  Vice  President 
John  F.  Rineman 

20  Erford  Rd. 

Lemoyne  17043 
(717)  763-7151 


[Robert  N.  Moyers,  MD,  Chairman 
John  H.  Hobart,  MD,  Vice  Chairman 
*First  District — John  Helwig  Jr.,  MD,  The 
Germantown  Hosp.  & Med.  Ctr.,  One  Penn 
Blvd.,  3rd  FI.,  Philadelphia  19144  - (215) 
438-4944.  Term  expires  1989.  Philadelphia 
county. 

'Second  District — John  W.  Lawrence,  MD, 
1078  W.  Baltimore  Pike,  Media  19063  - 
(215)  566-4311.  Term  expires  1990.  Berks, 
Bucks,  Chester,  Delaware,  Lehigh,  and 
Montgomery  counties. 

'Third  District — John  H.  Hobart,  MD,  2001 
Fairview  Ave.,  Easton  18042  - (215) 
258-9131.  Term  expires  1989.  Carbon, 
Lackawanna,  Monroe,  Northampton,  Pike, 
and  Wayne  counties. 

'Fourth  District — Frederick  G.  Brown,  MD, 
Geisinger  Med.  Ctr.,  Danville  17822  - (717) 
271-6393.  Term  expires  1990.  Columbia, 
Montour,  Northumberland,  Schuylkill,  and 
Snyder  counties. 

'Fifth  District — Herbert  C.  Perlman,  MD, 
Carlisle  Hospital,  X-ray,  Box  310,  Carlisle 
17013  - (717)  245-5429.  Term  expires  1990. 
Adams,  Cumberland,  Dauphin,  Franklin, 
Fulton,  Lancaster,  Lebanon,  Perry,  and  York 


Kenneth  L.  Cooper,  MD 

p30  Dunbar  Rd.,  Williamsport  17701  - (717) 
p23-3671 

(Term  expires  1989) 

Michael  P.  Levis,  MD 

4725  McKnight  Rd.,  Pittsburgh  15237  - 

(412)  364-3666 

(Term  expires  1988) 


Trustees 

counties. 

'Sixth  District — Betty  L.  Cottle,  MD,  25 
Sylvan  Dr.,  Hollidaysburg  16648  - (814) 
695-0659.  Term  expires  1988.  Blair,  Centre, 
Clearfield,  Huntingdon,  Juniata,  and  Mifflin 
counties. 

'Seventh  District — Irving  Williams  III,  MD, 
1115  Sunset  Dr.,  Lewisburg  17837  - (717) 
523-1142.  Term  expires  1988.  Cameron, 
Clinton,  Elk,  Lycoming,  Potter,  Tioga,  and 
Union  counties. 

'Eighth  District — Robert  N.  Moyers,  MD, 
764  Kennedy  St.,  Meadville  16335  - (814) 
336-5995.  Term  expires  1989.  Crawford, 
Erie,  Forest,  McKean,  Mercer,  and  Warren 
counties. 

'Ninth  District— David  L.  Miller,  MD,  237 
Broad  St.,  New  Bethlehem  16242  - (814) 
275-1122.  Term  expires  1989.  Armstrong, 
Butler,  Clarion,  Indiana,  Jefferson,  and 
Venango  counties. 

'Tenth  District — Walter  M.  Greissinger,  MD, 
13  Pride  St.,  Pittsburgh  15219  - (412) 
232-3555.  Term  expires  1988.  Allegheny, 
Beaver,  Lawrence,  and  Westmoreland 
counties. 

'Eleventh  District— Ferdinand  L.  Soisson 


Judicial  Council 

George  P.  Rosemond,  MD 

3401  N.  Broad  St.,  Philadelphia  19140  - 
(215)  255-2230 
(Term  expires  1990) 

Joseph  M.  Stowell,  MD 

Howard  Ave.,  Altoona  16601  - (814) 

944-6109 

(Term  expires  1988) 


Jr.,  MD,  353  Market  St.,  Johnstown  15901  - 
(814)  535-2569.  Term  expires  1990.  Bedford, 
Cambria,  Fayette,  Greene,  Somerset,  and 
Washington  counties. 

'Twelfth  District — Victor  F.  Greco,  MD, 
Greco  Med.  Arts  Bldg.,  Drums  18222  - (717) 
788-4141  Term  expires  1988.  Bradford, 
Luzerne,  Sullivan,  Susquehanna,  and 
Wyoming  counties. 

'Specialty  Societies — Martin  A.  Murcek, 

MD,  Med.  Arts  Bldg.,  562  Shearer  St.,  Ste. 
101-2,  Greensburg  15601  - (412)  837-4070. 
Term  expires  1988. 

'Resident  Physicians — Jeannine  R.  Hahn, 
MD,  191  Lowell  Terr.,  King  of  Prussia  19406 
- (215)  265-4489.  Term  expires  1989  (or 
upon  completion  of  residency). 

'Hospital  Medical  Staff  Section — Lee  H. 
McCormick,  MD,  2708  Brownsville  Rd., 
Pittsburgh  15227  - (412)  885-6330.  Term 
expires  1989. 

Medical  Students — Bernie  F.  Kennetz  Jr., 
1242  Hollywood  St.,  Pittsburgh  15205  - 
(412)  921-6277/0467.  Term  expires  1988  (or 
upon  completion  of  medical  school). 

'Voting  members  of  the  Board  of  Trustees 


D.  Ernest  Witt,  MD 

RD  2,  Bloomsburg  17815  - (717)  784-2190 
(Term  expires  1990) 

Staff  Assignment — Kay  A.  Barrett 

Address  inquiries  to  David  L.  Miller,  MD, 
Judicial  Council  Secretary,  20  Erford  Rd., 
Lemoyne  17043 


John  F.  Rineman,  Executive  Vice  President 
James  E.  Paxton,  Assistant  Executive  Vice 
President 

J.  Michael  Barlup,  Manager  of  Financial 
Operations 

Kay  A.  Barrett,  Administrative  Assistant 
and  Aide  to  the  Speaker 


Administrative  Staff 

Frani  Battista,  Project  Coordinator, 
Professional  Liability  Initiative 
Jean  Beatty,  Advertising  Manager, 
Pennsylvania  Medicine 
David  C.  Blunk,  Assistant  Director, 
Department  for  Specialty  Societies 
Edward  C.  Brown  Jr.,  Manager  of 


Operating  Services 

Robert  H.  Craig  Jr.,  Director  of 

Governmental  Relations 

Arnold  W.  Cushner,  Executive  Assistant  for 

General  Administration 

Debora  B.  Faesel,  Coordinator,  Medical 

Staff  Activities 
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Gregory  K.  Gable,  Assistant  Director  of 
Impaired  Physician  Program 
Jeffrey  C.  Greenawalt,  Director  of 
Educational  Activities 
Beth  A.  Greenberg,  Data 
Analyst/Statistician 

L.  Riegel  Haas,  Director  of  Professional 
Relations 

Maureen  G.  Hoepfer,  Assistant  Director  of 
Communications 

Patricia  L.  Hogg,  Assistant  Managing 

Editor,  Pennsylvania  Medicine 

Kenneth  B.  Jones,  Esq.,  General  Counsel 

Jane  R.  Krebs,  RN,  MS,  Clinical 

Coordinator  of  Impaired  Physician  Program 

Robert  L.  Lamb,  Director  of 

Communications 

Barbara  A.  Layne,  RN,  Assistant  Director 

of  Economic  Affairs 

Larry  L.  Light,  Legislative  Liaison 

Donald  N.  McCoy,  Director,  Department  for 

Specialty  Societies 


Robert  W.  McDermott,  MD,  Director  of 
Impaired  Physician  Program 
Deborah  M.  Macri,  Supervisor  of 
Accounting 

Elizabeth  B.  Metz,  Esq.,  Assistant  General 
Counsel 

Sandra  L.  Minner,  Supervisor  of 
Administrative  Services 
Richard  R.  Orlandi,  Assistant  Director  of 
Economic  Affairs 

William  F.  S.  Orner  Jr.,  Director  of 
Economic  Affairs 

Christina  L.  Reese,  Assistant  Director  of 

Educational  Activities 

Mary  Ellen  Romeo,  Assistant  Director  of 

Communications 

Jerry  L.  Rothenberger,  Assistant  Director 
of  Governmental  Relations 
Sharon  R.  Ryan,  Assistant  Director, 
Practice  Services 

Susan  B.  Scordo,  Supervisor,  Word 
Processing 


Frederick  A.  Stuppy  Jr.,  CSP,  Director  of 
Management  Information  Systems 
Donna  E.  Towsen,  Assistant  Director,  Data 
Processing 

Mary  L.  Uehlein,  Managing  Editor, 
Pennsylvania  Medicine 
Joyce  M.  VanWagner,  Assistant  Director  of 
Economic  Affairs 

Denise  E.  Zimmerman,  Director  of  Practice 
Services 

PMS  Staff  Field  Contact  Representatives 
First  and  Second  Districts— L.  Riegel  Haas 
Third  District— Christina  L.  Reese 
Fourth  District— Debora  B.  Faesel 
Fifth  District — Barbara  A.  Layne,  RN 
Sixth  District— David  C.  Blunk 
Seventh  District— Maureen  G.  Hoepfer 
Eighth  District— Larry  L.  Light 
Ninth  District — Denise  E.  Zimmerman 
Tenth  District— Richard  R.  Orlandi 
Eleventh  District— Jerry  L.  Rothenberger 
Twelfth  District— Arnold  W.  Cushner 


Pennsylvania  Delegation  to  the  American  Medical  Association 


Delegates  Whose  Terms  Expire  1988 
R.  William  Alexander,  MD,  544  Elm  St., 
Reading  19601  - (215)  374-4951 
Doris  G.  Bartuska,  MD,  3227  W Penn  St., 
Philadelphia  19129  - (215)  842-6952 
Betty  L.  Cottle,  MD,  25  Sylvan  Dr., 
Hollidaysburg  16648  - (814)  695-0659 
James  B.  Donaldson,  MD,  10  Summit  Dr., 
Bryn  Mawr  19010  - (215)  525-5420 
Raymond  C.  Grandon,  MD,  131  State  St., 
Harrisburg  17101  - (717)  234-4187 
Charles  A.  Heisterkamp  III,  MD,  721  N. 
Duke  St.,  Lancaster  17602  (717)  397-5104 
Donald  E.  Parlee,  MD,  75  Foxcroft  Dr., 
Doylestown  18901  - (215)  345-2290 
Irving  Williams  III,  MD,  RD  1,  Box  206, 
1115  Sunset  Dr.,  Lewisburg  17837  - (717) 
523-1142 

Delegates  Whose  Terms  Expire  1989 
Gerald  L.  Andriole,  MD,  219  W.  Diamond 
Ave.,  Hazleton  18201  - (717)  454-4917 
Donald  C.  Brown,  MD,  Irwin  Prof.  Ctr.,  100 
Pennsylvania  Ave.,  Irwin  15642  - (412) 
864-5759 

Joseph  N.  Demko,  MD,  919  Drinker  St., 
Dunmore  18512  - (717)  344-5665 
George  R.  Fisher  III,  MD,  829  Spruce  St., 
Ste.  308,  Philadelphia  19107  - (215) 
922-5252 


Standing  Committees 
Board  of  Trustees 

Executive 

Robert  N.  Moyers,  MD,  Chairman,  764 
Kennedy  St.,  Meadville  16335  - (814) 
336-5995 

Gerald  L.  Andriole,  MD,  219  W.  Diamond 
Ave.,  Hazleton  18201  - (717)  454-4917 
J.  Joseph  Danyo,  MD,  908  S.  George  St., 
York  17403  - (717)  848-4800 
Donald  E.  Harrop,  MD,  750  S.  Main  St., 
Phoenixville  19460  - (215)  933-3182 
John  Helwig  Jr.,  MD,  The  Germantown 
Hosp.  & Med.  Ctr.,  One  Penn  Blvd.,  3rd  FI., 
Philadelphia  19144  - (215)  438-4944 


Gordon  K.  MacLeod,  MD,  Univ.  of  Pgh., 
Room  A610,  HSA  GSPH,  130  DeSoto  St., 
Pittsburgh  15261  - (412)  624-3875 
William  H.  Mahood,  MD,  1245  Highland 
Ave.,  Abington  19001  - (215)  887-9690 
Timothy  J.  Michals,  MD,  Pepper  Pavilion, 
Ste.  1003,  One  Graduate  Plaza, 
Philadelphia  19146  - (215)  546-7973 
Robert  N.  Moyers,  MD,  764  Kennedy  St., 
Meadville  16335  - (814)  336-5995 
Jonathan  E.  Rhoads  Jr.,  MD,  York 
Hospital,  Dept,  of  Surgery,  1001  S.  George 
St.,  York  17405  - (717)  771-2756 

Alternate  Delegates  Whose  Terms  Expire 
1988 

Richard  D.  Baltz,  MD,  3028  Market  St., 
Camp  Hill  17011  - (717)  737-7100 
Susan  H.  Bray,  MD,  86  Bethlehem  Pike, 
Philadelphia  19118  - (215)  247-3939 
James  B.  Couch,  MD,  Hahnemann 
University  Hospital,  Broad  & Vine  Sts., 
Philadelphia  19102  - (215)  448-7919 
Donald  G.  Ferguson,  MD,  1000  Bower  Hill 
Rd,,  Pittsburgh  15243  - (412)  561-4900 
Victor  F.  Greco,  MD,  Greco  Med.  Arts 
Bldg.,  Drums  18222  - (717)  788-4141 
Robert  L.  Lasher,  MD,  316  W.  23rd  St., 
Erie  16502  - (814)  455-9038 
John  S.  Parker,  MD,  1100  Ligonier  St., 


Committees 

John  H.  Hobart,  MD,  2001  Fairview  Ave., 
Easton  18042  - (215)  258-9131 
David  L.  Miller,  MD,  237  Broad  St.,  New 
Bethlehem  16242  - (814)  275-1122 
Martin  A.  Murcek,  MD,  Med.  Arts  Bldg., 
562  Shearer  St.,  Ste.  101-2,  Greensburg 
15601  - (412)  837-4070 
James  A.  Raub,  MD,  1099  Ohio  River 
Blvd.,  Sewickley  15143  - (412)  741-7150 
R.  Robert  Tyson,  MD,  RD  1,  Box  179-B, 
Rome  18837  - (717)  247-7949 
Irving  Williams  III,  MD,  1115  Sunset  Dr., 
Lewisburg  17837  - (717)  523-1142 
Staff  Assignment— John  F.  Rineman 


Latrobe  15650  - (412)  539-3555 
Howard  A.  Richter,  MD,  City  Line  & 
Lancaster  Aves.,  Philadelphia  19151  - (215) 
649-4416 

Alternate  Delegates  Whose  Terms  Expire 
1989 

Mary  C.  Barton,  MD,  136  E.  Caracas  Ave., 
Hershey  17033  - (717)  533-4249 
Joseph  B.  Blood  Jr.,  MD,  Guthrie  Clinic, 
Guthrie  Sq.,  Sayre  18840  (717)  888-5858 
Ronald  J.  Clearfield,  MD,  Citizens  Gen. 
Hosp.,  651  Fourth  Ave.,  New  Kensington 
15068  - (412)  337-3541 
James  L.  Cristol,  MD,  641  Broad  Acres 
Rd.,  Penn  Valley  19072  - (215)  664-2901 
Joseph  A.  Girone,  MD,  P.O.  Box  112, 
Sellersville  18960  - (215)  257-2727 
Lee  H.  McCormick,  MD,  2708  Brownsville 
Rd.,  Pittsburgh  15227  - (412)  885-6330 
Michael  J.  Prendergast,  MD,  930  Upland 
Rd.,  York  17403  - (717)  845-2743 
Barbara  A.  Shelton,  MD,  Independence 
Place,  Apt.  1006,  Sixth  & Locust  Walk, 
Philadelphia  19106  - (215)  625-0800 
Donald  H.  Smith,  MD,  1901  Hay  Terrace, 
Easton  18042  - (215)  252-2556 
Staff  Assignment— James  E.  Paxton 


Finance 

Martin  A.  Murcek,  MD,  Chairman,  Med. 
Arts  Bldg.,  562  Shearer  St.,  Ste.  101-2, 
Greensburg  15601  - (412)  837-4070 
Betty  L.  Cottle,  MD,  25  Sylvan  Dr., 
Hollidaysburg  16648  - (814)  695-0659 
Walter  M.  Greissinger,  MD,  13  Pride  St., 
Pittsburgh  15219  - (412)  232-3555 
John  H.  Hobart,  MD,  2001  Fairview  Ave., 
Easton  18042  - (215)  258-9131 
David  L.  Miller,  MD,  237  Broad  St.,  New 
Bethlehem  16242  - (814)  275-1122 
Jonathan  E.  Rhoads  Jr.,  MD,  York 
Hospital,  Dept,  of  Surgery,  1001  S.  George 
St.,  York  17405  - (717)  771-2756 
Staff  Assignment— J.  Michael  Barlup 
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'Publication 

li/ictor  F.  Greco,  MD,  Chairman,  Greco 
Medical  Arts  Bldg.,  Drums  18222  - (717) 
|788-41  41 

-rederick  G.  Brown,  MD,  Geisinger  Med. 
btr.,  Danville  17822  - (717)  271-6393 
Ijeannine  R.  Hahn,  MD,  191  Lowell  Terrace, 
<ing  of  Prussia  19406  - (215)  265-4489 
3ernie  F.  Kennetz  Jr.,  1242  Hollywood  St., 
Pittsburgh  15205  - (412)  921-6277 
John  W.  Lawrence,  MD,  1078  W.  Baltimore 
Pike,  Media  19063  - (215)  566-4311 
Staff  Assignment— Mary  L.  Uehlein 


Permanent  Committees 
Board  of  Trustees 

Distinguished  Service  Award 
D.  Ernest  Witt,  MD,  Chairman,  RD  2, 
Bloomsburg  17815  - (717)  784-2190 
R.  William  Alexander,  MD,  544  Elm  St., 
Reading  19601  - (215)  374-4951 
R.  Robert  Tyson,  MD,  RD  1,  Box  179-B, 
Rome  18837  - (717)  247-7949 
Staff  Assignment — Maureen  G.  Hoepfer 

Impaired  Physician 

J.  Preston  Hoyle,  MD,  Chairman,  Zeigler 
Disp.,  Bucknell  Univ.,  Lewisburg  17837  - 
717)  524-1401 

Elizabeth  H.  Gordon,  MD,  Vice  Chairman, 
501  Arrot  Bldg.,  4th  & Wood  Sts.,  Pittsburgh 
15222  - (412)  391-3842 
fSuy  L.  Belianca,  MD,  Westmoreland  Hosp., 
532  W.  Pittsburgh  St.,  Greensburg  15601  - 
I 412)  832-4035 

I Richard  J.  Bender,  MD,  1603  Anderson 
,|Rd.,  Pittsburgh  15209  - (412)  935-5255 
I Joshua  M.  Figlin,  DO,  673  Pike  St., 

-.emont  16851  - (814)  234-5830 
iiJean  L.  Forest,  MD,  103  N.  Highland,  Bala 
iSynwyd  19004  - (215)  647-0330 
ti.awrence  S.  Greenfield,  MD,  Geisinger 
;Med.  Ctr.,  Danville  17822  - (717)  271-6165 
i/lary  J.  Kinosian,  MD,  1261  Elk  St., 
'Franklin  16323  - (814)  437-6563 
I Mian  J.  Kogan,  MD,  3941  Donna  Dr., 
ilHuntingdon  Valley  19006  - (215)  722-5455 
' Robert  E.  Krause,  MD,  Marworth  Treatment 
:3tr.,  Waverly  18471  - (717)  563-1112 
H/Villiam  D.  Lamberton,  MD,  213  E.  41st 
Bt.,  Erie  16504  - (814)  864-4987 
I Richard  F.  Limoges,  MD,  Institute  of  PA 
iHosp.,  Ill  North  49th  St.,  Philadelphia 
||19139  - (215)  471-2428 
i|john  H.  Moyer,  MD,  1086  Franklin  St., 
jjohnstown  15905  - (814)  539-6313 
plaude  E.  Nichols,  MD,  2645  N.  3rd  St., 
jHarrisburg  17110  - (717)  238-0215 
Joseph  A.  Ricci,  MD,  433  Woodcrest  Dr., 
Mechanicsburg  17055  - (717)  766-1122 
Barry  A.  Ruht,  MD,  2395  Lisa  Lane, 
MIentown  18104  - (215)  821-4848 
William  C.  Ryan,  MD,  917  W.  Main  St., 
Somerset  15501  - (814)  443-3648 
George  R.  Simms,  MD,  Hershey  Med.  Ctr., 
Hershey  17033  - (717)  531-8181,  (717) 
531-8186 

Bruce  K.  Branin,  DO,  PA  Osteopathic 
Medical  Assn.  Representative,  Marworth 
Ellen  Passloff,  Student  Representative, 

4247  Locust  St.,  #910,  Philadelphia  19104  - 
(215)  386-0205 

Mrs.  Herbert  V.  Jordan  Jr.,  Auxiliary 
Representative,  24  Eastgate  Dr.,  Camp  Hill 


17011  - (717)  761-1578 

Staff  Assignment— Robert  W.  McDermott, 

MD 


Interspecialty  Committee 

Martin  A.  Murcek,  MD,  Chairman,  Med. 

Arts  Bldg.,  562  Shearer  St.,  Ste.  101-2, 
Greensburg  15601  - (412)  837-4070  - 41 1 1 
Eugene  B.  Rex,  MD,  Vice  Chairman,  1218 
Country  Club  Rd.,  Gladwyne  19035  - (215) 
525-0110 

Gerald  L.  Andriole,  MD,  PMS  Board 
Representative,  219  W.  Diamond  Ave., 
Hazleton  18201  - (717)  454-4917 
(Following  each  specialty  represented,  the 
member  is  listed  first,  the  alternate  second) 
Allergy— Charles  G.  Blumstein,  MD, 

Benson  East,  Jenkintown  19046  - (215) 
884-7400.  Paul  J.  Dowdell,  MD,  90 
Shenango  St.,  Greenville  16125  - (412) 
588-4240 

Anesthesiology — Patrick  D.  B.  Forsythe, 
MD,  802  Conodoguinet  Dr.,  Camp  Hill 
17011  - (717)  737-3007.  Kermit  R.  Tantum, 
MD,  1102  Peggy  Dr.,  Hummelstown  17036  - 
(717)  566-3521 

Cardiology — Charles  A.  Laubach  Jr.,  MD, 
Geisinger  Med.  Ctr.,  Danville  17822  - (717) 
271-6523.  Vacancy 

Clinical  Pathology — Anthony  Maas,  MD, 
Holy  Spirit  Hosp.,  Camp  Hill  i701 1 - (717) 
761-2646.  John  Crispen,  MD,  Gettysburg 
Hosp.,  Gettysburg  17325  - (717)  334-2121 
Colon  & Rectal  Surgery — Robin  Rosenberg, 
MD,  9892  Bustleton  Ave.  #206,  Philadelphia 
19115  - (215)  673-0343.  William  Davy 
Smith,  MD,  1088  West  Baltimore,  #2101, 
Media  19063  - (215)  565-3435 
Dermatology — Jacob  D.  Kalmanson,  MD, 
201  Penn  Center  Blvd.,  Bldg.  1,  Ste.  201, 
Pittsburgh  15235  - (412)  824-9600.  Ira  J. 
Berman,  MD,  2319  S.  George  St.,  York 
17403  - (717)  741-4666 
Emergency  Medicine — James  S.  Taylor  III, 
MD,  Harrisburg  Hosp.,  Emergency  Dept., 
Harrisburg  17101  - (717)  782-5256.  Richard 

M.  McDowell,  MD,  Conemaugh  Valley 
Mem.  Hosp.,  1086  Franklin  St.,  Johnstown 
15905  - (814)  533-9769 

Family  Practice — Robert  J.  Fagioletti,  MD, 
853  Jefferson  St.,  Washington  15301  - (412) 
225-7865.  Howard  H.  Weaner  Jr.,  MD,  11 

N.  Main  St.,  Montgomery  17752  - (717) 
547-2171 

Gastroenterology — Michael  M.  Geduldig, 
MD,  4969  Berkley  St.,  Harrisburg  17109  - 
(717)  652-5336.  William  B.  Thorsen,  MD, 
1224  S.  Queen  St.,  York  17403  - (717) 
846-2821 

General  Surgery — James  R.  Warden,  MD, 
316  W.  23rd  St.,  Erie  16502  - (814) 

455-7038.  Vacancy 

Hematology/Oncology — Robert  Kough,  MD, 
Geisinger  Med.  Ctr.,  Danville  17822  - (717) 
271-6413.  Mary  A.  Simmonds,  MD, 

Hershey  Med.  Ctr.,  Hershey  17033  - (717) 
534-8677 

Infectious  Diseases — Robert  C.  Aber,  MD, 
Hershey  Med.  Ctr.,  Hershey  17033  - (717) 
534-8390.  Elias  Abrutyn,  MD,  209  Rhyl  Ln., 
Bala  Cynwyd  19004  - (215)  664-7311 
Internal  Medicine — Norman  Makous,  MD, 
829  Spruce  St.,  Philadelphia  19107  - (215) 
664-0818.  Vacancy 

Nephrology — Gerald  B.  Martin,  MD,  220 
Wilson  St.,  #202,  Carlisle  17013  - (717) 
245-2291.  Susan  H.  Bray,  MD,  86 


Bethlehem  Pike,  Philadelphia  19118  - (215) 
247-3930 

A/eurosurgery— Daniel  C.  Good,  MD,  1671 
Crooked  Oak  Dr.,  Lancaster  17601  - (717) 
569-5331.  John  G.  Phillips,  MD,  3600 
Forbes  Ave.,  Rm.  402,  Pittsburgh  15213  - 
(412)  682-5900 

Nuclear  Medicine — Milton  A.  Friedlander, 
MD,  2601  N.  3rd  St.,  Harrisburg  17113  - 
(717)  238-7621.  Robert  L.  Mulligan,  MD, 
600  Brobst  St.,  Shillington  19607  - (215) 
777-9591 

Obstetrics/Gynecology — Jack  Fink,  MD,  902 
N.  Broad  St.,  Lansdale  19446  - (215) 
368-1950.  Vacancy 

Ophthalmology — Robert  D.  Reinecke,  MD, 
318  S.  2nd  St.,  Philadelphia  19106  - (215) 
928-3149.  Paul  A.  Cox,  MD,  313  S. 

Hanover  St.,  Carlisle  17013  - (717)  243-2171 
Orthopaedic  Surgery— Thomas  H.  Malin, 
MD,  99  November  Dr.,  Camp  Hill  17011  - 
(717)  761-8644.  James  R.  Hamsher,  MD, 
1711  N.  Front  St.,  Harrisburg  17102  - (717) 
233-5666 

Oto/aryngo/ogy— Eugene  B.  Rex,  MD,  1218 
Country  Club  Rd.,  Gladwyn  19035  - (215) 
525-0110.  Webb  S.  Hersperger,  MD,  850 
Walnut  Bottom  Rd.,  Carlisle  17013  - (717) 
243-2345 

Pediatrics— James  E.  Jones,  MD,  2645  N. 
3rd  St.,  Harrisburg  17110  - (717)  232-9774. 
Alan  E.  Kohrt,  MD,  415  Park  St., 

Honesdale  18431  (717)  253-5838 
Physical  Medicine/Rehabllitatlon — Rex  H. 
Newton  Jr.,  MD.  1119  Macon  Ave., 
Pittsburgh  15218  - (412)  781-5700.  Robert 
W.  Downie,  MD,  7726B  Penrose  Ave., 

Elkins  Park  19117  - (215)  572-8145 
Plastic  & Reconstructive  Surgery— Thomas 
Davis,  MD,  Hershey  Med.  Ctr.,  Hershey 
17033  - (717)  534-8521.  Vacancy 
Psychiatry — L.  Alan  Wright,  MD,  1082 
Bower  Hill  Rd.,  Pittsburgh  15243  - (412) 
362-5456.  Stephen  Schwartz,  MD,  111  S. 
11th  St.,  Thompson  Bldg.,  Philadelphia 
19107  - (215)  928-6503 
Pulmonary  Disease — William  Figueroa,  MD, 
Lankenau  Med.  Bldg.,  Lancaster  & City  Line 
Ave.,  Philadelphia  19151  - (215)  642-3796. 
Vacancy 

Rad/o/ogy— Ronald  J.  Clearfield,  MD, 

Citizens  Gen.  Hosp.,  New  Kensington  15068 

- (412)  337-3541.  Gene  J.  Triano,  MD, 

Harrisburg  Hosp.,  S.  Front  St.,  Harrisburg 

17101  - (717)  238-6754 

Thoracic  Surgery — Wolfe  Sapirstein,  MD, 

2247  N.  Front  St.,  Harrisburg  17102  - (717) 

238-8233.  Vacancy 

Urology — Robert  S.  Kish,  MD,  905 

University  Dr.,  State  College  16801  - (814) 

238-8418.  Vacancy 

Staff  Assignment — Donald  N.  McCoy 


Leadership  Conference 

David  L.  Miller,  MD,  Chairman,  237  Broad 

St.,  New  Bethlehem  16242  - (814)  275-1122 

Frederick  G.  Brown,  MD,  Geisinger 

Medical  Ctr.,  Danville  17822  - (717) 

271-6393 

Donald  E.  Harrop,  MD,  750  S.  Main  St., 
Phoenixville  19460  - (215)  933-3182 
John  Helwig  Jr.,  MD,  The  Germantown 
Hosp.  & Med.  Ctr.,  One  Penn  Blvd.,  3rd  FI., 
Philadelphia  19144  - (215)  438-4944 
Herbert  C.  Periman,  MD,  Carlisle  Hospital 
X-ray,  Box  310,  Carlisle  17013  - (717) 
245-5429 
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Jonathan  E.  Rhoads  Jr.,  MD,  York  Hosp., 
Dept,  of  Surgery,  1001  S.  George  St.,  York 
17405  - (717)  771-2756 
Ferdinand  L.  Soisson  Jr.,  MD,  353  Market 
St.,  Johnstown  15901  - (814)  535-2569 
Staff  Assignment— Maureen  G.  Hoepfer 

Long  Range  Assessment 
Gordon  K.  MacLeod,  MD,  Chairman,  Univ. 
of  Pgh.,  Rm.  A610,  HSA  GSPH,  130  DeSoto 
St.,  Pittsburgh  15261  - (412)  624-3875 
Robert  S.  Blacklow,  MD,  Sr.  Assoc.  Dean, 
Jefferson  Med.  College,  Rm.  104,  1025 
Walnut  St.,  Philadelphia  19107  - (215) 
928-8080 

George  R.  Fisher  III,  MD,  829  Spruce  St., 
Ste.  308,  Philadelphia  19107  - (215) 
922-5252 

Henry  L.  Hood,  MD,  Geisinger  Foundation, 
Danville  17822  - (717)  271-6168 
Robert  S.  Pressman,  MD,  2401 
Pennsylvania  Blvd.,  Apt.  2-C-44, 

Philadelphia  19130  - (215)  232-9272/9798 
R.  Robert  Tyson,  MD,  RD  1,  Box  179-B, 
Rome  18837  - (717)  247-7949 
Staff  Assignment — Robert  L.  Lamb 

Management  Advisory 

John  H.  Hobart,  MD,  Chairman,  2001 

Fairview  Ave.,  Easton  18042  - (215) 

258-9131 

John  W.  Lawrence,  MD,  1078  W.  Baltimore 
Pike,  Media  19063  - (215)  566-4311 
Martin  A.  Murcek,  MD,  Med.  Arts  Bldg., 

562  Shearer  St.,  Ste.  101-2,  Greensburg 

15601  - (412)  837-4070 

Staff  Assignment — John  F.  Rineman 

Nominate  Members  to  Subsidiary  Boards 
David  L.  Miller,  MD,  Chairman,  237  Broad 
St.,  New  Bethlehem  16242  - (814)  275-1122 
Lee  H.  McCormick,  MD,  2708  Brownsville 
Rd.,  Pittsburgh  15227  - (412)  885-6330 
Ferdinand  L.  Soisson  Jr.,  MD,  353  Market 
St.,  Johnstown  15901  - (814)  535-2569 
R.  Robert  Tyson,  MD,  RD  1,  Box  179-B, 
Rome  18837  - (717)  247-7949 
Staff  Assignment— Arnoid  W.  Cushner 

Organization  and  Operation  of  the  Board 
R.  Robert  Tyson,  MD,  Chairman,  RD  1, 

Box  179-B,  Rome  18837  - (717)  247-7949 
John  H.  Hobart,  MD,  2001  Fairview  Ave., 
Easton  18042  - (215)  258-9131 
Martin  A.  Murcek,  MD,  Med.  Arts  Bldg., 

562  Shearer  St.,  Ste.  101-2,  Greensburg 

15601  - (412)  837-4070 

Herbert  C.  Perlman,  MD,  Carlisle  Hospital, 

X-Ray,  Box  310,  Carlisle  17013  - (717) 

245-5429 

Irving  Williams  III,  MD,  1115  Sunset  Dr., 
Lewisburg  17837  - (717)  523-1142 
Staff  Assignment— Arnold  W.  Cushner 


Professional  Liability  Insurance  Appeals 
Norman  Makous,  MD,  Chairman,  829 
Spruce  St.,  Philadelphia  19107  - (215) 
829-3456 

Samuel  J.  Amuso,  MD,  2800  Green  St., 
Harrisburg  17110  - (717)  234-5976 
William  R.  Dewar,  MD,  Box  183-A,  Tafton 
18464  - (717)  226-2151 
R.  L.  Furigay,  MD,  609  Somerset  Ave., 
Windber  15963  - (814)  467-5513 
Vacancy 

Staff  Assignment— Richard  R.  Orlandi 


Special  Committees 
Board  of  Trustees 

Public  Relations 

irving  Williams  Ml,  MD,  Chairman,  1115 
Sunset  Dr.,  Lewisburg  17837  - (717) 
523-1142 

Robert  J.  Carroll,  MD,  4725  McKnight  Rd., 
Pittsburgh  15237  - (412)  367-1188 
Victor  F.  Greco,  MD,  Greco  Med.  Arts 
Bldg.,  Drums  18222  - (717)  788-4141 
John  Helwig  Jr.,  MD,  The  Germantown 
Hosp.  & Med.  Ctr.,  One  Penn  Blvd.,  3rd  FI., 
Philadelphia  19144  - (215)  438-4944 
Thomas  H.  Malin,  MD,  99  November  Dr., 
Camp  Hill  17011  - (717)  761-8644 
Alan  H.  Schragger,  MD,  1317  Hamilton  St., 
Allentown  18102  - (215)  437-5433 
Donald  H.  Smith,  MD,  2209  Lehigh  St., 
Easton  18042  - (215)  252-2556 
Auxiliary  Representative: 

Mrs.  William  J.  West,  613  Devonshire  Dr., 
Carlisle  17013  - (717)  243-7303 
Task  Force  on  Prof.  Liab.  Init. 
Representative: 

William  R.  Beltz,  MD,  699  Rural  Ave., 
Williamsport  17701  - (717)  326-7404 
Staff  Assignment — Arnold  W.  Cushner 

Ad  Hoc  Committees 
Board  of  Trustees 

Conflict  of  Interest 

Betty  L.  Cottle,  MD,  Chairman,  25  Sylvan 
Dr.,  Hollidaysburg  16648  - (814)  695-0659 
Frederick  G.  Brown,  MD,  Geisinger  Med. 
Ctr.,  Danville  17822  - (717)  271-6393 
Donald  E.  Harrop,  MD,  750  S.  Main  St., 
Phoenixville  19460  - (215)  933-3182 
John  H.  Hobart,  MD,  2001  Fairview  Ave., 
Easton  18042  - (215)  258-9131 
James  A.  Raub,  MD,  1099  Ohio  River 
Blvd.,  Sewickley  15143  - (412)  741-7150 
Staff  Assignment — Arnold  W.  Cushner 

KePRO  Oversight 

Jonathan  E.  Rhoads  Jr.,  MD,  Chairman, 
York  Hosp.,  Dept,  of  Surgery,  1001  S. 
George  St.,  York  17405  - (717)  771-2756 
Edward  C.  Leonard  Jr.,  MD,  Roosevelt  & 
Adams  Ave.,  Philadelphia  19124  (215) 
831-4800 

Gordon  K.  MacLeod,  MD,  Univ.  of  Pgh., 
Rm.  A610,  HSA  GSPH,  130  DeSoto  St., 
Pittsburgh  15261  - (412)  624-3875 
Herbert  C.  Perlman,  MD,  Carlisle  Hosp., 
X-ray,  Box  310,  Carlisle  17013  - (717) 
245-5400 

J.  Walter  Valenteen,  MD,  2835  N. 
Providence  Rd.,  Media  19063  - (215) 
566-0677 

Staff  Assignment— William  F.  S.  Orner  Jr. 

Building  Committee 

John  Helwig  Jr.,  MD,  Chairman,  The 

Germantown  Hosp.  & Med.  Ctr.,  One  Penn 

Blvd.,  3rd  FI.,  Philadelphia  19144  - (215) 

438-4944 

Gerald  L.  Andriole,  MD,  219  W.  Diamond 
Ave.,  Hazleton  18201  - (717)  454-4917 
Henry  H.  Fetterman,  MD,  KePRO 
Representative,  501  N.  17th  St.,  Allentown 
18104  - (215)  435-8562 
Walter  M.  Greissinger,  MD,  13  Pride  St., 
Pittsburgh  15219  - (412)  232-3555 
Robert  L.  Lasher,  MD,  316  W.  23rd  St., 

Erie  16502  - (814)  455-9038 
David  S.  Masland,  MD,  PMSLIC 


Representative,  Med.  Arts  Bldg.,  220  Wilson 
St.,  Carlisle  17013  - (717)  249-1929 
David  L.  Miller,  MD,  237  Broad  St.,  New 
Bethlehem  16242  - (814)  275-1122 
Martin  A.  Murcek,  MD,  Med.  Arts  Bldg., 

562  Shearer  St.,  Ste.  101-2,  Greensburg 

15601  - (412)  837-4070 

Jonathan  E.  Rhoads  Jr.,  MD,  York  Hosp., 

Dept,  of  Surgery,  1001  S.  George  St.,  York 

17405  - (717)  771-2756 

Staff  Assignment— Arnold  W.  Cushner 

Search  Committee 

R.  William  Alexander,  MD,  Chairman,  544 
Elm  St.,  Reading  19601  - (215)  374-4951 
Robert  N.  Moyers,  MD,  Vice  Chairman, 

764  Kennedy  St.,  Meadville  16335  (814) 
336-5995 

Donald  E.  Harrop,  MD,  750  S.  Main  St., 
Phoenixville  19460  - (215)  933-3182 
John  H.  Hobart,  MD,  2001  Fairview  Ave., 
Easton  18042  - (215)  258-9131 
Robert  S.  Pressman,  MD,  2401 
Pennsylvania  Blvd.,  Apt.  2-C-44, 

Philadelphia  19130  - (215)  232-9272/9798 
James  A.  Raub,  MD,  1099  Ohio  River 
Blvd.,  Sewickley  15143  - (412)  741-7150 
Staff  Assignment — John  F.  Rineman 

Task  Force  on  AIDS 

Gerald  L.  Andriole,  MD,  Chairman,  219  W. 
Diamond  Ave.,  Hazleton  18201  (717) 
454-4917 

Robert  C.  Aber,  MD,  Hershey  Med.  Ctr., 
Hershey  17033  - (717)  531-8390 
John  J.  Dennehy,  MD,  Geisinger  Med.  Ctr., 
Danville  17822  - (717)  271-6408 
Robert  B.  Edmiston,  MD,  Sr.  Vice 
President,  Professional  Affairs,  Blue  Shield, 
Camp  Hill  17011-1702  - (717)  763-3312 
Gilbert  A.  Friday,  MD,  /Asthma  & Allergic 
Disease  Ctr.,  Children’s  Hosp.  of  Pgh.,  3705 
Fifth  Ave.  at  DeSoto  St.,  Pittsburgh  15213  - 
(412)  647-7885 

Thomas  G.  Gabuzda,  MD,  Lankenau 
Hosp.,  Lancaster  and  City  Line  Aves., 
Philadelphia  19151  - (215)  645-2667 
Jeannine  R.  Hahn,  MD,  191  Lowell  Terrace, 
King  of  Prussia  19406  - (215)  265-4489 
Donald  Kaye,  MD,  Med.  College  of  PA, 

3300  Henry  Ave.,  Philadelphia  19129  - (215) 
842-6950 

Mrs.  Elisabeth  Malin,  Auxiliary 

Representative,  5 Mallard  Lane,  Camp  Hill 

17011  - (717)  737-3657 

Martin  A.  Murcek,  MD,  Medical  Arts  Bldg., 

562  Shearer  St.,  Ste.  101-2,  Greensburg 

15601  - (412)  837-4070 

Staff  Assignment — Maureen  G.  Hoepfer 

Task  Force  on  Drug  Abuse 

Lee  H.  McCormick,  MD,  Chairman,  2708 

Brownsville  Rd.,  Pittsburgh  15227  (412) 

885-6330 

Christopher  D’Amanda,  MD,  7921 
Germantown  Ave.,  Philadelphia  19118  (215) 
787-2000 

Raymond  C.  Grandon,  MD,  91  Poplar  Ave., 
New  Cumberland  17070  - (717)  234-4187 
Lawrence  S.  Greenfield,  MD,  Geisinger 
Med.  Ctr.,  Danville  17822  - (717)  271-6164 
Robert  W.  McDermott,  MD,  20  Erford  Rd., 
Lemoyne  17043  - (717)  763-7151 
Roberta  L.  Schneider,  MD,  139  Fernbrook 
Ave.,  Wyncote  19095  - (215)  661-7441 
Mrs.  Robert  Wasko,  Auxiliary 
Representative,  3931  Lilac  Rd.,  Allentown 
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18103  - (215)  434-1857 

Istaff  Assignment — Christina  L.  Reese 

(iTask  Force  on  Professional  Liability 
I {initiative 

:;Andre  C.  Blanzaco,  MD,  Chairman,  717 
iBethlehem  Pike,  Philadelphia  19118  (215) 
836-1313 

William  R.  Beltz,  MD,  699  Rural  Ave., 
Williamsport  17701  - (717)  326-7404 
Richard  W.  Godshall,  MD,  Lawn  Avenue 
Professional  Ctr.,  P.O.  Box  192,  Lawn  Ave., 
Sellersville  18960  - (215)  257-3700 
Thomas  J.  Kardish,  MD,  5 Cherry  Blossom 
Dr.,  Southampton  18966  - (215)  357-9330 
Mrs.  Michael  J.  Prendergast,  Auxiliary 
Representative,  930  Upland  Rd.,  York  17403 
-(717)  843-8378 

Eugene  B.  Rex,  MD,  1218  Country  Club 
Rd.,  Gladwyne  19035  - (215)  525-0110 
Howard  A.  Richter,  MD,  115  Lankenau 
Med.  Bldg.,  Philadelphia  19151  (215) 
649-4416 

Linda  L.  Thompson,  MD,  78  Tuscarawas 
Rd.,  Beaver  15009  - (412)  775-4242 
John  W.  Lawrence,  MD,  PMS  Board 
Representative,  1078  W.  Baltimore  Pike, 
Media  19063  - (215)  566-4311 
Staff  Assignment— Frani  Battista 

Standing  Committees 
State  Society 

Advisory  on  Professionalism 
David  L.  Miller,  MD,  Chairman,  237  Broad 
St.,  New  Bethlehem  16242  - (814)  275-1122 
Arthur  C.  Crovatto,  MD,  924  Colonial  Ave., 
York  17403  - (717)  845-2743 


Alan  L.  Dorian,  MD,  Nine  Maple  Dr.,  Maple 
Meadow,  Conshohocken  19428  (215) 
828-2751 

George  F.  Edmonston,  MD,  410  E.  Sixth 
Ave.,  Tarentum  15084  - (412)  224-4400 
Mary  W.  Loveland,  MD,  348  Green  Ln., 
Philadelphia  19128  - (215)  483-9054 
Bernard  B.  Zamostien,  MD,  1335  Tabor 
Rd.,  Ste.  303,  Philadelphia  19141  - (215) 
924-8181 

Staff  Assignment — Kay  A.  Barrett 
Aid  to  Education 

Frederick  G.  Brown,  MD,  Geisinger  Med. 
Ctr.,  Danville  17822  - (717)  271-6393 
Stanley  P.  Mayers  Jr.,  MD,  648  Wiltshire 
Dr.,  State  College  16803  (814)  238-4014 
Roberta  L.  Schneider,  MD,  139  Fernbrook 
Ave.,  Wyncote  19095  - (215)  884-3861 
Staff  Assignment — Jeffrey  C.  Greenawalt 

Bylaws 

S.  Victor  King,  MD,  Chairman,  515  26th 
St.,  Altoona  16602  - (814)  942-1166 
Susan  H.  Bray,  MD,  86  Bethlehem  Pike, 
Philadelphia  19118  - (215)  247-3939 
Norman  L.  Ekberg,  MD,  Geisinger  Medical 
Center,  Danville  17822  - (717)  271-6211 
Robert  L.  Lasher,  MD,  316  W.  23rd  St., 

Erie  16501  - (814)  455-9038 
Roberta  L.  Schneider,  MD,  139  Fernbrook 
Ave.,  Wyncote  19095  - (215)  884-3861 
Ex  Officio: 

David  L.  Miller,  MD,  Secretary,  237  Broad 
St.,  New  Bethlehem  16242  (814)  275-1122 
James  A.  Raub,  MD,  Speaker,  1099  Ohio 
River  Blvd.,  Sewickley  15143  (412)  741-7150 


Administrative  Councils 


Jonathan  E.  Rhoads  Jr.,  MD,  Vice 
Speaker,  York  Hosp.,  Dept,  of  Surgery, 

1001  S.  George  St.,  York  17405  - (717) 
771-2756 

Kenneth  B.  Jones,  Esq.,  Legal  Counsel 
John  F.  Rineman,  Executive  Vice  President 
Staff  Assignment — Kay  A.  Barrett 

Medical  Benevolence 
G.  Winfield  Yarnall,  MD,  Chairman,  1192 
Lowther  Rd.,  Camp  Flill  17011  -(717) 
761-4193 

David  L.  Miller,  MD,  Secretary,  237  Broad 
St.,  New  Bethlehem  16242  - (814)  275-1122 
Martin  A.  Murcek,  MD,  Medical  Arts  Bldg., 
562  Shearer  St.,  Ste.,  101-2,  Greensburg 
15601  - (412)  837-4070 
D.  Ernest  Witt,  MD,  RD  2,  Bloomsburg 
17815  - (717)  784-2190 
Staff  Assignment — Kay  Barrett 


Nominate  Delegates  and  Alternates  to  the 
AMA 

Richard  P.  Kennedy,  MD,  Chairman,  206 
E.  Brown  St.,  East  Stroudsburg  18301  (717) 
421-4000 

Eugene  W.  Herron,  MD,  47  Greensburg 
St.,  Delmont  15626  - (412)  468-8010 
J.  Preston  Hoyle,  MD,  Zeigler  Disp., 
Bucknell  Univ.,  Lewisburg  17837  (717) 
524-1401 

Matthew  Marshall  Jr.,  MD,  The  Mellon 
Pavilion,  4815  Liberty  Ave.,  Pittsburgh 
15224  - (412)  682-3566 
Brooke  Roberts,  MD,  3400  Spruce  St., 
Philadelphia  19104  - (215)  662-2025 
Staff  Assignment — James  E.  Paxton 


Council  on  Education  and  Science 


Robert  E.  Albertini,  MD,  Chairman, 
Geisinger  Med.  Ctr.,  Danville  17822  - (717) 
(271-6924 

Robert  W.  Ford,  MD,  Vice  Chairman,  9104 
Babcock  Blvd.,  Pittsburgh  15237  - (412) 
366-1322 

Richard  D.  Baltz,  MD,  3028  Market  St., 
Camp  Hill  17011  - (717)  737-7100 
Mary  Jo  Bonner,  MD,  101  W.  Lancaster 
Ave.,  Shillington  19607  - (215)  777-6516 
Gilbert  Brenes,  MD,  513  Dorseville  Rd., 
Pittsburgh  15238  - (412)  963-6297 
David  R.  Brill,  MD,  Geisinger  Med.  Ctr., 
Danville  17822  - (717)  271-6301 
|Fredric  D.  Burg,  MD,  Univ.  of  PA  Sch.  of 
Medicine,  Hamilton  Walk  & Spruce  Sts., 

Ste.  100,  Philadelphia  19104  - (215) 
898-8034 

Robert  R.  Corrato,  1002  Unruh  St., 
Philadelphia  19111  - (215)  342-7261 
John  J.  Dennehy,  MD,  Geisinger  Med.  Ctr., 
Danville  17822  - (717)  271-6408 
C.  McCollister  Evarts,  MD,  Dean,  M S. 
Hershey  Med.  Ctr.,  Hershey  17033  - (717) 
531-8323 

Daniel  H.  Gregory,  MD,  490  E.  North  Ave., 
Pittsburgh  15212  - (412)  321-0808 
Joseph  A.  Knepper,  MD,  1 1 Holly  Dr., 

Leola  17540  - (717)  656-2331 
Donald  F.  Leon,  MD,  Univ.  of  Pgh.,  Sch.  of 
Medicine,  Lothrop  Hall,  Pittsburgh  15261  - 
(412)  648-3195 


Ann  C.  Miller,  MD,  7 Allandale  Rd., 
Philadelphia  19151  - (215)  661-7460 
Thomas  A.  O’Boyle,  MD,  505  S.  Blakely 
St.,  Dunmore  18512  - (717)  343-1900 
John  S.  Parker,  MD,  1100  Ligonier  St., 
Latrobe  15650  - (412)  539-3555 
Edward  J.  Resnick,  MD,  Temple  Univ. 
Hosp.,  Dept,  of  Ortho.,  3401  N.  Broad  St., 
Philadelphia  19140  - (215)  221-3405 
Barbara  A.  Shelton,  MD,  One 
Independence  Place,  #1006,  Philadelphia 
19106  - (215)  663-3241 
Frederick  S.  Sunderlin  Jr.,  MD,  Geisinger 
Med.  Ctr.,  Danville  17822  (717)  271-6028 
Staff  Assignment — Jeffrey  C.  Greenawalt 

Commission  on  Accreditation 
Frederick  S.  Sunderlin  Jr.,  MD,  Chairman, 
Geisinger  Med.  Ctr.,  Danville  17822  - (717) 
271-6028 

Jeanne  A.  Cooper,  MD,  Vice  Chairman, 
Mercy  Hosp.  of  Pgh.,  Pittsburgh  15219  - 
(412)  232-7831 

Harris  R.  Clearfield,  MD,  230  N.  Broad  St., 
Philadelphia  19102  - (215)  448-8101 
Robert  T.  Culp,  MD,  Oil  City  Hosp.,  Oil  City 
16301  - (814)  677-1711 
Albert  J.  Finestone,  MD,  3401  N.  Broad 
St.,  Philadelphia  19140  - (215)  225-7658 
Carl  A.  Frankel,  MD,  Hershey  Medical 
Center,  P.O.  Box  850,  Hershey  17033  - 
(717)  531-8783 


Earl  R.  Miller,  MD,  807  Curtin  St.,  S. 
Williamsport  17701  - (717)  321-1000 
Staff  Assignment — Christina  L.  Reese 


Commission  on  Bioethics 

Mary  Jo  Bonner,  MD,  Chairman,  101  W. 

Lancaster  Ave.,  Shillington  19607  - (215) 

777-6516 

Blairanne  H.  Revak,  MD,  Vice  Chairman, 
Penn  & Glen  Ave.,  Bloomsburg  17815  - 
(717)  784-8101 

William  A.  Atlee,  MD,  333  N.  Arch  St., 
Lancaster  17603  - (717)  393-9618 
Peter  D.  Cummings,  105  Tamarek  Dr., 
Franklin  16323  - (814)  432-8071 
Thomas  G.  Gabuzda,  MD,  Lancaster  & City 
Line  Aves.,  Philadelphia  19151  - (215) 
645-2667 

William  S.  Gibson,  MD,  Geisinger  Med. 

Ctr.,  Danville  17822  - (717)  271-6429 
Kenneth  L.  Hurst,  MD,  1205  Grampian 
Blvd.,  Williamsport  17701  - (717)  326-4118 
Charles  A.  Laubach  Jr.,  MD,  Geisinger 
Med.  Ctr.,  Danville  17822  - (717)  271-8060 
Thomas  J.  Rosko,  MD,  814  Spring  Valley 
Rd.,  Doylestown  18901  - (215)  345-2200 
Frank  J.  Tornetta,  MD,  307  Anthony  Dr., 
Plymouth  Meeting  19462  - (215)  828-8916 
Staff  Assignment — Christina  L.  Reese 
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Commission  on  Manpower 
Richard  D.  Baltz,  MD,  Chairman,  3028 
Market  St.,  Camp  Hill  17011  - (717) 
737-7100 

Roger  L.  Longenderfer,  MD,  Vice 
Chairman,  107  Conestoga  St.,  Terre  Hill 
17581  - (215)  445-4576 
Matthew  S.  Cappuccio,  MD,  1809  S 12th 
St.,  Philadelphia  19148  - (215)  339-4100 
Robert  W.  Downie,  MD,  Phila.  Geriatric 
Ctr.,  5301  Old  York  Rd.,  Philadelphia  19141 
- (215)  456-2951 

Irwin  J.  Hollander,  MD,  Grand  View  Hosp., 
Sellersville  18960  - (215)  257-361 1 
Manuel  Olives,  MD,  2900  Derry  St., 
Harrisburg  17111  - (717)  564-6475 
Carl  A.  Sirio,  MD,  115-A  E.  Oak  St., 
Palmyra  17078  - (717)  838-6746 
Staff  Assignment — Christina  L.  Reese 


Commission  on  Therapeutics 
John  J.  Dennehy,  MD,  Chairman, 
Geisinger  Med.  Ctr.,  Danville  17822  (717) 
271-6408 

William  J.  Fiden,  MD,  Vice  Chairman, 
Family  Practice  Ctr.,  918  Third  Ave.,  Beaver 
15010  - (412)  845-6000 
Roxana  F.  Barad,  MD,  4424  Penn  Ave., 

Ste.  103,  Pittsburgh  15224  - (412)  638-0500 
Anne  L.  Barlow,  MD,  856  Grove  Ave., 
Flourtown  19031  - (215)  233-4069 
Phillip  Friedman,  MD,  131  S Bellevue 
Ave.,  Langhorne  19047  - (215)  757-4334 
Elmer  H.  Funk  Jr.,  MD,  510  Millbrook  Rd., 
Devon  19333  - (215)  834-2668 
Lawrence  S.  Greenfield,  MD,  Geisinger 
Med.  Ctr.,  Danville  17822  - (717)  271-6164 
Anthony  J.  Piraino,  MD,  172  Dam  View 
Dr.,  Media  19063  - (215)  842-4575 
Staff  Assignment— Christina  L.  Reese 


Commission  on  Public  Health  and  Toxic 
Substances 

David  R.  Brill,  MD,  Chairman,  Geisinger 

Med.  Ctr.,  Danville  17822  (717)  271-6301 

George  D.  Lumb,  MD,  Vice  Chairman,  230 

N.  Broad  St.,  Mailstop  435,  Philadelphia 

19102  - (215)  923-3692 

J.  Ward  Donovan,  MD,  M S.  Hershey  Med. 

Ctr.,  Emergency  Medicine  Div.,  Hershey 

17033  - (717)  531-8955 

David  L.  Hawk,  MD,  York  City  Bureau  of 

Health,  P.O.  Box  509,  York  17045  - (717) 

849-2294 

John  P.  Maher,  MD,  1240  High  Gale  Road, 

West  Chester  19380 

Kenneth  D.  Rogers,  MD,  Univ.  of  Pgh. 

School  of  Medicine,  Pittsburgh  15213  - (412) 

683-3349 

Theodore  L.  Yarboro,  MD,  755  Division 
St.,  Sharon  16146  - (412)  346-4124 
Staff  Assignment— Christina  L.  Reese 


Council  on  Governmental  Relations 


Donald  G.  Ferguson,  MD,  Chairman,  1000 
Bower  Hill  Rd.,  Pittsburgh  15243  - (412) 
561-4900 

Robert  D.  Reinecke,  MD,  Vice  Chairman, 
318  S.  Second  St.,  Philadelphia  19106  - 
(215)  928-3149 

Andre  C.  Blanzaco,  MD,  717  Bethlehem 
Pike,  Philadelphia  19118  - (215)  836-1313 
John  H.  Boal  Jr.,  MD,  385  2nd  St.,  Beaver 
15009  - (412)  774-5555 


Harold  R.  Cottle,  MD,  25  Sylvan  Dr., 
Hollidaysburg  16648  - (814)  695-0659 
F.  Dennis  Dawgert,  MD,  802  Jefferson 
Ave.,  Scranton  18510  - (717)  346-1072 
John  E.  Devenney,  MD,  27  E.  Willow 
Grove  Ave.,  Philadelphia  19118  (215) 
270-2273 

Thomas  J.  Kardish,  MD,  5 Cherry  Blossom 
Dr.,  Southampton  18966  - (215)  357-9330 
Robert  L.  Lasher,  MD,  316  W.  23rd  St., 


Erie  16502  - (814)  455-9038 
William  S.  Lovrinic,  MD,  9 N.  Five  Point 
Rd.,  West  Chester  19380  (215)  696-8800 
Leland  F.  Patterson,  MD,  3300  Trindle  Rd., 
Camp  Hill  17011  - (717)  763-4764 
John  F.  Weldon,  MD,  125  Tower  St., 
Monongahela  15063  - (412)  258-2729 
Staff  Assignment— Robert  H.  Craig  Jr. 


Council  on  Medical  Economics 


Mary  J.  Kinosian,  MD,  Chairman,  1261  Elk 
St.,  Franklin  16323  - (814)  437-6563 
William  R.  Beltz,  MD,  Vice  Chairman,  699 
Rural  Ave.,  Williamsport  17701  - (717) 
326-7404 

Jerold  M.  Aronson,  MD,  605  Moreno  Rd., 
Narberth  19072  - (215)  664-3923 
Walter  P.  Beh,  MD,  81  N.  Main  St., 
Greenville  16125  - (412)  588-1444 
E.  Lawrence  Harasym,  MD,  One  S. 
Hospital  Dr.,  Bloomsburg  17815  - (717) 
387-1444 

John  W.  Lehman,  MD,  P.O  Box  816, 
Beaver  Falls  15010  - (412)  843-7812 
Daniel  F.  Lovrinic,  MD,  1710  E.  Broad  St., 
Hazleton  18201  - (717)  454-7191 
William  H.  Mahood,  MD,  6250  W.  Valley 
Green  Rd.,  Flourtown  19031  (215)  887-9690 


John  A.  Burkholder,  MD,  Chairman,  490  E. 
North  Ave.,  Ste.  302,  Pittsburgh  15212  - 
(412)  323-0363 

Claude  E.  Nichols,  MD,  Vice  Chairman, 
2645  N.  3rd  St.,  Ste.  380,  Harrisburg  17110 
- (717)  238-0215 

Brenda  K.  Baumann,  MD,  11  Pine  Tree 
Rd.,  Highland  Woods,  Mt.  Top  18707  - (717) 
826-7300 

Charles  J.  Cattano,  MD,  2801 

Pennsylvania  Ave.,  Apt.  A203,  Philadelphia 

19103  - (215)  662-3130 

Ronald  J.  Clearfield,  MD,  Citizens  Gen. 

Hosp.,  New  Kensington  15068  (412) 

337-3541 


John  A.  Malcolm  Jr.,  MD,  Evangelical 
Community  Hosp.,  Lewisburg  17837  (717) 
523-2510 

John  J.  McAndrew,  MD,  319  Abington  Rd., 
Clarks  Summit  18411  - (717)  587-3070 
John  P.  Pagana,  MD,  316  N.  12th  St., 
Sunbury  17801  - (717)  286-8521 
Paul  H.  Rogers,  MD,  702  Main  St., 
Phoenixville  19460  - (215)  933-8484 
Robert  H.  Stanger,  MD,  120  Daugherty  Dr., 
Monroeville  15146  - (412)  372-1600 
Jerry  Zaslow,  MD,  60  E.  Township  Line, 
Elkins  Park  19117  - (215)  379-4600 
Staff  Assignment — William  F.  S.  Orner  Jr. 

Commission  on  Health  Care  Cost 
Containment 

John  A.  Malcolm  Jr.,  MD,  Chairman, 


Council  on  Medical  Practice 

Paul  J.  Dowdell,  MD,  90  Shenango  St., 
Greenville  16125  - (412)  588-4240 
James  W.  Esier  Jr.,  MD,  451  Chew  St., 

Ste.  406,  Allentown  18102  - (215)  821-2840 

Paul  J.  Fink,  MD,  300  Melrose  Ave.,  Merion 

19066  - (215)  667-3788 

Carl  J.  Forster,  DO,  211  Timber  Rd., 

Pottsville  17901  - (717)  622-9508 

Joseph  E.  Green  III,  MD,  850  Walnut 

Bottom  Rd.,  Carlisle  17013  - (717)  243-3944 

S.  Victor  King,  MD,  515  26th  St.,  Altoona 

16602  - (814)  942-1166 

Stanley  P.  Mayers  Jr.,  MD,  648  Wiltshire 

Dr.,  State  College  16802  (814)  238-4014 


Evangelical  Community  Hosp.,  Lewisburg 

17837  - (717)  523-2510 

Richard  P.  Albertson,  MD,  Lankenau 

Hosp.,  An.  Dept.,  Philadelphia  19151  -(215) 

645-2141 

F.  Jane  Barton,  MD,  92  Tuscarora  St., 
Harrisburg  17101  - (717)  232-0843 
Joseph  B.  Blood  Jr.,  MD,  Guthrie  Clinic, 
Sayre  18840  - (717)  888-5858 
John  E.  Dougherty  III,  DO,  Community 
General  Osteopathic  Hospital,  4300 
Londonderry  Rd.,  Harrisburg  17105  - (717) 
652-3000 

Joseph  S.  Gonnella,  MD,  1025  Walnut  St., 
Philadelphia  19107  - (215)  928-6980 
James  G.  Pitcavage,  MD,  447  Oliver  Rd., 
Edgeworth  15143  - (412)  741-8700 
Staff  Assignment — William  F.  S.  Orner  Jr. 


Robert  W.  Meldrum,  MD,  447  E.  1st  St., 

Bloomsburg  17815  - (717)  784-5150 

John  W.  Mills,  MD,  590  Indian  Springs  Rd., 

Indiana  15701  - (412)  349-1203 

Michael  J.  Prendergast,  MD,  930  Upland 

Rd.,  York  17403  - (717)  845-2743 

Diehl  M.  Snyder,  MD,  P.O.  Box  550,  Mount 

Gretna  17064  - (717)  273-8871 

James  L.  Sundheim,  MD,  Moses  Taylor 

Hosp.,  Dept,  of  Rad.,  Scranton  18510  - 

(717)  963-2604 

Joseph  H.  Werner  Jr.,  MD,  450  East  St., 
Doylestown  18901  - (215)  345-6090 
Staff  Assignment— Denise  E.  Zimmerman 
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Roberta  L.  Schneider,  MD,  Chairman,  139 
Fernbrook  Ave.,  Wyncote  19095  - (215) 
884-3861 

Donald  G.  Crawford,  MD,  Vice  Chairman, 
4918  Locust  Ln.,  Harrisburg  17109  - (717) 
545-4201 

Raj  P.  Chopra,  MD,  326  Market  St., 
Bloomsburg  17815  - (717)  784-3711 
James  L.  Cristol,  MD,  641  Broad  Acres 
Rd.,  Penn  Valley  19072  - (215)  664-2901 


Resident 

Jeannine  R.  Hahn,  MD,  Chairman,  191 
Lowell  Terr.,  King  of  Prussia  19406  - (215) 
265-4489 

Charles  Cattano,  MD,  Vice  Chairman,  2801 

Pennsylvania  Ave.,  Apt.  A-203,  Philadelphia 

19103  - (215)  236-3436 

Susan  R.  Zelitch,  MD,  Secretary,  1420 

Locust  St.,  Apt.  17-P,  Philadelphia  19102  - 

(215)  545-7940 

John  M.  Draganescu,  MD, 

Member-At-Large,  3600  Sheaff  Lane,  Apt. 


Council  on  Membership 

David  A.  Gehring,  MD,  Polk  Ctr.,  P.O.  Box 
94,  Polk  16342  - (814)  432-3171 
Joseph  F.  Girone,  MD,  32  Knightswood  Dr., 
Marlton,  NJ  08053  - (609)  596-2184 
Joseph  F.  Hakas,  MD,  401  Bigham  St., 
Pittsburgh  15211  - (412)  481-7200 
Richard  P.  Kennedy,  MD,  206  E.  Brown 
St.,  East  Stroudsburg  18301  (717)  629-0546 
Dinesh  C.  Khera,  MD,  238  W.  22nd  St., 

Erie  16502  - (814)  452-2767 


Physician  Section  Governing 

522,  Philadelphia  19145  - (215)  468-6446 
Thomas  F.  Freenock  Jr.,  MD, 
Member-At-Large,  1361  Farrington  Rd., 
Philadelphia  19151  - (215)  877-7288 
Joseph  F.  Girone,  MD,  Member-at-Large, 

32  Kightswood  Dr.,  Marlton,  NJ  08053  - 
(609)  596-2184 

Susan  L.  Ricciardi,  MD,  Member-At-Large, 
30-25  Revere  Rd.,  Drexel  Hill  19026  - (215) 
259-8514 


Marvin  H.  Marx,  MD,  506  N.  Broad  St., 
Lansdale  19446  - (215)  362-5633 
O.  Fred  Miller,  MD,  Geisinger  Med.  Ctr., 
Danville  17822  - (717)  275-5224 
Eric  D.  Peterson,  706  Summorlea  #2, 
Pittsburgh  15232  - (412)  682-3564 
J.  Walter  Valenteen,  MD,  1078  W. 
Baltimore  Pike,  Media  19063  - (215) 
566-0677 

Staff  Assignment— L.  Riegel  Haas 


Council 


Lann  Salyard,  MD,  Member-At-Large,  106 
Seville  St.,  Philadelphia  19127  - (215) 
487-8487 

Carl  A.  Sirio,  MD,  Member-at-Large,  115-A 
E.  Oak  St.,  Palmyra  17078  (717)  838-6746 
Jack  A.  Yanovski,  MD,  Member-At-Large, 
1420  Locust  St.,  Apt.  17-P,  Philadelphia 
19102  - (215)  545-7940 
Staff  Assignment — L.  Riegel  Haas 


Medical  Student  Section  Governing  Council 


Robert  Corrato,  Chairman,  (Med.  College 
'Of  PA),  1002  Unruh  St.,  Philadelphia  19111  - 
(215)  342-7261 

Peter  D.  Cummings,  Vice  Chairman, 
(Jefferson  Med.  College),  105  Tamarek  Dr., 
Franklin  16323  - (814)  432-8071 
James  Thomas,  Secretary/Treasurer,  (Univ. 
of  PA  School  of  Medicine),  4213  Regent 


Square,  Philadelphia  19104  - (215)  222-0238 
Eric  D.  Peterson,  Past  Chairman,  (Univ.  of 
Pgh.),  6537  Rosemore  Ave.,  Pittsburgh 
15217  - (412)  421-7176 
Tracy  M.  Foley,  (Univ.  of  Pgh.  School  of 
Medicine),  127  Woodland  Rd.,  Pittsburgh 
15232  - (412)  521-6844 


Philip  Wirganowicz,  (Hahnemann  Univ. 
School  of  Medicine),  325  N.  15th  St.,  Apt. 
1408,  Philadelphia  19102  - (215)  557-6486 
Vacancy  - Temple  University  School  of 
Medicine 

Vacancy  - M.S.  Hershey  Medical  Center 
Staff  Assignment— Christina  L.  Reese 


Hospital  Medical  Staff  Section  Governing  Councii 


Lee  H.  McCormick,  MD,  Chairman,  (South 
Hills  Health  System  - Jefferson  Ctr.),  2708 
Brownsville  Rd.,  Pittsburgh  15227  - (412) 
385-6330 

Michael  J.  Prendergast,  MD,  Vice 
Shairman,  (York  Hosp.),  930  Upland  Rd., 
prk  17403  - (717)  845-2743 
Ij.  Walter  Valenteen,  MD,  Secretary,  (Taylor 
fHosp.  - Ridley  Park),  2835  N.  Providence 
!Rd.,  Media  19063  - (215)  566-0677 

I 

\ 


Klaus  M.  Bron,  MD,  Chairman,  Presby. 

Univ.  Hosp.,  DeSoto  at  O’Hara  Sts., 
Pittsburgh  15213 

Thomas  J.  Rohner  Jr.,  MD,  Vice  Chairman, 
Hershey  Med.  Ctr.,  500  Univ.  Dr.,  Hershey 
17033 

Secretary/Treasurer  (vacancy) 

Athole  G.  McNeil  Jacobi,  MD,  Delegate, 
Med.  College  of  PA,  3300  Henry  Ave., 
Philadelphia  19129 

{Patrick  B.  Storey,  MD,  Alternate  Delegate, 
(Univ.  of  PA  Sch.  of  Medicine,  36th  & Pine 
jSts.,  Philadelphia  19104 

i 


Edward  H.  Dench  Jr.,  MD,  Delegate, 
(Centre  Community  Hosp.),  945  Outer  Dr., 
State  College  16801  - (814)  238-4351 
Francis  S.  Kleckner,  MD,  Alternate 
Delegate,  (Lehigh  Valley  Hosp.  Ctr.),  1275 
S.  Cedar  Crest  Blvd.,  Allentown  18103  - 
(215)  439-8595 


Medical  School  Section 

George  M.  Bernier  Jr.,  MD,  Dean,  Univ.  of 
Pgh.  Sch.  of  Medicine,  Scaife  Hall, 
Pittsburgh  15261  - (412)  648-8975 
C.  McCollister  Evarts,  MD,  Dean,  M S. 
Hershey  Med.  Ctr.,  500  University  Dr., 
Hershey  17033  - (717)  534-8323 
Martin  Goldberg,  MD,  Dean,  Temple  Univ. 
Sch.  of  Medicine,  3400  N.  Broad  St., 
Philadelphia  19140  - (215)  221-4046 
Joseph  S.  Gonnella,  MD,  Dean,  Jefferson 
Med.  College,  1025  Walnut  St.,  Philadelphia 
19107  - (215)  928-6980 


James  G.  Pitcavage,  MD, 

Member-at-Large,  (Sewickley  Valley  Hosp.), 
701  Broad  St.,  Sewickley  15143  - (412) 
741-8700 

Jeffrey  A.  Brecher,  MD,  Member-at-Large, 
(Warminster  Gen.  Hosp.),  205  Newtown  Rd., 
Ste.  219,  Warminster  18974  - (215)  672-4726 
Staff  Assignment — Denise  E.  Zimmerman 


Edward  J.  Stemmier,  MD,  Dean,  Univ.  of 
PA  Sch.  of  Medicine,  36th  & Pine  Sts., 
Philadelphia  19104  - (215)  898-5181 
Alton  I.  Sutnick,  MD,  Dean,  Med.  College 
of  PA,  3300  Henry  Ave.,  Philadelphia  19129 
- (215)  842-6000 

Harry  Wollman,  MD,  Dean,  Hahnemann 
Univ.  Sch.  of  Medicine,  Broad  & Vine  Sts., 
Philadelphia  19102  - (215)  448-7604 
Staff  Assignment — Jeffrey  C.  Greenawalt 
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Pennsylvania  Medical  Political  Action  Committee 


Board  of  Directors 

First  District — Timothy  J.  Michals,  MD, 
Pepper  Pavilion,  Ste.  1003,  One  Graduate 
Plaza,  Philadelphia  19146  - (215)  546-7973 
Second  District — Thomas  J.  Kardish,  MD, 

5 Cherry  Blossom  Dr.,  Southampton  18966  - 
(215)  357-9330 

Third  District — H.  Newton  Olewiler  Jr.,  MD, 
1010  West  Macada  Rd.,  Bethlehem  18017  - 
(215)  865-4161 

Fourth  District — David  C.  Scicchitano,  MD, 
15  East  Ave.,  Mount  Carmel  17851  - (717) 
339-2156 

Fifth  District — Roland  A.  Loeb,  MD,  PO. 

Box  1708,  Lancaster  17603  - (717)  394-7234 
Sixth  District— Haro\d  R.  Cottle,  MD,  25 
Sylvan  Dr.,  Hollidaysburg  16648  - (814) 
695-0659 


Seventh  District— VJiWlam  R.  Beltz,  MD, 

1205  Grampian  Blvd.,  Williamsport  17701  - 
(717)  326-7404 

Eighth  District — Robert  L.  Lasher,  MD,  316 
West  23rd  St.,  Erie  16502  - (814)  455-9038 
Ninth  District— Carol  N.  Maurer,  MD,  15 
Stewart  Rd.,  Oil  City  16301  - (814)  676-3521 
Tenth  District — Eugene  W.  Herron,  MD,  47 
Greensburg  St.,  Delmont  15626  - (412) 
468-8010 

Eleventh  District — John  F.  Weldon,  MD,  125 
Tower  St.,  Monongahela  15063  - (412) 
258-2729 

Twelfth  District— Edward  A.  Lottick,  MD, 
789  Wyoming  Ave.,  Kingston  18704  - (717) 
288-7506 

Board  Members-At-Large 

Donald  G.  Ferguson,  MD,  1000  Bower  Hill 


Rd.,  Pittsburgh  15243  - (412)  561-4900 
Wallace  G.  McCune,  MD,  Two  Penn  Blvd., 
Philadelphia  19144  - (215)  843-6093 
Mrs.  Robert  L.  Snyder,  Eastern  Region, 

101  East  Center  St.,  Nazareth  18064  - (215) 
759-4828 

Mrs.  Spencer  J.  Servoss,  Central  Region, 
17  Round  Hill  Rd.,  Williamsport  17701  - 
(71 7)  323-0649 

Mrs.  Earle  R.  Davis,  Western  Region,  109 
Woodshire  Dr.,  Pittsburgh  15215  - (412) 
782-1370 

Executive  Director — Jerry  L.  Rothenberger 
Note:  Board  subject  to  change  at  PMS 
Board  of  Trustees  meeting,  January  20, 

1988. 


Pennsylvania  Medical  Society  Liability  Insurance  Company 


Officers 

David  S.  Masland,  MD,  Chairman  of  the 
Board/Chief  Executive  Officer 
Donald  E.  Harrop,  MD,  Vice  Chairman  of 
the  Board 

A.  John  Smither,  President/Chief  Operating 
Officer 

Ronald  M.  Bachman,  Senior  Vice 

President/Director  of  Marketing 

Fred  C.  Thistle,  Vice  President  - Claims 

Sarah  H.  Lawhorne,  Esq., 

Secretary/General  Counsel 

Karl  L.  Detweiler,  Vice  President  - 

Underwriting 

Lawrence  E.  Smarr,  Vice  President  - 
Statistics  and  Research 
Judith  R.  Brown,  RN,  JD,  Vice 
President/Director  of  Risk  Management/Loss 
Prevention 

Jane  L.  Conley,  Assistant  Vice  President  - 
Risk  Management/Loss  Prevention 
Linda  J.  Hollander,  Assistant  Vice 
President  and  Underwriting  Manager 


Anna  Lavertue,  Assistant  Vice 
President/Director  of  Professional  Affairs 
Frank  Piscioneri,  Assistant  Vice 
President/Director  of  Administrative  Services 
Gregory  L.  Richards,  Assistant  Vice 
President/Data  Processing  Manager 
Rocco  A.  Piscioneri,  Treasurer 

Board  of  Directors 

Louis  H.  Betz,  MD,  Three  Hospital  Dr., 
Lewisburg  17837  - (717)  524-4473 
J.  Norris  Childs  III,  MD,  432  W.  Walnut 
Lane,  Philadelphia  19144  (215)  848-4224 
Betty  L.  Cottle,  MD,  25  Sylvan  Dr., 
Hollidaysburg  16648  - (814)  695-0659 
Henry  H.  Fetterman,  MD,  501  N.  17th  St., 
Allentown  18104  - (215)  435-8562 
Norman  A.  Goldstein,  MD,  206  Gay  St., 
Phoenixville  19460  - (215)  323-1550 
Victor  F.  Greco,  MD,  Greco  Med.  Arts 
Bldg.,  Drums  18222  - (717)  788-4141 
C.  William  Hanson  Jr.,  MD,  3400  Spruce 
St.,  Philadelphia  19104  - (215)  662-2450 


Donald  E.  Harrop,  MD,  750  S.  Main  St., 
Phoenixville  19460  - (215)  933-3182 
John  H.  Hobart,  MD,  2001  Fairview  Ave., 
Easton  18042  - (215)  258-9131 
William  J.  Kelly,  MD,  1083  Shady  Ave., 
Pittsburgh  15232  - (412)  621-9094 
Francis  A.  Lovecchio,  MD,  200  E.  Brown 
St.,  East  Stroudsburg  18301  (215)  424-5180 
David  S.  Masland,  MD,  Med.  Arts  Bldg., 
220  Wilson  St.,  Carlisle  17013  (717) 
249-1929 

Donald  E.  Parlee,  MD,  Foxcroft  Drive, 
Doylestown  18901  - (215)  345-2290 
Francis  X.  Plunkett,  MD,  Forbes-Shady 
Commons,  Ste.  300,  5889  Forbes  Ave., 
Pittsburgh  15217  - (412)  421-1500 
James  A.  Raub,  MD,  1099  Ohio  River 
Blvd.,  Sewickley  15143  - (412)  741-7150 
John  F.  Rineman,  20  Erford  Rd.,  Lemoyne 
17043  - (717)  763-7151 
A.  John  Smither,  PO.  Box  303,  Lemoyne 
17043  - (717)  763-4750 


The  Educational  and  Scientific  Trust 


Abram  M.  Hostetter,  MD,  Chairman,  20 
Briarcrest  Sq.,  Hershey  17033  - (717) 
533-4797 

Doris  G.  Bartuska,  MD,  Vice  Chairman, 
3227  W.  Penn  St.,  Philadelphia  19129  - 
(215)  842-6952 

David  L.  Miller,  MD,  Treasurer,  237  Broad 
St.,  New  Bethlehem  16242  (814)  275-1122 


R.  William  Alexander,  MD,  544  Elm  St., 

Reading  19601  - (215)  374-4951 

David  W.  Clare,  MD,  532  S.  Aiken  Ave., 

Pittsburgh  15232  - (412)  682-2510 

Administrative  Staff 

LeRoy  C.  Erickson,  Executive  Director 

Deborah  K.  Diehl, 

Accounting/ Administration  Assistant 


Natalie  A.  Harley,  Associate  Manager, 
Marketing 

Amy  Jo  Haufler,  Manager,  Projects  and 
Programs 

S.  William  Hessert  Jr.,  Manager,  Finance 
Kristi  L.  Jordan,  Manager,  Marketing 
Shelley  J.  Urich,  Manager, 
Administration/Loans 


Keystone  Peer  Review  Organization 


Board  of  Directors 

Donald  E.  Harrop,  MD,  President,  750  S. 
Main  St.,  Phoenixville  19460  - (215) 
933-3182 

Robert  J.  Carroll,  MD,  Vice  President, 

4725  McKnight  Rd.,  Pittsburgh  15237  - 
(412)  367-1188 

Henry  H.  Fetterman,  MD,  Secretary,  501 
N.  17th  St.,  Allentown  18104  (215)  435-8562 


Martin  A.  Murcek,  MD,  Treasurer,  Med. 
Arts  Bldg.,  562  Shearer  St.,  Ste.  101-2, 
Greensburg  15601  - (412)  837-4070 
Robert  Gray,  MD,  659  Cumberland  Ave., 
Apt.  C,  Chambersburg  17201  (717) 
264-8456 

S.  Lawrence  Koplovitz,  DO,  4519 
Jonestown  Rd.,  Harrisburg  17109  - (717) 
545-3744 


Robert  N.  Moyers,  MD,  764  Kennedy  St., 
Meadville  16335  - (814)  336-5995 
Brooke  Roberts,  MD,  Univ.  of  PA,  3400 
Spruce  St.,  Philadelphia  19104  (215) 
662-2025 

Donald  H.  Smith,  MD,  1901  Hay  Terrace, 
Easton  18042  - (215)  252-2556 
Richard  D.  Thomas,  Pres.,  Delco  Mem. 
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Ulcer  thera|^ 
that  won’t  yield, 
even  to  smoking 


'7 


What  do  you  do  for  duodenal  ulcer  patients  who  should 
stop  smoking,  but  won't?  Both  cimetidine'  and  ranitidine^ 
have  been  shown  less  effective  in  smokers  than 
nonsmokers. 

Choose  CARAFATE®  (sucralfate/Marion).  Two  recent 
studies  show  Carafate  to  be  as  effective  in  smokers  as 
nonsmokers.^'*  A difference  further  illustrated  in  a 
283-patient  study  comparing  sucralfate  to  cimetidine^; 


Ulcer  healing  rates: 

(at  four  weeks  of  therapy)^ 

Sucralfate: 


All  patients 


Smokers 


All  patients 


Cimetidine: 


79.4% 

81.6%* 

76.3% 


Smokers  62.5% 

‘Significantly  greater  than  cimetidine  smoker  group  (P<.05). 


Carafate  has  a unique,  nonsystemic  mode  of  action 
that  enhances  the  body's  own  ulcer  healing  ability  and 
protects  the  damaged  mucosa  from  further  injury. 

When  your  ulcer  patient  is  a smoker,  prescribe  the 
ulcer  medication  that  won't  go  up  in  smoke:  safe, 
nonsystemic  Carafate. 

Nothing  works  like 


Parafate* 

sucralfate/Marion 

Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information. 

1594H7 


pARAFATE' 

^ ^ (sucralfate) 

BRIEF  SUMMARY 
CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  Is  a chronic,  recurrent  disease  While  short- 
term treatment  with  sucralfate  can  result  in  complete  heal- 
ing of  the  ulcer,  a successful  course  of  treatment  with  sucralfate 
should  not  be  expected  to  alter  the  post-healing  frequency 
or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that 
the  simultaneous  administration  of  CARAFATE  with  tetracy- 
cline, phenytoin,  or  cimetidine  will  result  in  a statistically  sig- 
nificant reduction  in  the  bioavailability  of  these  agents.  This 
interaction  appears  to  be  nonsystemic  in  origin,  presumably 
resulting  from  these  agents  being  bound  by  CARAFATE  in 
the  gastrointestinal  tract.  The  bioavailabllity  of  these  agents 
may  be  restored  simply  by  separating  the  administration  of 
these  agents  from  that  of  CARAEATE  by  two  hours.  The 
clinical  significance  of  these  animal  studies  is  yet  to  be  defined. 
Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility:  No  evidence  of  drug-related  tumorigenicity  was 
found  in  chronic  oral  toxicity  studies  of  24  months'  duration 
conducted  in  mice  and  rats  at  doses  up  to  1 gm/kg  (1 2 times 
the  human  dose)  A reproduction  study  in  rats  at  doses  up  to 
38  times  the  human  dose  did  not  reveal  any  indication  of 
fertility  impairment.  Mutagenicity  studies  have  not  been 
conducted. 

Pregnancy:  Pregnancy  Category  B.  Teratogenicity  stud- 
ies have  been  performed  in  mice,  rats,  and  rabbits  at  doses 
up  to  50  times  the  human  dose  and  have  revealed  no  evi- 
dence of  harm  to  the  fetus  due  to  sucralfate.  There  are, 
however  no  adequate  and  well-controlled  studies  in  preg- 
nant women  Because  animal  reproduction  studies  are  not 
always  predictive  of  human  response,  this  drug  should  be 
used  during  pregnancy  only  if  dearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is 
excreted  in  human  milk.  Because  many  drugs  are  excreted  in 
human  milk,  caution  should  be  exercised  when  sucralfate  is 
administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have 
not  been  established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor 
and  only  rarely  led  to  discontinuation  of  the  drug  In  studies 
involving  over  2,500  patients,  adverse  effects  were  reported 
in  121  (4.7%).  Constipation  was  the  most  frequent  com- 
plaint (2.2%).  Other  adverse  effects,  reported  in  no  more 
than  one  of  every  350  patients,  were  diarrhea,  nausea,  gas- 
tric discomfort,  indigestion,  dry  mouth,  rash,  pruritus,  back 
pain,  dizziness,  sleepiness,  and  vertigo. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 
gm  four  times  a day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain 
but  should  not  be  taken  within  one-half  hour  before  or  after 
sucralfate 

While  healing  with  sucralfate  may  occur  during  the  first 
week  or  two,  treatment  should  be  continued  for  4 to  8 
weeks  unless  healing  has  been  demonstrated  by  x-ray  or 
endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1 -gm  pink  tablets  are  supplied  in  bot- 
tles of  100  and  in  Unit  Dose  Identification  Paks  of  100,  The 
tablets  are  embossed  with  MARION/1 71 2.  Issued  3/84 

References: 
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2.  Korman  MG,  Hansky  J,  Merrett  AC,  et  al:  Dig  Dis  Sci 
27:712-715,1982. 

3 Brandstaetter  G,  Kratochvil  P:  Am  J Med  79(suppl  2C):36-38, 
1985. 

4 Marks  IN,  Wright  JR  Gillnsky  NH,  et  al:  J Clin  Gastroenterol 
8:419-423, 1986, 
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See  the  improvement  in  the  first  week’ 


• Sleep  improvement  in  74%  of  patients 
■ after  first  h.s.dose^ 

! 

_>  Significantly  faster  relief-62%  of 
: total  four-week  improvement 
evident  in  first  week  versus  44% 
with  amitriptyline  alone' 

» Dramatic  first-week  reduction 
in  somatic  complaints^ 

I % Reduction  in  Somatic  Symptoms  ^ 


I Vomiting  | Nausea  | Headache  | Anorexia  | Constipation  | 


• Only  Vs  the  dropout  rate  due  to  side 
effects  of  amitriptyline  alone,  although 
the  incidence  of  side  effects  is  similar' 


Caution  patients  about  the  combined  effects  of  Limbitrol  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental 
alertness,  such  as  operating  machinery  or  driving  a car.  In  general,  limit 
dosage  to  the  lowest  effective  amount  in  elderly  patients. 


Copyright  ©1987  by  Roche  Products  Inc.  All  rights  reserved. 


Protect  your  decision. 
Write  "Do  not  substitute" 


In  moderate  depression 
and  anxiety 

LimbitroT 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrocnioride  salt) 

LimbitroT  DS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  /jw 
25  mg  amitriptyline  (as  the  hydrocnioride  salt)  vJX' 


References:  1.  FeighnerJR  e/o/  Psychopharwacology  61  2\l-22b.  Mar  22,  1979  2.  Data  on  file, 
Hoffmann-Lo  Roche  Inc.,  Nutley,  NJ. 


Limbitrol  * (g 

tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  o summary  of  which  follows: 
Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to  severe  ooxlety. 
Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants.  Do  not  use 
with  monoamine  oxidase  (MAO)  inhibitors  or  withih  14  days  following  discontinuation  of  MAO  inhibitors 
sihce  hyperpyretic  crises,  severe  convulsions  and  deaths  hove  occurred  with  concomitant  use,  then 
initiate  cautiously,  gradually  increosing  dosage  until  optimal  response  is  achieved  Controihdicoted 
during  acute  recovery  phase  following  myocardial  infarction 

warnings:  Use  with  great  core  in  patients  with  history  of  urinary  retention  or  angle-closure  glaucoma. 
Severe  constipation  moy  occur  in  patients  taking  tricyclic  antidepressants  and  onticholinergic-type 
drugs  Closely  supervise  cardiovascular  patients.  (Arrhythmias,  sinus  tachycardia  ond  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high  doses.  Myocardial 
Inforction  ohd  stroke  reported  with  use  of  this  doss  of  drugs, ) Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g.,  operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester  should  almost 
always  be  avoided  because  af  increased  risk  of  congenital  malformations  os  suggested 
in  several  studies.  Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlotdiozepoxide  hove  been  reported  torely  use 
caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those  who  might  ihcreose  dosage, 
withdrawal  symptoms  following  discontinuation  of  either  component  alone  hove  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [including  convulsions]  similar  to  those 
of  borbiturote  withdrawal  for  chlordiazepoxide), 

. Precautions:  Use  with  coution  In  patients  with  o history  of  seizures,  in  hyperthyroid  patients  or  those 
on  thyroid  medicotioh,  and  In  potients  with  impoired  renal  or  hepatic  function.  Because  of  the  possibility 
of  suicide  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these  patients  Periodic 
liver  function  tests  and  blood  counts  are  recommended  during  prolonged  treatment  Amitriptyline 
component  may  block  action  of  guanethidine  or  similar  antihypertensives  When  tricyclic  antidepres- 
sants are  used  concomitantly  with  cimetidine  (Tagamet),  clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  state  concentrations  of  the  tricyclic  drugs 
Concomitant  use  of  Limbitrol  with  other  psychotropic  drugs  hos  not  been  evaluated;  sedative  effects 
may  be  additive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  ot  ECT  to 
essential  treatment  See  Warnings  tor  precautions  about  pregnancy  Limbitrol  should  not  be  taken 
during  the  nursing  period.  Not  recommended  in  children  under  12  In  the  elderly  ond  debilitated,  limit  to 
smallest  effective  dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  component  alone: 
dfowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloating.  Less  frequently  occurring 


reactions  include  vivid  dreams,  impotence,  tremor,  contusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as 
side  etfects  of  both  Limbitrol  Ohd  amitriptyline.  Granulocytopenia,  jaundice  and  hepatic  dysfunction 
have  been  observed  rarely 

The  following  list  includes  adverse  reoctions  not  reported  with  Limbitrol  but  requiring  consideration 
because  they  have  been  repotted  with  one  or  both  components  or  closely  related  drugs: 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial  infarction, 
arrhythmias,  heart  block,  stroke 

Psychialric:  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations,  hypomonio  and 
increased  or  decreased  libido 

Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  chonges  in  EEG  patterns 

Aniiciiolmergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary 
tract 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus. 

Hewalologic:  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocy- 
topenia 

Gasirolnleslinal:  Nausea,  epigastric-distress,  vomiting,  onorexia,  stomatitis,  peculiar  taste,  diorrhea, 
black  tongue. 

Errdocrine:  Testicular  swelling  and  gynecomastia  in  the  mole,  breast  enlargement,  galactorrhea  and 
minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar  levels,  and  syndrome 
of  inappropriote  ADH  (antidiutetic  hormone)  secretion. 

Older  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency  mydriasis,  jaundice, 
alopecia,  parotid  swelling, 

Overdosuge:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose  Treatment  is 
symptomatic  and  supportive  I V administration  ot  1 to  3 mg  physostigmine  salicylate  has  been 
reported  to  reverse  the  symptoms  of  amitriptyline  poisoning.  See  complete  product  information  for 
monitestotion  and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response.  Reduce  to  smallest  effective 
dosage  when  satisfactory  response  is  obtained  Larger  portion  of  daily  dose  may  be  taken  at  bedtime 
Single  h.s.  dose  may  suffice  for  some  pafients.  Lower  dosages  are  recommended  tor  the  elderly, 
Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  ot  three  or  tour  tablets  dally  in  divided  doses, 
increased  up  to  six  tablets  or  decreased  to  two  tablets  daily  as  required.  Limbitrol  Tablets,  initial  dosage 
of  three  or  tour  tablets  daily  in  divided  doses,  for  patients  who  do  not  tolerate  higher  doses 
How  Supplied:  Double  sirengih  (DS)  Toblels,  white,  film-coated,  each  containing  10  mg  chlordiaze- 
poxide and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and  Tablels,  blue,  film-coated,  each 
containing  5 mg  chlordiozepoxide  and  1 2. 5 mg  amitriptyline  (as  the  hydrochloride  salt).  Available  in 
bottles  of  100  and  500,  Tel-E-Dose*'  packages  of  100;  Prescription  Paks  of  50. 
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See  the  improvement 
in  the  first  week' 

In  depressed  and  anxious 
patients,  you  can  see  the  dif- 
ference sooner— 62%  of  total 
four-week  improvement 
achieved  in  the  first  week  with 
Limbitrol  versus  44%  with  ami- 
triptyline.^ 

In  moderate 
depression 
and  anxiety 

Limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  /jy 
12.5  mg  amitriptyline  (as  the  hydrocnioride  salt)  \IV^ 

UfHbitrorDS 

&Kb  tablet  contains  10  mg  chlordiazepoxide  and 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 


Please  see  summary  of  product  information  on  adjacent  page 
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A poetic  understatement 

^ \ The  Qctuarnumber  is  in  the  billion^.  For  more  than  15  years, 
Dolmone  (tlurozepom  HCI/Roche)  has  been  providing 
sleep  that  satisfies'  patients-sleep  that  corfies  quickly  and 
lasts  through  the  night:’ ® 

V Sleep  that  satisfies  you-you  can  count  on  an  exceptionally 

' t " wide  margin  of  safety'  ® As  always,  caution  patients 
; Iv  about  driving  or  drinking  alcohol. 
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brand  of 

flurazepam  HCI/Roche  (E 

sleep  that  satisfies 


Please  see  adjacent  page  for. references  ond  summary  of  product  inlormaiiod 
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brond  of 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies , 

15-mg/30-mg  capsules^^^ 

Before  prescribing,  please  consult  complete  product 
Information,  o summary  of  which  follows: 

Indications:  Effective  m all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awaken- 
ings and/or  early  morning  awakening,  in  patients  with 
recurring  insomnia  or  poor  sleeping  habits,  in  acute  or 
chronic  medical  situations  requiring  restful  sleep  Objective 
sleep  laboratory  data  have  shown  effectiveness  for  at  least 
28  consecutive  nights  of  administration  Since  insomnia  is 
often  transient  and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended  Repeated  ther- 
apy should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contralndlcotions:  Known  hypersensitivity  to  flurazepam 
FICt  pregnancy  Benzodiazepines  may  cause  fetal  damage 
when  administered  during  pregnancy  Several  studies  sug- 
gest an  increosed  risk  of  congenital  malformations  associ- 
ated with  benzodiazepine  use  during  the  first  trimester 
Warn  patients  of  fhe  potential  risks  to  the  tetus  should  the 
possibility  of  becoming  pregnont  exist  while  receiving 
flurazepam  Instruct  patients  to  discontinue  drug  prior  to 
becoming  pregnant  Consider  the  possibility  of  pregnancy 
prior  to  instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  cicohol  and  other  CNS  depressants  An  additive 
effect  may  occur  it  alcohol  is  consumed  the  day  following 
use  tor  nighttime  sedation  This  potential  may  exist  for  sev- 
eral days  following  discontinuation  Coulion  against  haz- 
ardous occupations  requiring  complete  mental  alertness 
(e  g . operating  machinery,  driving)  Potential  impairment 
of  performance  of  such  activities  may  occur  the  day  follow- 
ing ingestion  Not  recommended  for  use  in  persons  under 
15  years  of  age  Withdrawal  symptoms  rarely  reported, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  tor  those  patients  on  medication  for  a 
prolonged  period  of  time  Use  caution  in  administering  to 
addiction-prone  individuols  or  those  who  might  increase 
dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosdge  be  limited  to  15  mg  to  reduce  risk 
of  oversedation,  dizziness,  contusion  and/or  ataxia  Con- 
sider potential  additive  effects  with  other  hypnotics  or  CNS 
depressants  Employ  usual  precautions  in  severely 
depressed  patients,  or  in  those  with  latent  depression  or 
suicidal  tendencies,  or  in  those  with  impaired  renal  or 
hepatic  function 

Adverse  Reactions:  Dizziness,  drowsiness,  lighlheaded- 
ness,  staggering,  ataxia  and  falling  have  occurred,  particu- 
larly in  elderly  or  debilitated  patients  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably  indicative  of 
drug  intolerance  or  overdosage,  have  been  reported  Also 
reported  headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  canstipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weakness, 
palpitatians,  chest  pains,  body  and  joint  poms  and  GU 
complaints  There  have  also  been  rare  occurrences  of 
leukopenio,  granulocytopenia  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes  faintness,  hypo- 
tension, shortness  of  breafh,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  confusion,  restless- 
ness, hallucinations,  and  elevated  SGOT,  SGPT  total  and 
direct  bilirubins,  and  alkaline  phosphatase  and  paradoxi- 
cal reactions,  e g . excitement,  stimulation  and 
hyperactivity 

Dosage;  Individualize  for  maximum  beneficial  effect 
Adults  30  mg  usual  dosage,  15  mg  may  suffice  in  some 
patients  Elderly  or  debilitated  patients  15  mg  recom- 
mended initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCI 
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medigram 


NEW  BUILDING  GROUNDBREAKING 
SET  FOR  MARCH  BOARD  MEETING 


1988  PRIORITIES  CONFIRMED 
AT  JANUARY  BOARD  MEETING 


CONFERENCE  FOR  MDs  AND  DOs 
RECEIVES  FINANCIAL  SUPPORT 


PMS  BOARD  ADOPTS  POSITION 
ON  NEW  BLUE  SHIELD  STRUCTURE 


BOARD  OPPOSES  PUBLISHING 
COSTS  WITHOUT  QUALITY  DATA 


90  ADDITIONAL  AIDS  CASES 
ADDED  TO  STATE  COUNT 


MEDICARE  PARTICIPATION 
REOPENS  DURING  MARCH 


Groundbreal<ing  ceremonies  for  the  new  headquarters  of  the  Pennsylvania 
Medical  Society  will  talce  place  during  the  meeting  of  the  Board  of  Trustees 
March  16.  Construction  will  begin  in  April.  Completion  of  the  building  is 
scheduled  for  June  1989.  At  its  January  meeting,  the  Board  authorized  appro- 
riate  Society  officers  to  sign  a contract  for  construction  manager  services  with 
a Harrisburg  firm. 

The  PMS  Board  gave  final  approval  in  January  for  six  priorities  in  1988.  They 
are  Lability  tort  reform,  cost  containment  while  maintaining  quality  medicine, 
alternative  dehvery  systems,  increasing  effectiveness  of  state  and  national 
legislative  efforts,  membership  and  AIDS  education  and  information. 

A consensus  conference  between  MDs  and  DOs  received  financial  support 
at  the  PMS  Board  of  Trustees  January  meeting.  The  Board  approved  $6,000  to 
support  the  project,  which  was  approved  by  the  House  of  Delegates  last 
October.  The  conference  is  scheduled  for  May  31  and  June  1.  The  goal  of  the 
conference  will  be  to  estabhsh  better  communication  between  the  two  groups. 
Topics  of  discussion  will  include  education,  training,  and  licensure. 

Approval  by  the  State  Society  of  a proposed  reorganization  of  Pennsylvania  Blue 
Shield  will  depend  on  the  structure  of  the  new  corporations,  the  PMS  Board 
voted  January  21.  The  support  hinges  on  two  factors— that  Blue  Shield  maintains 
a 50  percent  representation  of  physicians  on  the  holding  company  board,  and 
that  Blue  Shield  maintains  the  same  proportionate  representation  of  each  pro- 
vider class  at  the  corporate  level  and  on  the  Blue  Shield  Board. 

The  PMS  Board  of  Trustees  agreed  at  its  January  meeting  to  oppose  by  whatever 
means  necessary  any  attempts  by  the  Health  Care  Cost  Containment  Council 
to  publish  hospital  or  physician  cost  data  without  quality  indicators. 

The  latest  health  department  AIDS  statistics  include  90  additional  cases  and 
50  more  deaths  in  Pennsylvania.  Officials  said  the  increase  is  due  to  refinements 
in  tracking  and  confirming  suspected  cases,  and  a change  in  the  federal  defini- 
tion of  what  constitutes  an  actual  AIDS  case  The  new  definition,  which  became 
effective  in  October,  includes  a number  of  cases  that  were  previously  diagnosed 
as  presumed  cases,  but  lacked  appropriate  laboratory  confirmation.  From 
January  1981  through  January  5,  1988,  a total  of  1,399  AIDS  cases  were  confirmed 
in  Pennsylvania.  Of  that  number,  814  patients  have  died.  Eighty-eight  percent 
of  the  adult  AIDS  cases  involved  homosexual/bisexual  men  or  intravenous  drug 
users  who  share  needles.  Of  the  total,  921  cases  are  homosexual/bisexual  men; 
146,  intravenous  drug  users;  98,  a combination  of  these  two  groups;  38, 
hemophiliacs;  37  got  AIDS  through  blood  transfusions;  34,  through  heterosexual 
contact;  and  44,  through  other  sources.  Four  additional  cases  of  pediatric  AIDS 
also  were  reported,  for  a new  total  of  21  cases.  Philadelphia  has  confirmed  750 
cases;  Allegheny  County  lists  128  cases.  Fifty-four  of  the  state’s  67  counties  list 
at  least  one  confirmed  case  of  AIDS.  This  is  an  update  of  the  report  page  39. 

All  physicians  and  Medicare  suppliers  will  be  given  another  enrollment  oppor- 
tunity during  March.  The  Health  Care  Financing  Administration  (HCFA)  has 
designated  March  as  the  new  sign-up  period  for  physicians  who  wish  to  partic- 
ipate or  non-participate  in  Medicara  Physicians  who  sign  Medicare  participating 
contracts  agree  to  accept  assignment  for  all  Medicare  patients  treated.  New 
agreements  signed  in  March  will  apply  to  services  provided  from  April  1,  1988, 
through  December  31,  1988.  Participation  contracts  that  were  in  effect  December 
31,  1987,  will  be  extended  through  March  31,  1988.  Any  requests  for  a change 
in  status  received  before  January  1,  1988  from  physicians  or  suppliers  will  be 
granted. 
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ORitfPR09(wuray 
nC  SAME  AMOUNT 
OFMOICY 

YOU  CAN  BUY  HTO 

IHEAUIOMOBUS 

FUTURE  OfitTSP&Sl 


Not  content  With  being“on 
he  cutting  edge  as  far  as  Euro- 
pean performance  sedans  go” 
Motor  Trend),  BMW  has  leapt 
;ito  the  next  decade,  leaving 
Ther  luxury  sedans  standing 
’ ill  in  the  1980’s. 

Seven  yearsand  one  billion 
ollars  in  the  making,  the  new 
35i  is  a total  regeneration  of 
he  way  the  luxury  automobile 
; presently  conceived. 

Built  to  withstand  far  stern- 
r tests  than  one  ordinarily  en- 
ounters-grueling  alpine  roads, 
ough  cobblestone  streets,  and 


full-throttle  Autobahn  cruising- 
the  7351  incorporates  more 
than  a thousand  innovations 
and  refinements. 

A torque-rich,  208-horse- 
power engine,  governed  by  an 
exclusive  engine-management 
system  and  unique  catalytic 
converter;  enables  this  spacious 
five- passenger  sedan  to  man- 
age 0-60  in  a mere  8.1  seconds, 
while  paradoxically  improving 
fuel  economy* 

A 47%  increase  in  torsional 
rigidity  combined  with  a longer; 
lower;  wider  body  shell  that  en- 


ables you  to  negotiate  the 
most  treacherous  curves  firmly 
and  comfortably. 

Authoritative  control  is 
further  enhanced  via  a fully  inde- 
pendent suspension,  coupled 
with  adaptive  twin-tube  shocks 
and  computerized  anti-lock 
braking.The  world’s  first  electron- 
ic variable-assist  power  steering 
provides  maximum  assistance 
for  effortless  parking  and  then 
reduces  the  assist  level  as  your 
speed  increases  to  preserve  a 
tactile  feel  of  the  road. 

It’s  one  of  a plethora  of  elec- 


EPA estimated [I^mpg,  22  highway.  Fuel  efficiency  figures  are  for  comparison  only  Actual  mileage  may  vary,  depending  on  speed,  weather  and  trip  length  Highway  mileage  will 
kely  be  lower  ©^87  BMW  of  North  America,  Inc.The  BMW  trademark  and  logo  are  registered. 


tronic  capabilities  that  includes 
an  Active  Check  Control,  which 
monitors  26  of  the  car’s  func- 
tions through  a single  readout. 

A Service  Interval  Indicator 
that  can  reduce  maintenance 
costs  by  as  much  as  40%.  And 
thoughtful  touches  like  a seat 
memory  that  stores  adjust- 
ments for  three  different  drivers, 
with  corresponding  outside 
mirror  settings. 

Most  indicative  of  its  exem- 
plary craftsmanship  is  the  watch- 
maker’s precision  and  fastidious 
attention  to  minute  detail  with 
which  the  735i  has  been  fitted. 
Supple,  hand-crafted  leather 
seats  and  hand-finished  wood 
trim  adorn  the  interior.  Dual  air 
conditioning  that  surpasses  that 
of  any  other  luxury  sedan  allows 
both  the  driver  and  the  front 
seat  passenger  to  adjust  the  cli- 
mate to  their  own  individual 
preference,  while  the  735i’s  seat 
belts  adjust  themselves  automa- 
tically to  the  driver’s  size.  And 
soundproofing  that  ensures 
quiet,  even  at  speeds  you  would 
only  attempt  on  the  Autobahn. 

All  in  all,  it  seems  permissi- 
ble to  say  that  those  who  are 
wondering  where  the  luxury  per- 
formance car  is  going 
in  the  future  can  find 
the  answer  now  at  a 
BMW  dealer 
THE  ULTIMATE  DRIVING  MACHINE. 


SEE  YOUR  AUTHORIZED  BMW  DEALER  FOR  ATHOROUGH  TEST  DRIVE. 


editorial 


Medical  jargon 

“Beware  of  language,  for  it  is  often  a great 
cheat,”  wrote  Peter  Mere  Latham  (1789-1875) 
in  Lecture  XI,  of  Diseases  of  the  Heart. 

The  professional  literature  is  replete  with 
criticism  of  both  the  language  of  medicine  and 
its  use  in  medicad  writing.  Colorful  buzzwords, 
creative  acronyms  and  abbreviations,  epo- 
nyms,  and  euphemisms  combine  to  make  our 
everyday  language  (jargon)  nearly  unintelligi- 
ble to  the  uninitiated.  While  criticism  is  war- 
ranted when  this  jargon  spills  over  into  the 
pages  of  our  medical  publications,  shop  talk  is 
not  unique  to  medicine. 

Jargon  is  a sort  of  professional  short-cut  that 
is  used  among  physicians  and  allied  health  per- 
sonnel to  express  complex  ideas  in  the  most  ef- 
ficient manner.  Jargon  saves  time.  Jargon  does 
not  represent  failure  to  understand  or  elucidate 
proper  terms.  In  fact,  jargon  assumes  just  the 
opposite— full  comprehension  of  facts.  “V 
tach”  (ventricular  tachycardia),  “a  fib”  (atrial 
fibrillation),  “MOPP”  (nitrogren  mustard,  vin- 
cristine, procarbazine,  prednisone),  “ALS” 
(amyotrophic  lateral  sclerosis),  “PERLA”  (pu- 
pils equal  reactive  to  light  and  accommoda- 
tion), “Hansen’s”  (leprosy),  or  “Cecil”  (the 
most  current  edition  of  Wyngaarden's  Text- 
book of  Medicine)  are  a few  of  the  more  com- 
mon examples  of  widely  used  oral  shorthand. 

Jargon  is  acceptable,  and  even  entertaining, 
when  used  in  professional  circles  on  a physician 
to  physician  or  physician  to  alhed  health  pro- 
fessional basis.  However,  in  communication 
from  physician  to  pubhc,  physician  to  patient, 
or  in  professional  writing,  medical  jargon  has 
no  place.  Professional  writing  includes  medical 
records  where  jargon  words,  phrases,  or  abbre- 
viations might  later  be  misconstrued. 

Shop  talk,  when  used  outside  the  medical 
profession,  is  unacceptable  for  many  reasons. 
Jargon  effectively  excludes  outsiders  and  thus 
prevents  a situation,  disease,  or  prognosis  from 
being  understood.  Sometimes  we  use  jargon 
simply  to  hide.  For  example,  physician  impair- 
ment might  connote  drug  or  alcohol  abuse  by  a 
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physician;  DNR,  a dignified  death;  supratento- 
rial, abnormal  or  erratic  behavior,  i.e.  crazy;  or  | 
recreational  drugs,  drugs  of  abuse.  Designer 
terms,  or  current  buzzwords,  some  of  which  are 
very  graphic  and  highly  uncomphmentary,  de- 
mean the  medical  profession  whether  ex- 
pressed in  pubhc  or  not.  Jargon-mixing  is  an 
unsetthng  practice  that  seems  to  be  occurring 
with  more  frequency  as  emphasis  shifts  to  the 
economic  aspects  of  medical  practice.  Equating 
patients  to  consumers  and  medical  care  to  i 
health  industry  is  rather  common.  The  most  se- 
rious criticism,  finally,  is  that  medical  jargon  is 
dehumanizing.  Patients  become  diseases— or 
even  worse — cases.  Numbers  assume  greater 
importance  than  people.  The  imaginative  term 
euboxic  indicates  that  all  laboratory  studies 
were  “within  normal  hmits.”  Our  history  and 
physical  forms  ask  for  the  patient’s  chief  com- 
plaint. 

If  the  purpose  of  medical  j argon  is  to  be  cryp- 
tic and  secretive,  the  same  can  be  said  of  other 
specialty  areas.  There  are  many  non-medical 
examples  of  highly  technical  and  idiomatic 
writings  whose  purpose  is  neither  to  be  cryptic 
nor  secretive.  The  use  of  jargon  in  writing  is 
just  plain  poor  usage.  It  circumscribes  true  and 
exact  description  of  medical  knowledge.  The 
use  of  jargon  in  conversation  with  patients  or 
lay  pubhc  is  equally  as  out  of  place  for  the  same 
reason— it  obscures  understanding. 

Jargon  is  fun.  It  is  descriptive.  It  is  brief  and 
often  witty.  But  it  has  its  place  and  there  it 
should  remain.  Edward  H.  Goodman  re- 
marked, “It  is  a distinct  art  to  talk  medicine  in 
the  language  of  the  non-medical  man.”  He 
probably  wasn’t  thinking  of  jargon,  but  his 
words  apply. 

At  a time  when  all  partners  in  medical  care— 
both  medical  and  allied  health  professional- 
need  to  understand  each  other  clearly,  language 
becomes  extremely  important.  Jargon  should 
be  used  judiciously. 

David  A.  Smith,  MD 

Medical  Editor 


Overhead  Insurance. 

Because  the  Weight  of  Your  World 
Could  Rest  on  Your  Shoulders. 


Rent. 

Electricity. 

Payroll. 

Taxes. 

Telephone... 

Just  a few  of  the 
expenses  of  keeping 
your  practice  open  any  day 
of  the  year.  But,  could  you 
make  ends  meet  if  you  were 
disabled?  It’s  hard  enough 
when  you’re  healthy. . . 


That’s  why  the  Pennsylvania 
Medical  Society  sponsors  an 
Overhead  Insurance  Program. 
Call  Bertholon-Rowland 
Agencies,  insurance 
administrators  for  PMS,  at 
1-800-556-2500  in  Eastern 
PA,  or  1-800-327-1550  in 
Western  PA  for  complete 
information.  Give  your 
shoulders  a rest. 


PENNSYLVANIA 
MEDICALTDIV  AC 
SOCIETYrTVlO 


Bertholon-Rowland  Agencies 

BR 


P.O.  Box  77 
Media,  PA  19063 


Suite  201  Caste  Center 
Baptist  & Grove  Roads 
Pittsburgh,  PA  15236 


newsfronts 


AMA  examines 


AIDS  issue  at  Atlanta  meeting 


The  American  Medical  Association 
House  of  Delegates  approved  ethical 
guidehnes  for  physicians  on  three  sig- 
nificant issues  related  to  the  AIDS  epi- 
demic during  its  interim  meeting  in  At- 
lanta last  December. 

The  House  also  discussed  the  profes- 
sional liability  crisis,  protection  for 
Medicare  patients  of  limited  means, 
maximum  allowable  actual  charges, 
peer  review,  and  resident  physician 
working  hours. 

The  AIDS  guidelines  state:  (1)  that  a 
physician  may  not  ethically  refuse  to 
treat  a patient  solely  because  the  pa- 
tient is  seropositive;  (2)  that  where  a 
physician  is  not  mandated  to  or  prohib- 
ited from  reporting  seropositive  individ- 
uals to  authorities  and  when  a physi- 
cian knows  a seropositive  person  is 
endangering  a third  person,  the  physi- 
cian should;  attempt  to  persuade  the  in- 
fected patient  to  cease;  notify  authori- 
ties if  persuasion  fails;  and  notify  the 
endangered  third  party  if  the  authori- 
ties take  no  action;  (3)  that  a physician 
who  knows  that  he  or  she  has  an  infec- 
tious disease  should  not  engage  in  any 
activity  that  creates  a risk  of  transmis- 
sion of  the  disease  to  others. 


In  the  area  of  professional  hability 
delegates  called  for  the  AMA  to  evalu- 
ate the  Medical  Incident  Compensation 
Act  (MICA),  an  alternative  to  the  cur- 
rent tort  system  that  the  Florida  State 
Medical  Association  is  trying  to  get 
passed,  along  with  other  tort  reform 
measures.  Delegates  also  called  for  leg- 
islation that  will  limit  contingent  law- 
yer’s fees  to  a reasonable  percentage  of 
the  net  recovery. 

The  House  also  voted  to  aid  and  en- 
courage individual  state  medical  soci- 
eties to  develop  voluntary  Medic2ire  as- 
signment programs  that  will  help 
protect  the  financial  resources  of  the  el- 
derly of  limited  means  and  that  will  en- 
sure access  to  health  care  for  all  of  the 
elderly.  In  addition,  delegates  called  for 
the  AMA  to  oppose  all  actions  by  any 
governmental  or  legislative  body  that 
would  require  mandatory  acceptance  of 
Medicare  assignment. 

Inequities  in  Medicare’s  maximum  al- 
lowable actual  charge  limits  led  the 
House  to  approve  policy  to 

• seek  legislation  to  ehminate  unfair 
fee  distortions  created  by  the  current 
MAAC  implementations; 

• help  prevent  physicians  from  being 


Physicians  from  across  Pennsylvania  met  with  their  representatives  in  the  U.S.  Congress 
last  fall  to  discuss  the  health  isssues  facing  the  nation.  Shown  above  are  Timothy  J. 
Michals,  MD,  chairman  of  the  Pennsylvania  Medical  Political  Action  Committee  (PaM- 
PAC),  left,  with  Representative  Robert  A.  Borski  Jr.,  of  Philadelphia;  and  Thomas  J.  Kard- 
ish,  MD,  immediate  past  chairman  of  PaMPAC,  with  Representative  Joseph  P.  Kolter,  of 
Beaver  Falls.  Photographs  are  by  Twin  Lens  Photo,  Silver  Spring,  MD. 


penalized,  persecuted,  or  prosecuted  for 
unintentional  MAAC  violations; 

• oppose  efforts  that  would  require 
physicians  to  predict  reimbursement 
for  services  rendered; 

• work  for  repeal  of  the  provision  of 
the  Omnibus  Budget  Reconciliation 
Act  of  1986  regarding  notification  of 
patients  receiving  elective  surgery  of 
the  physician  charge  and  the  amount 
the  patient  would  be  expected  to  pay 
when  the  charge  is  more  than  $500  and 
the  claim  is  not  accepted  on  an  assign- 
ment basis; 

• work  to  repeal  provisions  that  re- 
quire physicians  to  refund  payments  as- 
sociated with  Medicare  services  that 
are  deemed  medically  unnecessary  by 
HCFA  after  the  fact; 

• communicate  to  the  federal  govern- 
ment that  Medicare  reimbursement  in- 
creases must  be  universal,  that  current 
reimbursement  must  be  adjusted,  and 
that  discrimination  in  schedules  be- 
tween participating  and  nonparticipat- 
ing physicians  should  be  ended. 

To  strengthen  the  peer  review  organi- 
zation program,  the  House  asked  the 
AMA  to  challenge  HCFA  to  develop  a 
program  that  promotes  high  quality 
and  the  delivery  of  efficient  medical 
care,  to  urge  that  PRO  review  be  ex- 
tended to  all  care  rendered  in 
government-managed  hospitals  and 
systems,  and  to  take  steps  to  assure 
that  physicians  have  early  input  in  the 
PRO  complaint  process  and  receive  ap- 
propriate due  process  review  opportuni- 
ties before  any  report  is  sent  to  a pa- 
tient regarding  the  quality  of  care 
provided. 

Delegates  also  urged  each  Residency 
Review  Committee  to  revise  its  special 
requirements  to  define  supervision  and 
maximum  work  hours  to  avoid  exces- 
sive stress  and  fatigue,  to  assure  qual- 
ity patient  c^u•e,  and  to  attain  the  objec- 
tives of  the  educational  program. 

To  edleviate  the  shortage  of  nurses  in 
hospitals  and  homes,  the  House  called 
for  the  AMA  to  support  and  cooperate 
with  efforts  to  recruit,  retain,  and  en- 
courage the  formal  training  of  nurses. 
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A Decade  of  Service 

Physicians 


1977 


•Xhe  {tt®  , 

insuranc  ^ tq 


1981 


PMSLIC  develops  a 
Medical- Legal  Correspondence 
Course  - a practical  approach  to 
reducing  malpractice  exposure 
through  physician  education. 


1986 


PMSLIC 

^'"counts  for^^nZTh 


'tVv  oth^^^ 


PMSLICs  new  multi-tier  rating 
plan  considers  individual 
physicians’  claims  experience  - 
promoting  increased  rating  equity 
and  preserving  physician  input 
into  the  underwriting  process. 


And 

foi  the  next  decade: 


Put  PMSLIC  to  work  for 
you.  Call  us,  toll-free,  at 
1-800-445-1212. 


newsfrants 


PMS  Leadership  Conference  set  for  April  12,  13 


How  physicians  will  be  affected  by 
health  care  data  collection  is  the  focus 
of  the  1988  PMS  Leadership  Confer- 
ence, April  12  and  13,  at  the  Hershey 
Lodge  and  Convention  Center,  Hershey. 
The  conference  opens  on  Tuesday  at 
1:00  p.m. 

Speakers  at  Leadership  Conference 
will  discuss  how  the  Pennsylvania 
Health  Care  Cost  Containment  Council 


(HCCCC)  activities  will  impact  on  the 
physician  in  his  or  her  practice  and  as  a 
member  of  a hospital  medical  staff. 

Advance  registration  is  required  for 
the  conference.  The  deadline  is  March 
11. 

Alan  R.  Nelson,  MD,  chairman  of  the 
American  Medical  Association’s  Board 
of  Trustees  will  open  the  conference  on 
Tuesday  afternoon.  He  will  discuss  the 


importance  of  physician  input  into  new 
health  care  systems  such  as  Pennsylva- 
nia’s data  collection  system.  After  Dr. 
Nelson,  HCCCC  Chairman  Floyd  W. 
Warner  has  been  invited  to  give  an  over- 
view on  the  Council’s  programs.  The  So- 
ciety’s President  Donald  E.  Harrop, 
MD,  wiU  then  discuss  what  PMS  has 
done  to  monitor  the  HCCCC ’s  activities 
and  provide  input  on  an  ongoing  basis. 

Tuesday’s  program  also  features  an 
open  forum  where  attendees  can  ask 
questions  and  give  opinions  on  data  col- 
lection and  cost  containment  activities. 
Panelists  representing  labor,  business, 
hospitals,  and  physicians  have  been  in- 
vited to  participate  in  this  session.  The 
forum  wiU  be  followed  by  an  explana- 
tion of  the  MedisGroups  data  collection 
system  by  Lisa  1.  lezzoni,  MD,  a re- 
se^u•ch  professor  from  the  Boston  Uni- 
versity Medical  Center. 

Eric  Berkowitz,  PhD,  chairman  of  the 
Department  of  Marketing  at  the  Uni- 
versity of  Massachusetts,  will  wrap  up 
Tuesday’s  program  with  a presentation 
on  how  physicians  can  use  health  care 
data  to  improve  their  positions  in  the 
marketplace. 

On  Wednesday,  the  conference  opens 
with  a breakfast  meeting  featuring 
Monsignor  Andrew  J.  McGowan,  direc- 
tor of  community  relations  at  Scran- 
ton’s Mercy  Hospital.  Father  McGo- 
wan will  talk  on  “The  Essence  of 
Leadership.’’ 

Following  breakfast,  five  one-hour 
workshops  will  be  conducted  and  then 
repeated  so  each  attendee  can  partici- 
pate in  two  workshops.  Topics  include: 
How  To  Deal  With  Hospital  Adminis- 
trators; Risk  Management:  Humor  . . . 
The  Best  Medicine;  Cost/Quality  Data 
. . . The  Practicing  Physician’s  Re- 
sponse; and  Making  Tough  Choices  . . . 
Medical  Ethics. 

The  conference  closes  on  Wednesday 
with  a luncheon. 

The  Leadership  Conference  Commit- 
tee is  chaired  by  David  L.  Miller,  MD, 
New  Bethlehem.  Members  include: 
Frederick  G.  Brown,  MD,  Danville; 
Donald  E.  Harrop,  MD,  Phoenixville; 
John  Helwig  Jr.,  MD,  Philadelphia: 
Herbert  C.  Perlman,  MD,  Carlisle:  Jon- 
athan E.  Rhoads  Jr.,  MD,  York;  and 
Ferdinand  L.  Soisson  Jr.,  MD,  John- 
stown. 


HEAVY 

DEMANDS... 


Do  you  feel  the  heavy  demands  placed  on 
you  by  changes  in  your  profession? 
Demands  not  only  to  serve  your  patients 
and  understand  medical  and  technological 
advances,  but  also  to  manage  your 
practice  and  your  personal  financial 
affairs.  Heavy  demands  on  your  time  that 
can’t  be  ignored. 

As  business  advisors,  McCrory  & 
McDowell  can  relieve  some  of  that 
burden.  We  keep  up  with  changes  in  the 
financial  world  and  can  provide  systematic 
plans  that  organize  both  the  personal 
and  professional  aspects  of  your 
financial  affairs. 


You  know  the  importance  of  calling 
on  those  with  specialized  skills  and 
knowledge  to  diagnose  problem 
situations  and  prescribe  sound 
solutions.  And  when  it  comes  to 
guiding  the  business  aspects  of  your 
practice  and  planning  your  personal 
finances,  the  rule  still  applies . . . 


McCrory  & McDowell  — 

your  business  advisors 


^McCRORY  & MCDOWELL 

CERTIFIED  PUBLIC  ACCOUNTANTS 

322  Boulevard  of  the  Allies  • Pittsburgh,  PA  15222  • 412/281-9689 
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Physician  TV  show  celebrates  fifth  year 


jBill  Gonda 

\ 

j To  physicians  in  the  Erie  area,  the 
Iphrase  “Quiet  on  the  set”  has  become 
almost  as  familiar  as  “The  doctor  will 
see  you  now.” 

For  the  past  five  years,  a group  of 
Erie  doctors  has  been  presenting  “Fo- 
cus on  Erie  Medicine,”  a half-hour  tele- 
vision show  that  may  well  be  the  only 
one  of  its  kind  in  the  United  States. 

The  idea  for  the  show  (which  began  on 
the  radio)  originated  in  the  fall  of  1980 
through  the  Erie  County  Medical  Soci- 
ety, according  to  John  C.  Reilly,  MD,  a 
colon  and  rectal  surgeon  at  Saint  Vin- 
cent Health  Center  in  Erie. 

“Several  doctors  were  concerned  that 
the  society  was  not  doing  enough  in 
terms  of  public  education,”  Dr.  Reilly 
said.  “We  were  also  looking  for  an  effec- 
tive way  to  introduce  new  physicians 
and  procedures  to  the  area.” 

In  November  1980,  “Focus  on  Erie 
Medicine”  began  as  a radio  show  on 
WJET  Radio,  and  for  about  a year.  Dr. 
Reilly  served  as  the  sole  interviewer 
and  program  coordinator.  Soon,  though, 
he  began  enlisting  the  support  of  other 
Erie  area  physicians  and  giving 
thought  to  taking  the  show  to  televi- 
sion. 

Today,  a group  of  10  physicians  takes 
turns  developing  and  scheduhng  pro- 
gram topics  and  acting  as  interviewers. 
That  means  each  physician  handles  a 
show  about  once  every  three  months, 
according  to  Sidney  P.  Lipman,  MD,  an 
otolaryngologist  at  Saint  Vincent 
Health  Center,  who  serves  as  produc- 
tion manager  for  the  show. 

“The  doctors  follow  a schedule,”  Dr. 
Lipman  said.  “Each  one  has  the  free- 
dom to  choose  the  people  they  want  to 
interview.  Generally,  the  show  features 
local  doctors  although  we’ve  also  had 
nurses,  support  group  coordinators,  nu- 
tritionists, and  others.” 

“For  a time,  we  had  thought  about 
having  a TV  person  interview  the 
guests,”  Dr.  Lipman  continued.  “Then 
we  decided  we  wanted  the  show  to  re- 
main a doctors’  show.  As  far  as  we 
know,  there  are  no  other  shows  like  this 


The  author  is  a member  of  the  corporate  com- 
munications staff  of  Saint  Vincent  Health 
Center  in  Erie. 


that  are  totally  physician  operated.” 
“The  show  is  unique  in  that  all  of  the 
interviewing  is  done  by  the  physicians 
themselves,”  said  John  Kanzius,  execu- 
tive vice  president  of  WJET-TV,  which 
airs  the  show  every  Sunday  afternoon. 
“And  they  bring  in  a lot  of  good  materi- 


als such  as  video  and  slides.” 
According  to  Kanzius,  all  of  the  pro- 
duction and  air  time  is  donated  by  the 
station  to  the  Erie  County  Medical  So- 
ciety. 

“The  show  runs  in  a valuable  time 
slot,”  Kanzius  said.  “We  could  easily 


On  one  of  the  first  “Focus  on  Erie  Medicine”  shows,  Dr.  Reilly  interviewed  Howard  S. 
Manasse,  MD,  an  ophthalmologist  at  Saint  Vincent  Health  Center  in  Erie.  Although  the 
show  began  on  radio,  it  was  later  adapted  for  television,  where  it  has  continued  to  run  for 
the  past  five  years. 


R.  Robert  Tyson,  MD,  immediate  past  president  of  the  Pennsylvania  Medical  Society, 
was  a recent  guest  on  “Focus  on  Erie  Medicine.”  Here,  he  is  interviewed  by  Dr.  Lipman, 
who  serves  as  production  manager  for  the  show. 
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Blue  Shield 


Pennsylvania 


Camp  Hill 

Pennsylvania  17011-1702 


Dear  Members  of  the 
Pennsylvania  Medical  Society: 

Pennsylvania  Blue  Shield  has  undertaken  a public  information 
program  to  describe  the  benefits  of  our  Participating 
Doctor  program.  "Our  Doctors  Are  Priceless"  is  the  theme. 

Our  Participating  Doctor  program  has  been  successful  for  almost 
half  a century.  For  example,  90  percent  of  all  Blue  Shield 
payments  for  services  go  directly  to  Participating  Doctors; 
this  results  in  significant  cost  savings  to  our  customers. 

Ultimately,  the  purpose  of  the  campaign  is  to  demonstrate  the 
value  of  our  Participating  Doctor  Program  to  the  almost  6 
million  Pennsylvanians  who  have  Blue  Shield  benefits 
coverage.  Additionally,  we  at  Blue  Shield  view  the  campaign  as 
an  opportunity  to  say  a sincere  "thank  you"  to  the  thousands  of 
Participating  Doctors  who  continue  to  provide  quality  care  at 
less  cost.  We  truly  believe  that  "Our  Doctors  Are  Priceless." 


Robert  B.  Edmiston,  M.D. 
Senior  Vice  President 
Professional  Affairs 


RBE/llw 


Our  Doctors  Are  Priceless. 


They  work  hard  for  their  patients.  All 
hours  of  the  day  and  night. 

True  professionals.  They  spent  years 
perfecting  the  art  of  caring. 

They  are  Pennsylvania  Blue  Shield 
Participating  Doctors.  And  with  the  Caring 
Card,  all  their  expertise,  knowledge,  and  care 
will  cost  much  less. 

In  fact,  in  most  cases  Blue  Shield 
Participating  Doctors  accept  the  Caring  Card 
as  full  payment.  Instantly. 

You  have  no  forms  to  fill  out.  And  no 
waiting  for  reimbursement.  Blue  Shield  is  quick 
and  easy.  The  way  insurance  should  be. 

And  three  out  of  four  doctors  in 
Pennsylvania  participate  with  Blue  Shield.  So 
you  have  over  35,000  health  care  professionals 
to  choose  from. 


Pennsylvania  Blue  Shield.  The  freedom  of 
choice  you  want.  And  the  Priceless  Care  you 
need. 

For  a list  of  Participating  Doctors  in  your 
county,  or  for  information  on  customized 
benefits  packages  such  as  Blue  Shield's 
Keystone  HMO 

Participating  Doctors 
Pennsylvania  Blue  Shield 
P.O.  Box  8823 
Camp  Hill,  PA  17011-8823 


USA 

Sponsor 

US 

Olympic  Team 


Pennsylvania 

Blue  Shield 
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sell  that  space  nationally  for  a good 
rate.  But  even  though  it  doesn’t  garner 
any  revenue,  we  consider  the  show  to  be 
an  asset.  It’s  enlightening  and  informa- 
tive.” 

Evidence  suggests  that  a significant 
number  of  Erie  area  residents  watch  the 
show  every  week. 

“The  show  does  appear  in  the  ratings 
book,  which  is  more  than  you  can  say 
for  many  pubhc  service  shows,”  Kan- 


zius  said.  “If  you  looked  at  the  May 
1987  Nielson  ratings  you’d  see  that 
5,000  to  8,000  local  households  watched 
the  show  throughout  the  month.  Many 
times,  the  show  beats  the  entertain- 
ment programming  (sometimes  sports) 
in  the  same  time  slots  on  the  other  two 
local  stations.” 

In  addition,  Kanzius  noted  that 
phone  calls  and  requests  for  copies  of 
the  show  are  frequent.  Most  often,  he 
said,  people  call  to  ask  about  specific 
types  of  treatments  they  have  heard 
about  on  the  show. 


Both  the  physician  presenters  and 
the  general  public  seem  to  benefit  from 
the  show,  the  physicians  agree. 

“People  seem  to  enjoy  seeing  their 
own  physicians  interviewing  and  being 
interviewed,”  Dr.  Lipman  said.  “They 
want  to  know  too  about  special  proce- 
dures such  as  laser  surgery  and  about 
everyday  kinds  of  things  such  as  the 
role  of  family  doctors.” 

“The  TV  show  also  builds  character 
for  the  medical  community  in  our  area,” 
Dr.  Reilly  added.  “The  physicians  are 
doing  this  themselves,  and  the  commu- 
nity realizes  the  sole  intent  is  to  edu- 
cate.” 

“Erie  has,  I think,  a very  educated 
public  in  terms  of  medicine,”  he  contin- 
ued. “I  think  some  of  that  is,  in  part, 
due  to  the  show.” 


Allegheny  physician 
to  repay  $750,000 

Pennsylvania  Blue  Shield  will  receive 
$750,000  in  refunds  from  John  D.  Kris- 
tofic,  MD,  an  Allegheny  County  inter- 
nist. 

This  announcement  comes  after  a 
seven  year  inquiry  into  the  practice  of 
Dr.  Kristofic.  Settlement  in  the  civil 
suit  filed  in  the  United  States  District : 
Court  in  Pittsburgh  was  reached  in  late 
December. 

The  suit  alleged  that  Dr.  Kristofic 
submitted  claims  to  Blue  Shield  and  re- 
ceived payments  for  services  that  were 
either  medically  unnecessary  or  never  i 
performed.  During  its  investigation. 
Blue  Shield  reviewed  more  than  11,000 
claim  forms  submitted  by  Dr.  Kristofic. 
Under  the  terms  of  the  agreement.  Dr. 
Kristofic  has  agreed  to  obtain  loams  in 
order  to  repay  to  Blue  Shield  $750,000 
he  inappropriately  received.  Payment  i 
will  be  made  over  a five-year  period. 

Pennsylvania  Blue  Shield  routinely 
conducts  computerized  statistical  anal- 
yses of  doctors’  claims  submissions  to 
uncover  any  unusual  patterns.  Blue 
Shield  has  recovered  more  than  $2.2 
million  during  the  last  five  years  from 
other  medical  providers. 

“Our  special  investigations  unit  is 
charged  with  the  responsibility  of  de- 
tecting instances  where  inappropriate 
payments  are  made,”  Stewart  E.  Uhler, 
unit  director,  said.  “We  have  and  will 
continue  to  conduct  such  investigations 
until  the  wrongfully  claimed  dollars  are 
returned.” 


Geisinger  Clinic 

1987-1988  Continuing 
Education  Programs 

13th  Annual  Concepts  in  Clinical  Practice 
Saturday  & Sunday,  February  13  & 14,  1988 

6th  Annual  Winter  CME  Festival  for  Physician  Assistants 
Wednesday- Sunday,  February  17-21,  1988 
Pocono  Hershey  Resort,  White  Haven,  PA 

March  of  Dimes  Teenager  Pregnancy,  Drugs  & Alcoholism  Course 
Wednesday  or  Thursday,  March  2 or  3,  1988 

Advanced  Trauma  Life  Support  Provider  Course 
Friday  & Saturday,  March  11  & 12,  1988 

1st  Annual  Trauma  Meeting 

March  18,  19,  20,  1988 

Sheraton  Crossgates  Inn,  Wilkes-Barre 

10th  Annual  Occupational  Health  Nurse  Symposium 
Saturday,  March  26,  1988 
Sheraton  Inn,  Danville 

Vascular  Disease  Update 
Wednesday,  Aprd  13,  1988 

Advances  in  Dermatology 
Wednesday,  April  20,  1988 

5th  Annual  Sight  Loss  Support  Group  & Visual  Rehab  Conference 
Wednesday,  May  4,  1988 
Sheraton  Inn,  Danville 

Update  in  OB/GYN 
Wednesday,  May  18,  1988 

2nd  Annual  Summer  Update  in  Clinical  Medicine 
June  21-24,  1988 
Hilton  Head,  SC 


Geisiri3er 


As  an  organization  accredited  for  continuing  medical  education.  Geisinger  Medical  Center  certifies  that  these 
activities  meet  the  criteria  for  credit  hours  in  Category  1 of  the  Physician’s  Recognition  Award  of  the  American 
Medical  Association  Please  refer  to  each  individual  program  flyer  for  registration  fees,  starting  times,  and  num- 
ber of  credit  hours.  For  further  information  or  for  copies  of  individual  programs,  call  Sharon  Hanley.  Program 
Registrar,  collect,  at  71 7-271-6692.  There  is  a 24-hour  answering  service  available  You  may  also  write  to  her  at 
North  Academy  St.,  Danville.  PA  17822-1350 
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Henbane 

Hyoscyamus  niger 


Like  many  plants,  henbane  is  capable  of 
both  good  and  evil.  Its  early  history  was 
rooted  in  magic 
and  superstition.  In 
the  Middle  Ages 
it  was  a staple  in 
witches’  brews. 

From  a pharmawlogical 
point  of 
view,  one 
can  understand 
about  witches 
flying  on  broom- 
sticks: The  irregular 
heart  action  in  the 
early  stages  of  sleep 
can  produce  a 
feeling  of 
falling 
through 
space. 

When  a 
“witches’ 
brew” 
enhances 
the  irregularity 
and  causes  delirium 
flying  may  seem  very  real  indeed 

Henbane  can  also  be  lethal: 

Hamlet’s  father  was  poisoned 
with  it  in  Shakespears’s 
famous  tragedy. 

Nevertheless,  properly  used,  henbane 
has  always  had  medicinal  value,  par- 
ticularly as  a sedative.  Both  ancient 
Greek  physicians,  Dioscorides  and 
Celsus,  prescribed  it  for  sleep;  the 
latter  also  recommended 


external  applications.  In  1175, 
Michael  Scott,  a medical 
student  in  Salerno,  Italy,  tried 
it  as  an  anesthetic.  He  mixed 
opium,  mandra- 
gora  and  henbane 
with  water,  dipped 
a rag  in  the  mix- 
ture and  held  it  to 
the  patient’s  nostrils. 
Scott  claimed  “the 
man  would  soon  sleep 
so  deep  that  one  could 
do  what  one  wished 
with  him.” 

Henbane  is  used 
even  today  in  the 
sedative,  hyoscomine, 
and  is  dispensed  on 
prescription  by 
pharmacists  at  Thrift  Drug. 

One  of  the  area’s 
largest  providers  of 
prescription  medicines. 
Thrift  Drug  fills  over  nineteen 
million  prescriptions  annually 
and  stocks  a complete  selection 
of  health  and  personal 
care  products. 

Thrift  Drug  celebrates  over 
fifty  years  of  service  to  more  than 
400  communities  like  yours. 

We’re  proud  to  be  a part  of  the  history 
of  pharmacy  and  its  tradition  of  care. 


Thrift  Drug 

Pennsylvania-  based,  Pennsylvania-  managed.  Serving  you  better  through  Progress  in  Pharmacy. 


ANNOUNCING 


Oista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mid  by  Eli  Lilly  Industries,  Inc 
Carolina,  Puerto  Rico  G0630 


Computer-generated  molecul 
structure  of  cephalexin 
hydrochloride  monohydrate 


p 1987,  DISTA  PROOOCTS  COMPANY  KX-9008-B-849336 


lonvenient  500-mg  b.i.d. 
losage  and  demonstrated 
ffectiveness  for 
eatmentof: 

skin  and  skin  structure  infections* 
uncomplicated  cystitis^ 
pharyngitis* 


New  hydrochloride  salt  form  of  cephalexin— 
requires  no  conversion  in  the  stomach  before 
absorption 

Well-tolerated  therapy 
May  be  taken  without  regard  to  meals 

r other  indicated  infections,  250-mg  tablets  available 
q.i.d.  dosage 


riced  less  than  Keflex^cephaiexin) 


ftab  is  contraindicated  in  patients  with  known  allergy  to  thd  " 
phalosporins  and  should  be  given  cautiously  to  penicillin- 
nsitive  patients. 

nicillin  is  the  drug  of  choice  in  the  treatment  and  prevention 
streptococcal  infections,  including  the  prophylaxis 
rheumatic  fever. 


je  to  susceptible  strains  of  Staphylococcus  aureus  and/qr  0*hemolylic  streptococci.. 
je  to  susceptible  strains  of  Escherichia  coli.  Proteus  rhirabilis,  and  Klebsiella  sp. 

je  to  susceptible  strains  of  group  A 0-hemolytic  streptococci.  V • 


KEFTAB" 

(cephalexin  hydrochloride  monoh;,  ^te) 


Summary:  Consult  the  package  literal  ire  for 
prescribing  information. 

Indications  and  Usage: 

Respiratory  tract  infections  caused  by  susceptible 
strains  of  Streptococcus  pneumoniae  and  group  A 
|3-hemolytic  streptococci. 

Skin  and  skin  structure  infections  caused  by  sus- 
ceptible strains  of  Staphylococcus  aureus  and/or 
/3-hemolytic  streptococci. 

Bone  infections  caused  by  susceptible  strains  of 
S aureus  and/or  Proteus  mirabilis. 

Genitourinary  tract  infections,  including  acute  pros- 
tatitis, caused  by  susceptible  strains  of  Escherichia 
coll,  P mirabilis,  and  Klebsiella  sp. 

Contraindication:  Known  allergy  to  cephalosporins. 

Warnings:  KEFTAB  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PA- 
TIENTS. PENICILLINS  AND  CEPHALOSPORINS 
SHOW  PARTIAL  CROSS-ALLERGENICITY.  POSSI- 
BLE REACTIONS  INCLUDE  ANAPHYLAXIS. 
Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics.  It  must  be 
considered  in  differential  diagnosis  of  antibiotic- 
associated  diarrhea.  Colon  flora  is  altered  by  broad- 
spectrum  antibiotic  treatment,  possibly  resulting  in 
antibiotic-associated  colitis. 

Precautions: 

• Discontinue  Keftab  in  the  event  of  allergic  reac- 
tions to  it. 

• Prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms. 

• Positive  direct  Coombs’  tests  have  been  reported 
during  treatment  with  cephalosporins. 

• Keftab  should  be  administered  cautiously  in  the 
presence  of  markedly  impaired  renal  function.  Al- 
though dosage  adjustments  in  moderate  to  severe 
renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should 
be  made. 

• Broad-spectrum  antibiotics  should  be  prescribed 
with  caution  in  individuals  with  a history  of  gas- 
trointestinal disease,  particularly  colitis. 

’ Safety  and  effectiveness  have  not  been  determined 
in  pregnancy  and  lactation.  Cephalexin  is  excreted 
in  mother’s  milk.  Exercise  caution  in  prescribing 
Keftab  for  these  patients. 

• Safety  and  effectiveness  in  children  have  not  been 
established. 


Adverse  Reactions: 

• Gastrointesiinal,  including  diarrhea  and,  rarely,  nau- 
sea and  vomiting.  Transient  hepatitis  and  chole- 
static jaundice  have  been  reported  rarely. 

• Hypersensitivity  m the  form  of  rash,  urticaria,  angio- 
edema,  and,  rarely,  erythema  multiforme,  Stevens- 
Johnson  syndrome,  or  toxic  epidermal  necrolysis. 

• Anaphylaxis  has  been  reported. 

• Other  reactions  have  included  genital/anal  pruri- 
tus, genital  moniliasis,  vaginitis/vaginal  discharge, 
dizziness,  fatigue,  headache,  eosinophilia,  neutro- 
penia, and  thrombocytopenia;  reversible  interstitial 
nephritis  has  been  reported  rarely. 

• Cephalosporins  have  been  implicated  in  trigger- 
ing seizures,  particularly  in  patients  with  renal 
impairment. 


Abnormalities  in  laboratory  test  results  included 
slight  elevations  in  aspartate  aminotransferase 
(AST,  SCOT)  and  alanine  aminotransferase  (ALT, 
SGPT).  False-positive  reactions  for  glucose  in  the 
urine  may  occur  with  Benedict's  or  Fehling's  solu- 
tion and  Clinitest®  tablets  but  not  with  Tes-Tape® 


(Glucose  Enzymatic  Test  Strip,  USR  Lilly). 
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Philadelphia  CMS  installs  Dr.  Wohl  president 


Milton  A.  Wohl,  MD,  Elkins  Park, 
was  installed  as  the  127th  president  of 
the  Philadelphia  County  Medical  Soci- 
ety at  the  College  of  Physicians,  Janu- 
ary 20. 

He  replaces  Wallace  G.  McCune,  MD, 
a Philadelphia  internist. 

Dr.  Wohl  is  chairman  of  orthopedic 
surgery  at  Albert  Einstein  Medical  Cen- 


ter and  chnical  professor  of  orthopedic 
surgery  at  Temple  University  School  of 
Medicine. 

He  has  been  a Philadelphia  County 
delegate  to  the  PMS,  and  has  served  on 


the  Executive,  the  Nominating,  the 
Members  Benefit,  the  Budget  and  Fi- 
nance, and  the  Host  Committees. 

Doris  G.  Bartuska,  MD,  an  endocri- 
nologist, was  elected  president  elect. 


Richard  E.  Deitrick,  MD,  took  office 
as  the  123rd  president  of  the  Allegheny 
County  Medical  Society  last  month. 

A board  certified  obstetrician/ 
gynecologist  and  general  practitioner. 
Dr.  Deitrick  joined  ACMS  in  1961.  He 
has  been  a member  of  the  executive 
committee  since  1983  and  has  served  on 
the  Maternal  Health,  Patient  Relations, 
Finance,  Public  Relations,  Medical  Eco- 
nomics, and  Bylaws  committees. 

Dr.  Deitrick  also  serves  as  the  team 
physician  for  Canevan  High  School  and 
is  a board  member  of  Physicians  Health 
Plan  of  Pennsylvania. 

He  succeeds  Gilbert  A.  Friday,  MD,  a 
Pittsburgh  pediatrician,  who  speciahzes 
in  allergy. 


Dr.  Deitrick  leads  Allegheny  CMS 


Physicians  honored  at  awards  night 


The  Philadelphia  County  Medical  So- 
ciety presented  four  awards  at  its 
awards  night  last  fall. 

The  Kenneth  E.  Appel  Award  was 


presented  to  Stuart  Kleinman,  MD,  for 
his  paper  “Psychologic  Phenomena  in 
Vietnamese  Victims  of  Piracy.”  The 
award  was  established  in  1965  and  is 


given  to  a psychiatric  resident  who  sub- 
mits the  best  paper  on  chnical  psychia- 
try relating  to  an  experience  in  therapy 
or  research.  Dr.  Kleinman  was  formerly 
of  the  Institute  of  Pennsylvania  Hospi- 
tal and  is  now  in  a fellowship  program 
in  law  and  psychiatry  at  New  York  Uni- 
versity. 

Robert  W.  McDermott,  MD,  director 
of  PMS’s  Impaired  Physician  program, 
received  the  C.  Nelson  Davis  Award. 
The  Davis  Award,  established  in  1984, 
is  given  to  an  educator  of  physicians  re- 
garding alcohohsm  and  other  addictive 
disorders  affhcting  physicians. 

The  Humaneness  in  Medicine  Award, 
given  to  a resident  physician  who 
shows  an  exemplary  understanding  of 
human  as  well  as  chniced  needs  of  pa- 
tients, was  presented  to  Peter  Coch- 
rane, MD.  Dr.  Cochrane  is  a third  year 
resident  in  the  department  of  surgery  at 
Temple  University  Hospital.  David 
Abel,  MD,  from  the  Department  of 
Mental  Health  Sciences  at  Hahnemann 
University  Hospital,  received  honor- 
able mention. 


PDC  Collections,  Inc. 

• Established  1965 

• Serving  the  Medical  Profession 
in  the  collection  of  bad  debts 

• Our  fee  is  25%  of  collections 

• For  information  contact 

David  Kadish  at  1-201-271-8697 


14L  Worlds  Fair  Drive 
Somerset,  New  Jersey  08873 
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THE 

of  Presbyterian 

PHILADELPHIA 

University 

HEART 

of  Pennsylvania 

INSTITUTE 

Medical  Center 

CARDIOLOGY  UPDATE 

designed  for  the  physician 
and  provides  an  intensive  survey 

of  the  current  status 

of  clinical  cardiology 

Wednesday,  March  2,  1988 

Diagnosis  and  Management  of  Non-coronary  Disorders 

Moderator:  Bernard  L.  Segal,  MD 


3:00  - 3:20 

Cardiac  involvement  in  anemias  and  connective  tissue  disorders — Warren  Katz,  MD 

3:20  - 3:40 

The  athlete  and  the  heart — Garo  S.  Garibian,  MD 
3:40  - 4:00 

Congenital  heart  diseases  in  the  adult — Bernard  L.  Segal,  MD 

4:00  - 4:30 

Case  presentations— Jonathan  Gomberg,  MD 
4:30  - 5:00 

Panel  discussion — Michael  V.  Yow,  MD,  Ami  S.  Iskandrian,  MD 


• No  registration  fee 
• No  advance  registration  required 
• CME  credits* 

• Refreshments  served  following  each  session 

Scheie  Eye  Institute  Auditorium 
Presbyterian-University  of  Pennsylvania  Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania 

*The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  to  sponsor  continuing 
education  for  physicians.  The  University  of  Pennsylvania  School  of  Medicine  designates  this  continuing  medical  activity  for  2 credit  hours  per  session  in 
Category  I of  the  Physicians  Recognition  Award  of  the  AM  A. 
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Diabetes  academy  releases  self-study  module 


The  Pennsylvania  Diabetes  Academy 
has  released  the  third  self-study  module 
in  a series  on  the  five  major  comphca- 
tions  of  diabetes.  At  least  half  of  the 
40,000  major  amputations  performed 
annually  due  to  diabetes  can  be  pre- 
vented with  proper  treatment  and  pre- 
ventive measures  for  diabetic  foot  com- 
phcations,  Marvin  E.  Levin,  MD,  of  the 
Metabolism/Diabetes  Clinic  at  Wash- 
ington University  School  of  Medicine, 


St.  Louis,  said. 

In  treating  foot  complications.  Levin 
emphasized  two  factors:  improvement 
of  glucose  control  may  enhance  leuko- 
cyte function,  and  improvement  of 
blood  flow  to  the  lower  extremity  en- 
hances the  delivery  of  antibiotics  to  the 
infection.  “In  the  diabetic  patient,  leu- 
kocyte function  is  impaired  whenever 
there  is  significant  hyperglycemia  (over 
200  mg/dl)  or  ketosis.  When  this  hap- 


pens, the  leukocyte  is  unable  to  migrate 
to  bacteria  and  kill  it.  Further,  arterial 
vascular  insufficiency  increases  the  de- 
velopment of  infection  in  the  lower  ex- 
tremity of  the  diabetic  patient.  When- 
ever blood  flow  is  impaired,  the 
leukocyte  and  red  blood  cell  have  diffi- 
culty reaching  the  infected  tissue,” 
Levin  said. 

Diabetic  neuropathy  and  peripheral 
vascular  disease  (PVD)  are  the  two  pro- 
cesses that  initiate  most  diabetic  foot 
lesions.  Diabetic  neuropathy  results  in 
an  insensitive  and  deformed  foot,  while 
diabetic  peripheral  vascular  disease 
leads  to  inadequate  blood  supply.  The 
presence  of  these  conditions.  Levin 
said,  makes  the  diabetic  foot  highly  sus- 
ceptible to  injuries,  ulceration,  infec- 
tion, gangrene,  and,  ultimately,  amputa- 
tion. 

The  “Foot  Complications”  self-study 
package  is  available  to  primary  care 
practitioners,  podiatrists,  and  other 
he2ilth  care  professionals  through  the 
Pennsylvania  Diabetes  Academy.  The 
module,  which  offers  eight  AMA  Cate- 
gory I credits,  includes  a monograph 
with  self-check  exams,  color  slides  of 
foot  pathology,  audio  cassette,  slide 
script  and  viewer,  and  a final  exam. 

The  module,  which  is  the  third  in  the 
self-study  series  “The  Prevention  and 
Treatment  of  Five  Complications  of  Di- 
abetes,” costs  $50  (plus  6%  sales  tax  for 
Pennsylvania  residents).  It  can  be  or- 
dered by  writing  or  calling  the  Pennsyl- 
vania Diabetes  Academy,  1007  North 
Front  Street,  Suite  4,  Harrisburg,  PA 
17102,  Phone  (717)  231-3970. 

Book  explains  tax  reform 

The  first  publication  to  analyze  the 
impUcations  of  the  1986  Tax  Reform 
Act  for  individual  physicians  and  medi- 
cal practices  was  released  recently. 

Physician's  Guide  to  the  Tax  Reform 
Act  of  1986  examines  income,  adjust- 
ments to  income,  itemized  deductions, 
personal  exemptions,  tax  credits,  alter- 
native minimum  tax,  retirement  plans, 
fringe  benefits,  and  incorporation. 

The  book  was  written  by  Donald  L. 
DeMuth,  CPA,  MBA,  CPBC,  and  Dan- 
iel C.  Miller,  CPA,  MBA,  both  Harris- 
burg area  professional  management 
consultants. 


Presbyterian  - University  of  Pennsylvania  Medical 

Center 

presents 

The  Annual  Educational  Conference 
—First  Session— 

UPDATE  '88' 

Cardiology  - Dermatology  - Emergency  Medicine  - Endocrinology 
Gastroenterology  - Hematology /Oncology 

Saturday,  March  26,  1988 
8:00  a.m.-3:00  p.m. 

Presbyterian-University  of  Pennsylvania  Medical  Center 
Scheie  Eye  Auditorium 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania  19104 

CME  credits  available. 

Enrollment  fee  of  $25  includes  luncheon. 

RSVP  by  mail  with  enrollment  fee  to  PUPMC  by  March  14,  1988 

Make  checks  payable  and  mail  to: 

PUPMC 

Richard  V.  McCloskey,  MD 
Continuing  Medical  Education 
(Address  Above) 


The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accredita- 
tion Council  for  Continuing  Medical  Education  to  sponsor  continuing  medical  edu- 
cation for  physicians.  The  University  of  Pennsylvania  School  of  Medicine  desig- 
nates this  Continuing  Medical  Education  activity  for  5 credit  hours  in  Category  1 of 
the  Physicians's  Recognition  Award  of  the  American  Medical  Association. 
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YOU  WILL  KNOW 
THE  MOMENT  WE  KNOW 


Good  communication  with  refer- 
ring  physicians  is  an  essential  part 
of  our  lithotripsy  treatment  pro- 
gram at  the  Mid- Atlantic  Kidney 
Stone  Center.  After  the  pre- 
treatment consultation  with  your 
patient,  we  send  a full  report  to 
you.  Post-treatment,  we  promptly 
call  your  office  regarding  your 
patient’s  status.  Then  we  send  a 
complete  report  to  assist  you  in 
providing  follow-up  care.  Addi- 
tionally, we  provide  each  patient 
with  copies  of  their  pre-  and 


post-treatment  x-ray  films. 

Our  medical  directors  are 
available  for  pre-  or  post-treat- 
ment consultation  24  hours  a 
day,  7 days  a week.  We  think  you 
will  find  that  our  thorough  com- 
munications will  be  of  assistance 
to  you  during  your  patient’s 
treatment  at  the  Mid-Atlantic 
Kidney  Stone  Center. 

In  nearly  two  years  of  practice 
as  a lithotripsy  service,  we  have 


THE  MID-ATLANTIC 
KIDNEY  STONE  CENTER 


LITHOTRIPSY  SERVICE 
One  Brick  Road.  Suite  103 
Marlton,  NJ  08053 


Our  care  will  show  how  much  you  care. 


treated  more  than  2000  patients. 
Referring  physicians  from  New 
Jersey,  Eastern  Pennsylvania, 
metropolitan  New  York,  and  Del- 
aware have  come  to  appreciate 
this  unique  level  of  experience  as 
well  as  our  frequent  and  timely 
communications.  To  find  out 
more  about  our  service,  or  how 
you  can  obtain  staff  privileges  at 
the  Mid-Atlantic  Kidney  Stone 
Center,  call  (609)  983-7337. 
Outside  New  jersey,  call 
(800)  53-LITHO. 


Managed  by  MEDIQ  Healthcare  Resources,  Inc. 
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Insurance  companies  pay  $292  million  for  AIDS 


American  life  and  health  insurers 
paid  out  an  estimated  $292  million  in 
claims  arising  from  acquired  immune 
deficiency  syndrome  (AIDS)  in  1986,  ac- 
cording to  results  from  a survey  from 


A state  health  advisory  board  has 
called  for  tighter  controls  on  a powerful 
sleeping  medication. 

Jack  B.  Ogun,  director  of  the  Division 
of  Drugs,  Devices,  2md  Cosmetics,  said 
the  state  Drug,  Device,  and  Cosmetic 
Board  voted  unanimously  to  recom- 
mend to  state  health  secreteiry  N.  Mark 
Richards,  MD,  that  glutethimide  (bet- 
ter known  under  the  trade  name  Dori- 
den)  be  placed  on  Schedule  II,  the  clas- 
sification for  highly  addictive  drugs 
that  nonetheless  have  some  legitimate 
medical  uses. 

“At  the  board  meeting,  a U.S.  Drug 
Enforcement  Administration  staff 
member  presented  a number  of  statis- 
tics about  glutethimide  that  support 
the  health  department’s  position  that 


the  American  Council  of  Life  Insurance 
(ACLI)  and  the  Health  Insurance  Asso- 
ciation of  America  (HIAA). 

The  survey  conducted  by  the  associa- 
tions shows  that  the  275  companies  re- 


misuse and  abuse  of  prescription  drugs 
cause  more  injuries  and  death  than  aU 
illicit  drugs  combined,”  Ogun  said. 

“In  Philadelphia  alone,  overdoses  of 
glutethimide  accounted  for  265  emer- 
gency department  visits  in  a three-year 
period. 

“This  does  not  mean  that  problems 
with  this  drug  are  confined  to  Philadel- 
phia. We  have  indications  that  the  drug 
is  surfacing  in  Erie,  Pittsburgh,  and  the 
AUentown-Bethlehem  area,”  Ogun  said. 

Once  on  Schedule  II,  pharmacies 
would  be  required  to  report  glu- 
tethimide sales  on  a monthly  basis  to 
the  state  Bureau  of  Drug  Control.  Pen- 
alties for  illegal  sales  would  be  in- 
creased, and  existing  prescriptions 
could  not  be  refilled. 


spending  paid  out  $150.4  million  in 
AIDS-related  claims  in  1986.  These 
companies  account  for  46  percent  of  the 
life  and  health  insurance  industry’s 
claims  for  four  major  product  lines— 
individual  hfe,  group  life,  individual  ac- 
cident and  health,  and  group  accident 
and  health. 

According  to  ACLI  President  Rich- 
ard S.  Schweiker,  “This  survey  indi- 
cates that  American  life  insurance  com- 
panies are  paying  out  millions  of  dollars 
in  AIDS  claims.  These  numbers  are 
only  for  a single  year.  The  amount  of 
claims  is  increasing  each  year,  and  the 
1986  claims  represent  just  the  tip  of  the 
iceberg  in  measuring  the  impact  that 
this  disease  will  have  on  our  industry.” 

Carl  J.  Schramm,  president  of  the 
HIAA,  said  that  the  survey  of  1986 
claims  “is  the  first  in  what  will  be  an 
ongoing  attempt  to  regularly  measure 
the  effect  of  AIDS  on  America’s  life  and 
he2ilth  insurance  companies.  We  intend 
to  collect  this  data  regularly  as  an  aid  to  i 
forming  both  private  and  public  policy.” 

For  individual  life  insurance,  261  of 
the  comp^mies  reported  that  they  paid 
2,113  claims  for  a f.otal  $64.4  million,  i 
For  group  hfe  insurance,  156  firms  re- 
ported paying  $44.7  miUion  in  a total  i 
1,639  claims.  In  individual  accident  and 
health  insurance,  150  of  the  companies: 
paid  $10.4  miUion.  Group  accident  and 
health  insurance  claims  reported  by  1 15 
companies  totalled  $30.9  miUion.  There : 
was  no  total  number  of  claims  coUected 
for  accident  and  health  pohcies,  since  i 
companies  generaUy  do  not  use  a uni- 
form classification  for  medical  expense  ; 
claims. 

The  average  AIDS-related  claim  for  i 
individual  hfe  insurance  was  $30,500, 
and  for  group  hfe  pohcies,  was  $27,300, 
the  survey  noted.  In  contrast,  84  per- 
cent of  those  responding  companies 
that  sold  individual  hfe  had  an  average 
death  claim  of  $7,300  overaU;  for  group 
hfe,  the  average  claim  was  $13,800. 

The  ACLI-HIAA  survey  may  under- 
state the  number  and  amount  of  AIDS- 
related  claims  for  a variety  of  reasons, 
including  death  certificates  that  may 
not  contain  sufficient  information  as  to 
the  cause  of  death  and  health  claim  in- 
formation that  may  not  describe  a per- 
son’s treatment  as  being  related  to 
AIDS. 


Pace  Software  Services,  Inc.  has  the 
IBM  Computer  solution  for  your  office 

The  Physician’s  Management  System  is  a 
turnkey  medical  system  that  runs  on  the  IBM 
family  of  products. 

□ IBM  PC-AT,  Networked  PC’s, 

IBM  System/36 

□ Direct  Transmission  to  BC/BS 
□ Automatic  Insurance  Claims 
□ Automatic  Statements 

□ Aged  Receivable  Reports 
□ Practice  Analysis 

□ On-Site  Training  and  Local  Support 
Due  to  our  expertise  in  the  medical  area, 

PACE  has  been  contracted  by  IBM  to  market 
to  and  install  systems  for  physicians. 

PACE 

Software  Services,  Inc. 

(301)  296-4600  Ext.  288 
29  W.  Susquehanna  Ave.,  Towson,  MD  21204 


Tighter  controls  on  sedative  recommended 
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WILLS  EYE  HOSPITAL 
40TH  ANNUAL  CONFERENCE 

Sponsored  by  the  Wills  Eye  Hospital  Society  of  Ex-Residents 

OWEN  BELMONT,  M.D. 

Conference  Chairman 

MARCH  17-18-19,  1988 
ADAM’S  MARK  HOTEL 
PHILADELPHIA,  PA 


BEDELL  MEMORIAL  LECTURE 

“Ophthalmic  Laser  Surgery: 

Past,  Present,  Future” 

Professor  Franz  Fankhauser 
University  of  Bern,  Switzerland 


IRVING  H.  LEOPOLD  LECTURE 

“Refractive  Corneal  Surgery: 
Promises  and  Pitfalls” 

George  O.  Waring  III,  M.D. 

Emory  University,  Georgia 


lAL  DISEASE  SYMPOSIUM 

;r  R.  Laibson,  M.D.,  Moderator 

lel: 

n J.  Arentsen,  M.D. 

Michael  Cobo,  M.D. 
abeth  J.  Cohen,  M.D. 

:hael  A.  Naidoff,  M.D. 

Doyle  Stulting,  M.D. 


Cataracts 

Cornea 

Glaucoma 


SYMPOSIA 


LASER  SYMPOSIUM 

Louis  W.  Schwartz,  M.D.,  Moderator 

Panel: 

Hugh  Beckman,  M.D. 

Prof.  Franz  Fankhauser 
Jay  L.  Federman,  M.D. 

Stephen  L.  Trokel,  M.D. 


WORKSHOPS 

Medical-Legal 
Neuro-Ophthalmology 
Oculoplastic  Surgery 
Oncology 


CATARACT  SYMPOSIUM 

Stephen  B.  Lichtenstein,  M.D.,  Moderator 

Panel: 

Raymond  E.  Adams,  M.D. 

Jack  T.  Holladay,  M.D. 

John  D.  Hunkeler,  M.D. 

Daniel  M.  Kane,  M.D. 


Pediatrics 

Political  Developments 
Retina 


Allied  Assistants’  Meeting  Thursday,  3/17/88 

Ophthalmic  Nurses’  Meeting  Friday,  3/18/88 

Basic  Surgical  Assisting  Saturday,  3/19/88 

!er  ninety  (90)  original  papers  will  be  presented  by  individual  authors  covering  all  aspects  of  the  field  of  Ophthalmology, 
ibuse  Program,  including  tour  of  the  Pearl  S.  Buck  House  and  Luncheon  is  scheduled  for  Thursday,  March  17,  1988.  Brunc 
il  meeting  with  jewelry  artist,  Agnes  Wajdyk,  is  scheduled  for  Friday,  March  19,  1988  at  the  Adam  s Mark  Hotei. 


REGISTRATION  INFORMATION 

Tcticing  Physicians  $300.00 

fH  Staff  & Alumni  $250.00 

r tired  Physicians  $100.00 

Esidents  & Fellows  $ 75.00 

i is  Continuing  Medical  Education  activity  is  accredited  for  16  Credit  Hours  in  Category  I of  the  AM  A. 
iedits  will  be  granted  for  the  Allied  Assistants’  Meeting  and  the  Ophthalmic  Nurses  Meeting. 

I r additional  information  please  contact  Jeanne  L.  Kiska,  Meeting  Manager,  1621  Norristown  Road,  Maple  Glen,  PA  19002 
(i5)  322-8950. 


Allied  Assistants’  Meeting  $65.00 

Nurses’  Meeting  $65.00 

Basic  Surgical  Assisting  $40.00 

Spouse  Program  $35.00 
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Americans  endorse  indigent  health  care 


More  than  three  out  of  five  (62%) 
Americans  believe  that  government 
should  pay  for  indigent  health  care,  ac- 
cording to  an  SRI  Gallup  Hospital  Mar- 
ket Research  telephone  poll  of  736  adult 
Americans  conducted  in  1987.  Nearly 
seven  out  of  ten  (69%)  are  willing  to  pay 
higher  taxes  to  fund  this  care. 

A plurality  of  those  polled  (37%) 
think  that  the  federal  government 


More  than  500  physicians,  other 
health  care  professionals,  and  business 
and  community  leaders  met  in  Philadel- 
phia in  the  fall  to  discuss  acquired  im- 
munodeficiency syndrome.  United 
States  Surgeon  General  C.  Everett 
Koop,  MD,  addressed  the  group. 

He  called  for  compassion  and  justice 
for  AIDS  victims  and  warned  that 
America  must  not  ostracize  the  high 
risk  groups.  He  urged  physicians  to 
continue  to  provide  quality  compassion- 


should  pay  for  the  health  care  of  the  in- 
digent; 15%  think  the  state  government 
should  pay.  Only  4%  think  the  indigent 
should  pay  for  their  care.  Eighteen  per- 
cent do  not  know  who  should  pay. 

Americans  who  find  government  ulti- 
mately responsible  for  indigent  care  are 
men  more  often  than  women  (66%  ver- 
sus 58%),  Northeasterners  (72%), 
householders  earning  less  than  $60,000 


ate  care  to  AIDS  patients  and  encour- 
aged business  leaders  to  help  the  gov- 
ernment educate  Americans  about 
AIDS. 

Participants  discussed  the  scientific 
aspects  of  AIDS,  specific  problems 
with  AIDS  in  the  workplace,  amd  the 
economical  and  political  implications  of 
AIDS. 

Audio  cassette  tapes  of  the  confer- 
ence are  available  through  the  Philadel- 
phia County  Medical  Society. 


annually,  35-44  year  olds,  and  college 
graduates.  Older,  more  highly  educated, 
or  more  affluent  Americans  are  more 
wUling  to  pay  higher  taxes  to  cover  in- 
digent care  than  others. 

No  one  polled  suggested  that  health 
care  providers  pay  for  indigent  health 
care. 

Dr.  Froehlich  leads 
Dauphin  County  Society 

A.  David  Froehhch,  MD,  was  elected 
president  of  the  Dauphin  County  Medi- 
cal Society  in  December  during  the  soci- 
ety’s 12th  annual  meeting. 

Dr.  Froehlich,  a Camp  Hill  vascular 
surgeon,  succeeds  F.  Jane  Barton,  MD, 
a H2irrisburg  ophthalmologist. 

A graduate  of  the  Medical  School  of 
the  University  of  Rochester,  Dr. 
Froehlich  completed  his  surgical  train- 
ing at  Genessee  Hospital  in  Rochester, 
New  York.  He  is  board  certified  in  vas- 
cular surgery. 


AIDS  symposium  attracts  more  than  500 


Marketing  That 
Means  Business! 

Hoover  Anwar  Associates  is  a full  service  professional 
marketing;  organization  serving  the  Medical  c oinmunity 

We  design  marketing  programs  to  build  and  maintain  the 
patient  h;r.se  you  want  and  insure  the  revenue  you  r(*quire 
We  specialize  in: 

• Marketing  Plans 

• [’ractice  Management 

• Public  Relations  and  FVomotion 

• Demographic  and  Market  Researt  h 

• Location  and  (’ompetition  Assr'ssment 

• Patient  .Satisfaction  and  Attraction 

• Referral  Development 

• Human  Relations 

• Fievenue  and  FleimhursemenI  Management 

• F'ersonnel  and  Staffing  Re()uirements 

• (iraphic  Ftesign  and  Advertising 

• Exhibits  and  Audio Visual  Show  s 

HOOVER  ANWAR  ASSOCIATES 

First  Pennsylvania  FFank  Pudding 
.Seven  Fast  Lancaster  Avenue 
Ardmore,  PA  l!t003 

For  information  conlar  t 
Ffehecca  Anwar,  F’h  1) 

215.(149,8770  HOOVER  • ANWAR 

ASSOCIATES 

The  vital  sign  is  your  bottom  line! 


HAHNEMANN  UNIVERSITY 
DEPARTMENT  OF  ANESTHESIOLOGY 
presents 

The  6th  Annual  Henry  Ruth  Symposium 

CURRENT  CONTROVERSIES  IN  ANESTHESIA  II 

Medical  and  Non-Medical 

April  22-23,  1988 

Claridge  Casino  Hotel/lndiana  at  the  Boardwalk 
Atlantic  City,  New  Jersey 

Presentations  on: 

Managed  Care  and  Anesthesia  Reimbursement 
Malpractice  and  Anesthesia 
Allergy,  Anaphylaxis  & Anesthesia 
Drug  Abuse  and  Anesthesia 

Participating  Faculty: 

William  M Gild,  MD,  JD 
Howard  J.  Goldstein 
Jeffrey  I.  Greenstein,  MD 
Jan  C.  Horrow,  MD 
Robert  M.  McDermott,  MD 
Kathleen  Davis  Morrissey 
Jonathan  Moss,  MD 
Henry  Rosenberg,  MD 
Jack  G.  Shutack,  MD 
Sidney  Smolinski,  Esq. 

For  information  & application 
Office  for  Continuing  Education,  Hahnemann  University 
Broad  & Vine,  Philadelphia,  PA  (215)  448-8267 
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Let  ComputerLand  & ORION  Gomput 

Systems ... 


Show  You  How  to  Control  the  Costs 
of  Your  Medical  Practice 


Q:  What  are  the  real  advantages  of  using  personal  computers  to  automate 
your  office? 

A:  Find  out  at  the  free  ComputerLand!  OKI  ON  medical  seminar. 


You'll  learn  how  the  Apple®  Macintosh™  and  Pulse  Point  medical  software 
can  lead  to: 

V Practice  Analysis 

V Expedited  Claims  Refund 

V Patient  Scheduling 

V Total  Accounting 


Date:  February  24,  1988 

Time:  Three  Sessions  - 2:00  pm,  4:00  pm  & 6:00  pm 
Location:  Marriott  Hotel  • 4650  Lindle  Road  • Harrisburg,  PA 

Please  call  (717)  763-1116  by  February  22, 1988  for  reservations. 

Space  is  limited. 


Sponsored  by  ComputerLand  in  conjunction  with  ORION  Computer  Systems 


® 

Authorized  Dealer 

Apple,  the  Apple  logo  and  Macintosh  are  registered  trademarks  of  Apple  Computer,  Inc.  ComputerLand  and  The  one  thing  to  know  about  computers  are 

registered  service  marks  of  ComputerLand  Corporation. 


The  one  thing  to  know  about  computers.^ 


newsjrants 


State  expands  Medicaid  eligibility 


Pennsylvania  will  expand  its  Medical 
Assistance  (Medicaid)  coverage  for  an 
estimated  6,900  pregnant  women  and 
23,000  children  under  two  years  old, 
starting  in  April  1988. 

Under  provisions  of  the  Sixth  Omni- 
bus Budget  Reconciliation  Act  (SO- 
BRA)  passed  by  Congress  last  year, 
states  were  given  the  option  to  expand 
Medicaid  coverage  for  pregnant 
women,  children  under  the  age  of  five, 
older  citizens,  and  disabled  persons;  al- 
though the  federal  law  requires  that  ex- 
panded coverage  be  given  first  to  chil- 
dren. 

Medicaid  in  Pennsylvau  a is  funded 
with  57  percent  federal  and  43  percent 
state  dollars.  Under  the  expanded  eligi- 
bility rules,  a pregnant  woman  with  a 
yearly  income  below  $7,400  will  be  eligi- 
ble for  the  full  range  of  Medical  Assis- 
tance services. 

Coined  “Healthy  Beginnings,”  the 
state  program  will  cost  $1.3  million  for 
the  remainder  of  this  fiscal  year,  includ- 


ing $928,000  in  state  funding. 

The  estimated  cost  for  the  1988-89 
fiscal  year  is  $33.4  million,  with  the 
state’s  share  amounting  to  $14.3  mil- 
lion. The  state  will  phase  in  additional 
age  groups  each  year,  with  children  un- 
der three  being  covered  starting  in  Oc- 
tober 1988. 

“Healthy  Beginnings”  will  cover  pre- 
scriptions, dental  care,  and  physician, 
midwife,  and  clinic  visits,  in  addition  to 
delivery  and  any  other  necessary  hospi- 
talization costs  for  low-income  preg- 
nant women. 

To  detect  and  treat  preventable  ill- 
nesses, the  program  will  also  cover 
early  childhood  immunizations,  regular 
health  check-ups,  and  clinic  and  hospi- 
tal costs  for  children. 

Philadelphia  and  Pittsburgh  both  re- 
port high  levels  of  infant  mortality  and 
low-birth-weight  babies. 

“Healthy  Beginnings”  could  prevent 
26  percent  of  infant  deaths  and  disabili- 
ties in  the  state.  For  every  dollar  spent 


on  prenatal  C2u-e,  more  than  $3  may  be 
saved  on  care  for  underweight  new- 
borns, the  Institute  of  Medicine  esti- 
mates. 
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Do  you  know  someone  who  needs  nursing  care 
in  their  home?  'm  a 

\Afehavea 
special  person  to 
take  care  of  your 
special 
person. 

Medical  Personnel  Pool 


Are  your  patients  entitled  and/or  eligible  tor 
Medicare  benefits'^  If  you  are  not  sure  call  MEDI- 
CAL PERSONNEL  POOL  and  wp  will  help  you  get 
the  answer  Bear  m mmd  that  a person  need  not 
be  a Social  Security  recipient  or  over  65  to  re- 
ceive Medicare  services  People  who  are  dis- 
abled tor  2 years  or  more  are  eligible  as  are  peo- 
ple who  are  m dialysis  tor  6 months  or  longer 
MEOICAL  PERSONNEL  POOL  provides  a full 
range  of  HOME  HEALTH  SERVICES,  as  well  as 
private  duty  nursing  We  provide  most  of  these 
services  m the  home  as  well  as  m the  hospital 
and  nursing  home 


‘Allentown  434-7277 
Harrisburg  233-2444 


Lebanon  272-5214  ‘Philadelphia  663-0700 
Monroeville  824-6730  ‘Pittsburgh  683-2227 
‘Reading  372-4611 

‘Medicare  Certified  Home  Health  Agency 
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The  World’s 
Most  Popular  K 

Slow-K 

potassium  chloride 
slow-release  tablets 

8 mEq  (600  mg) 

It  means  clep)endability  ” in  almost  any  language 

* Based  on  worldwide  sales  data  on  file,  CIBA  Pharmaceutical  Company. 

Capsule  or  tablet  slow-release  potassium  chloride  preparations  should  be  reserved  for  patients 
who  cannot  tolerate,  refuse  to  take,  or  have  compliance  problems  with  liquid  or  effervescent 
potassium  preparations  because  of  reports  of  intestinal  and  giistric  ulceration  and  bleeding 
with  slow-release  KCI  preparations. 

Before  prescribing,  please  consult  Brief  Prescribing  Information  on  next  page: 


The  World’s 
Most  Popular  K 

For  good  reasons 

□ It  works— a 12 -year  record  of  efficacy' 

□ If  S safe— unsurpassed  by  any  other  KCI  tablet  or  capsule^* 

□ Ifs  acceptable  vs  liquids— greater  palatability  fewer  Gl  complaints, 
lower  Incidence  of  nausea^ 

□ Ifs  comparable  to  10  mEq— in  low-dosage  supplementation^^ 

□ Ifs  economical— less  expensive  than  all  other  leading  KCI  slow-release 
supplements  on  a per  tablet  cost  to  the  patient ' 

SloW'K^ 

potassium  chloride 
slow'Pelease  tablets  s mEq  (6oo m3) 


For  patients  who  can't  or  won't  tolerate  liquid  KCI. 

"The  most  common  adverse  reactions  to  potassium  salts  are  gastrointestinal  side  effects. 
tPooled  mean  serum  potassium  following  oral  administration  of  30  mEq  K-Tab 
compared  to  24  mEq  Slow-  K in  diuretic  - treated  hypertensives  (n  - 20)  over  8 weeks. 

C 1 B A 


References;  1.  Data  on  file.  CIBA  Pharmaceutical  Company.  2.  Skoutakis 
VA.  Acchiardo  SR,  Wojciechowski  NJ.  et  al.  Liquid  and  solid  potassium 
chloride  Bioavailabihty  and  safety.  Pharmacotherapy  1980:4(6)  392-397. 
3.  Skoutakis  VA,  Carter  CA.  Acchiardo  SR  Therapeutic  assessment  of 
Slow-K  and  K-Tab  potassium  chloride  formulations  in  hypertensive 
patients  treated  with  thiazide  diuretics  Drug  Intell  Clin  Pharm 
1987:21  436-440 


Slow-K’ 

potassium  chloride  USP 
Slow-Release  Tablets 
8 mEq  (600  mg) 

BRIEF  SUMMARY  (FOR  FUil  PRESCRIBING  INFORMATION  SEE 
PACKAGE  INSERT) 

INDICATIONS  AND  USAGE 

BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARA- 
TIONS. THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE  PATIENTS 
WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIGUID  OR  EFFERVES- 
CENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE 
IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS 
1.  For  therapeutic  use  m patients  with  hypokalemia  with  or  without  meta- 
bolic alkalosis:  in  digitalis  intoxication  and  in  patients  with  hypokalemic 
familial  periodic  paralysis 

2 For  prevention  of  potassium  depletion  when  the  dietary  intake  ol  potas- 
sium is  inadequate  in  the  tollowing  conditions  patients  receiving  digitalis 
and  diuretics  tor  congestive  heart  failure:  hepatic  cirrhosis  with  ascites: 
states  ol  aldosterone  excess  with  normal  renal  function,  potassium-losing 
nephropathy:  and  certain  diarrheal  states 

3 The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncompli- 
cated essential  hypertension  is  often  unnecessary  when  such  patients  have 
a normal  dietary  pattern  Serum  potassium  should  be  checked  periodically, 
however,  and  it  hypokalemia  occurs,  dietary  supplementation  with  potas- 
sium-containing foods  may  be  adequate  to  control  milder  cases.  In  more 
severe  cases  supplementation  with  potassium  salts  may  be  indicated 
CONTRAINDICATIONS 

Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia, 
since  a further  increase  in  serum  potassium  concentration  in  such  patients 
can  produce  cardiac  arrest.  Hyperkalemia  may  complicate  any  of  the  follow- 
ing conditions:  chronic  renal  failure,  systemic  acidosis  such  as  diabetic 
acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insulticiency.  or  the  administration  of  a potassium-sparing  diuretic 
(e  g , spironolactone,  triamterene)  (see  OVERDOSAGE), 

All  solid  dosage  forms  of  potassium  supplements  are  contraindicated  in 
any  patient  in  whom  there  is  cause  for  arrest  or  delay  In  tablet  passage 
through  the  gastrointestinal  tract  In  these  instances,  potassium  supple- 
mentation should  be  with  a liquid  preparation  Wax-matrix  potassium  chlo- 
ride preparations  have  produced  esophageal  ulceration  in  certain  cardiac 

Salients  with  esophageal  compression  due  to  an  enlarged  left  atrium 
lARNINGS 

Hyperkalemia  (See  OVERDOSAGE) 

In  patients  with  impaired  mechanisms  lor  excreting  potassium,  the  admin- 
istration ol  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest. 
This  occurs  most  commonly  in  patients  given  potassium  by  the  intravenous 
route  but  may  also  occur  m patients  given  potassium  orally.  Potentially  fatal 
hyperkalemia  can  develop  rapidly  and  be  asymptomatic 
The  use  of  potassium  salts  in  patients  with  chronic  renal  disease,  or  any 
other  condition  which  impairs  potassium  excretion,  requires  particularly 
careful  monitoring  of  the  serum  potassium  concentration  and  appropriate 
dosage  adiustment 


Interaction  Wllh  Polasslum-Sparing  Diurellcs 

Hypokalemia  should  not  be  treated  by  the  concomitant  administration  of 
potassium  salts  and  a potassium-sparing  diuretic  (e  g , spironolactone  or 
triamterene),  since  the  simultaneous  administration  of  these  agents  can 
produce  severe  hyperkalemia 

Gastrointestinal  Lesions 

Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative  lesions 
of  the  small  bowel  and  deaths  These  lesions  are  caused  by  a high  localized 
concentration  of  potassium  ion  in  the  region  ol  a rapidly  dissolving  tablet, 
which  iniures  the  bowel  wall  and  thereby  produces  obstruction,  hemor- 
rhage , or  perforation  Slow-K  is  a wax-matrix  tablet  formulated  to  provide  a 
controlled  rate  of  release  ol  potassium  chloride  and  thus  to  minimize  the 
possibility  of  a high  local  concentration  ol  potassium  ion  near  the  bowel 
wall  While  the  reported  frequency  ol  small-bowel  lesions  is  much  less  with 
wax-matrix  tablets  (less  than  one  per  100,000  patient-years)  than  with 
enteric-coated  potassium  chloride  tablets  (40-50  per  100.000  patient- 
years)  cases  associated  with  wax-matrix  tablets  have  been  reported  both  in 
foreign  countries  and  in  the  United  States  In  addition,  perhaps  because  the 
wax-matrix  preparations  are  not  enteric-coated  and  release  potassium  in  the 
stomach,  there  have  been  reports  of  upper  gastrointestinal  bleeding  asso- 
ciated with  these  products  The  total  number  of  gastrointestinal  lesions 
remains  approximately  one  per  100,000  patient-years  Slow-K  should  be 
discontinued  immediately  and  the  possibility  of  bowel  obstruction  or  perfo- 
ration considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastro- 
intestinal bleeding  occurs. 

Metabolic  Acidosis 

Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  ci- 
trate, or  potassium  acetate 

PRECAUTIONS 

General: 

The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating 
hypokalemia  in  a patient  with  a clinical  history  suggesting  some  cause  for 
potassium  depletion  In  interpreting  the  serum  potassium  level,  the  physi- 
cian should  bear  in  mind  that  acute  alkalosis  perse  can  produce  hypokale- 
mia in  the  absence  of  a deficit  in  total  body  potassium,  while  acute  acidosis 
per  se  can  increase  the  serum  potassium  concentration  into  the  normal 
range  even  in  the  presence  of  a reduced  total  body  potassium 
.niormation  lor  Patients 

Physicians  should  consider  reminding  the  patient  ol  the  following: 

To  take  each  dose  without  crushing,  chewing,  or  sucking  the  tablets. 

To  take  this  medicine  only  as  directed.  This  is  especially  important  if  the 
patient  is  also  taking  both  diuretics  and  digitalis  preparations 
To  check  with  the  physician  it  there  is  trouble  swallowing  tablets  or  if  the 
tablets  seem  to  stick  in  the  throat 

To  check  with  the  doctor  at  once  if  tarry  stools  or  other  evidence  ol 
gastrointestinal  bleeding  is  noticed 

Laboratory  Tests 

Regular  serum  potassium  determinations  are  recommended  In  addition, 
during  the  treatment  of  potassium  depletion,  careful  attention  should  be 
paid  to  acid-base  balance,  other  serum  electrolyte  levels,  the  electrocardio- 
gram. and  the  clinical  status  of  the  patient,  particularly  in  the  presence  of 
cardiac  disease,  renal  disease,  or  acidosis 
Drug  Interactions 

Potassium-sparing  diuretics,  see  WARNINGS 
Carcinogenesis.  Mutagenesis.  Impairment  ol  Fertility 
Long-term  carcinogenicity  studies  in  animals  have  not  been  performed 
Pregnancy  Category  C 

Animal  reproduction  studies  have  not  been  conducted  with  Slow-K  It  is  also 
not  known  whether  Slow-K  can  cause  fetal  harm  when  administered  to  a 
pregnant  woman  or  can  affect  reproduction  capacity,  Slow-K  should  be 
given  to  a pregnant  woman  only  if  clearly  needed 

Nursing  Mothers 

The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq/L  It  is  not 
known  it  Slow-K  has  an  effect  on  this  content  Caution  should  be  exercised 
when  Slow-K  is  administered  to  a nursing  woman. 


Pediatric  Use 

Safety  and  effectiveness  in  children  have  not  been  established, 

ADVERSE  REACTIONS 

One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDI- 
CATIONS, WARNINGS,  and  OVERDOSAGE)  There  also  have  been  reports 
of  upper  and  lower  gastrointestinal  conditions  including  obstruction,  bleed- 
ing, ulceration,  and  perforation  (see  CONTRAINDICATIONS  and  WARN- 
INGS). other  (actors  known  to  be  associated  with  such  conditions  were 
present  in  many  of  these  patients 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea, 
vomiting,  abdominal  discomfort,  and  diarrhea  These  symptoms  are  due  to 
irritation  of  the  gastrointestinal  tract  and  are  best  managed  by  taking  the 
dose  with  meals  or  reducing  the  dose 

Skin  rash  has  been  reported  rarely 
OVERDOSAGE 

The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory 
mechanisms  for  potassium  rarely  causes  serious  hyperkalemia.  However,  if 
excretory  mechanisms  are  impaired  or  if  potassium  is  administered  too 
rapidly  intravenously,  potentially  fatal  hyperkalemia  can  result  (see  CON- 
TRAINDICATIONS and  WARNINGS)  It  is  important  to  recognize  mat  hyper- 
kalemia IS  usually  asymptomatic  and  may  be  manifested  only  by  an 
increased  serum  potassium  concentration  (6  5-8  0 mEq/L)  and  character- 
istic electrocardiographic  changes  (peaking  ol  T waves,  loss  of  P wave, 
depression  of  S-T  segment,  and  prolongation  of  the  Q-T  interval).  Late 
manifestations  include  muscle  paralysis  and  cardiovascular  collapse  from 
cardiac  arrest  (9-12  mEq/L) 

Treatment  measures  (or  hyperkalemia  include  the  following:  (1)  elimina- 
tion ol  foods  and  medications  containing  potassium  and  of  potassium- 
sparing  diuretics:  (2)  intravenous  administration  of  300-500  ml/hr  of  10% 
dexirose  solution  containing  10-20  units  of  insulin  per  1 ,000  ml:  (3)  correc- 
tion of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate:  (4)  use  of 
exchange  resins,  hemodialysis,  or  peritoneal  dialysis 

In  treating  hyperkalemia  in  patients  who  have  been  stabilized  on  digitalis, 
too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce 
digitalis  toxicity 

DOSAGE  AND  ADMINISTRATION 

The  usual  dietary  intake  of  potassium  by  the  average  adult  is  40-80  mEq  per 
day  Potassium  depletion  sufficient  to  cause  hypokalemia  usually  requires 
the  loss  of  200  or  more  mEq  of  potassium  from  the  total  body  store  Dosage 
must  be  adjusted  to  the  individual  needs  of  each  patient  but  is  typically  in  the 
range  of  20  mEq  per  day  for  the  prevention  of  hypokalemia  to  40-100  mEq  or 
more  per  day  (or  the  treatment  of  potassium  depletion  Large  numbers  ol 
tablets  should  be  given  in  divided  closes 

Note:  Slow-K  slow-release  tablets  must  be  swallowed  whole  and  never 
crushed,  chewed,  or  sucked 
HOW  SUPPLIED 


Tablets- WO  mg  of  potassium  chloride  (equivalent  to  8 mEq)  round,  buff 
colored,  sugar-coated  (imprinted  Slow-K) 

Bottles  of  100 NDC  0083-0165-30 

Bodies  of  1000  NDC  0083-0165-40 

Consumer  Pack  - One  Unit 
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newsfronts 


$1.8  million  funds  cancer  study 


, A focused  effort  to  prevent  deaths 
■from  breast  cancer  will  be  launched 
;with  a $1.8  million  grant,  Fox  Chase 
jCancer  Center,  Philadelphia,  an- 
jnounced. 

! The  five-year  grant  from  the  U.S. 
igovernment’s  National  Cancer  Insti- 
Itute  wiU  support  a collaborative  project 
i between  Fox  Chase  and  US  Healthcare, 
ithe  parent  organization  for  HMO  PA/ 

|nj. 

! A team  of  investigators  will  work 
'with  HMO  doctors  and  women  mem- 
jbers  to  eveiluate  new  approaches  for  in- 
I creasing  the  use  of  early  detection  prac- 
Itices  known  to  prevent  breast  cancer 
] deaths. 

The  goal  of  the  project  is  to  reduce 
j mortality  from  breast  cancer  in  a group 
iof  43,000  women  50  years  of  age  and 
i older.  The  research  will  build  on  the 
'foundation  of  US  HEALTHCHECK,™ 
sa  brekst  and  colorectal  screening  pro- 
igram  coordinated  by  Fox  Chase  and  of- 
fered by  HMO  PA/NJ  to  subscribers  be- 
tween ages  40  and  64. 

After  the  first  year  of  US  HEALTH- 
CHECK™’s  operation,  researchers 
learned  that  only  33  percent  of  women 
offered  free  mammograms  through  the 
program  take  advantage  of  the  service. 
The  Fox  Chase  study  wiU  try  to  raise 
participation  to  70  to  80  percent  of  eUgi- 
ble  women. 

“We  know  that  mammography 
screening  for  breast  cancer  can  reduce 
deaths  from  that  disease  by  over  30  per- 
cent,” Paul  F.  Engstrom,  MD,  vice  pres- 
ident for  cancer  control  at  Fox  Chase 
and  principal  investigator  for  the  grant, 
said. 

“WhUe  we  now  have  the  knowledge  to 
reduce  some  of  the  avoidable  mortality 
from  breast  cancer,  women  die  need- 


lessly from  this  disease  because  current 
technology  is  not  being  apphed,”  Dr. 
Engstrom  said. 

Mammography  (low-dose  x rays  of 
the  breast)  and  manual  breast  examina- 
tion both  have  proven  effective  in  de- 
tecting small  breast  tumors  early 
enough  to  treat  them  successfuUy.  Even 
so,  only  about  15  percent  of  American 
women  over  age  50  have  ever  had  a 
mammogram.  No  more  than  half  of 
women  ages  45  to  64  have  regular 
breast  examinations  by  a physician, 
and  only  30  percent  of  aU  women  report 
that  they  practice  breast  self- 
examination.  In  a recent  National  Can- 
cer Institute  survey,  65  percent  of 
women  interviewed  said  that  their  phy- 
sicians had  never  recommended  the  ex- 
aminations. 

“Clearly,  most  women  and  their  doc- 
tors are  not  taking  the  actions  nec- 
essary to  detect  breast  cancer  early,” 
Barbara  Rimer,  DPH,  director  of 
behavioral  research  at  Fox  Chase,  said. 
She  is  co-principal  investigator  and  pro- 
gram director  for  the  grant. 

“The  methodology  we  develop  for 
this  project  wiU  therefore  be  directed  at 
both  physicians  and  female  members  of 
HMO  PA/NJ,”  Dr.  Rimer  said.  “Our 
aim  wiU  be  to  increase  knowledge  and 
change  beUefs  about  the  value  of  early 
detection  and  to  bring  about  the  behav- 
ioral changes  needed  to  make  it  possi- 
ble.” 

Fox  Chase  Cancer  Center  is  one  of  20 
U.S.  government-designated  compre- 
hensive cancer  centers.  The  Center’s 
cancer  research  and  control  activities 
cover  the  fuU  spectrum  from  basic  bio- 
logical research  through  prevention,  de- 
tection, treatment,  and  community  out- 
reach. 


Media  Information  Service  observes  fifth  anniversary 


The  media  and  the  medical  commu- 
nity in  Pittsburgh  celebrated  the  fifth 
anniversary  of  Media  Information  Ser- 
vice last  December. 

Media  Information  Service  (MIS)  was 
established  in  1982  by  the  media  and 
the  health  community  of  Pittsburgh  to 
facUitate  and  improve  communication 
between  journalists  and  the  medical 
and  health  community  in  Pennsylvania. 


MIS  services  more  than  660  media 
outlets  throughout  Pennsylvania,  in- 
cluding 97  daily  newspapers,  180 
weekly  newspapers,  345  radio  stations, 
and  41  television  stations. 

MIS,  a non-profit,  Pittsburgh-based 
heedth  education  computer  service,  con- 
nects reporters  with  authoritative 
health  professionals  on  any  one  of  1,000 
health  and  medical  subjects. 


Today  it  seems  like  everybody  is 
making  office  computer  systems  for 
physicians.  On  paper  the  systems 
may  look  comparable;  in  practice 
the  MTI  systems  have  important 
differences  vital  to  serious  practice 
management. 

Differences  like  the  depth  and 
flexibility  of  our  software  with 
reliable  IBM  and  Wang  hardware 
have  distinguished  our  name. 

Extras  like  our  guaranteed  response 
time  on  service  calls  and  our 
support  programs  with  free  soft- 
wcire  updates.  Our  flexibility  in 
meeting  your  needs  with  lease  or 
purchase  options,  time-shared 
services  and  custom  programming 
has  made  MTI  the  preferred  choice. 

For  the  last  ten  years  MTI  has 
quietly  set  the  standard  for 
Physician-Designed  systems. 

We  effect  comprehensive  solutions 
for  serious  practice  management. 

Call  us  today  for  a free  30  minute 
practice  analysis  to  quickly 
discover  all  the  important 
differences  we  provide. 


m 


MANAGEMENT  TECHNOLOGIES,  INC. 

9790  Patuxent  Woods  Drive 
Columbia.  Maryland  21046 

Corporate  Offices:  Toll  Free: 

(301)720-0600  800-777-7MTI 
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Jefferson  Medical  College  — Thomas  Jefferson  University 

presents 

A Symposium  on  Ethics 

THE  PHYSICIAN/PATIENT  RELATIONSHIP  . . . 
CONTRACT,  COVENANT,  OR  COMMODITY? 


■ 782A  ■ 


March  12,  1988 

Jefferson  Alumni  Hall 
Solis  Cohen  Auditorium 
1015  Locust  Street 
Philadelphia,  Pennsylvania 


■ 782A  • 


featuring 

Edmund  D.  Pellegrino,  MD 
Joseph  and  Rose  Kennedy  Institute  of  Ethics 
Georgetown  University 


For  further  information  contact:  The  Office  of  Continuing  Medical  Education,  1025  Walnut 
Street,  Room  G3,  Philadelphia,  PA  19107  (215)  928-6992 


CAMBRIA-SOMERSET 
COUNCIL  FOR  EDUCATION  OF 
HEALTH  PROFESSIONS.  INC. 
presents 

MALPRACTICE 
PERSPECTIVES:  1988 

12:30-9:15  p.m. 

March  31,  1988 
Holiday  Inn— Downtown 
Johnstown,  PA 


CURRENT  CONCEPTS  BY: 

PHYSICIANS,  TRIAL  LAWYERS,  DEFENSE  ATTORNEYS  & 
INSURANOE  OOMPANIES 

S50.00-INOLUDES  DINNER 


FOR  MORE  INFORMATION  CALL: 
Sandra  Smith,  Coordinator 
UPJ  - 233  Krebs  Hall 
Johnstown,  PA  15904 
(814)  266-9661,  Ext  412 


INSURANCE  AUDITS 

Doctor: 

Are  your  medical  bills  subjected  to  audits? 
Are  your  claims  rejected  by  carriers? 

Are  your  fees  denied  by  auditors? 

WE  ARE  HERE  TO  HELP  YOU! 

We  are  an  insurance  audit  preparation  and 
claim  rejection  review  service.  We  will 
prepare  you  and  your  staff  for  the  audit 
with  planning  and  strategy,  review  your 
bill,  defend  your  fees  and  be  present  with 
you  and  your  staff  during  the  audit. 

We  are  a network  of  professionals  who  have 
an  established  successful  track  record  in 
this  field. 

Contact  Deborah  Weiss  (215)  977-0924 
Health  Care  Management  Consultants,  Inc. 
Suite  203,  2401  Walnut  Street 
Philadelphia,  PA  19103 
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Before  prescribing,  see  complete  prescribing 
informsttion  in  SK&F  LAB  CO,  literature  or  PDR. 
The  following  is  a brief  summary. 
Contraindications:  There  are  no  known  contraindi- 
cations to  the  use  of  Tagamet'. 

Precautions:  While  a weak  antiandrogenic  effect 
has  been  demonstrated  in  animals,  'Tagamet'  has 
been  shown  to  have  no  effect  on  spermatogenesis, 
sperm  count,  motility,  morphology  or  in  vitro  fertiliz- 
ing capacity  in  humans. 

in  a 24-month  toxicity  study  in  rats  at  dose  levels  ap- 
proximately 9 to  56  times  the  recommended  human 
dose,  benign  Leydig  cell  tumors  were  seen.  These 
were  common  in  both  the  treated  and  control 
groups,  and  the  incidence  became  significantly 
higher  only  in  the  aged  rats  receiving  'Tagamet 
Rare  instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  Tagamet'  HCI  (brand  of  cimetidine  hy- 
drochloride! injection  by  intravenous  bolus. 
Symptomatic  response  to  Tagamet'  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy. 
There  have  been  rare  reports  of  transient  healing  of 
gastric  ulcers  despite  subsequently  documented  ma- 
lignancy. 

Reversible  confusional  states  have  been  reported  on 
occasion,  predominantly  in  severely  ill  patients. 
Tagamet'  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny- 
toin,  propranolol,  chlordiazepoxide,  diazepam,  lido- 
caine,  theophylline  and  metronidazole.  Clinically  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants;  therefore,  close  monitor- 
ing of  prothrombin  time  is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  'Tagamet'  is  administered  concomitantly. 
Interaction  with  phenytoin,  lidocaine  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a crossover  study  in  healthy  subjects  re- 
ceiving either  'Tagamet'  300  mg.  q.i.d.  or  800  mg. 
h.s.  concomitantly  with  a 300  mg.  b.i.d.  dosage  of 
theophylline  (Theo-Dur^,  Key  Pharmaceuticals,  Inc.j, 


demonstrated  less  alteration  in  steady-state  theo- 
phylline peak  serum  levels  with  the  800  mg.  h.s.  regi- 
men, particularly  in  subjects  aged  54  years  and  older. 
Data  beyond  ten  days  are  not  available.  (Note:  AH 
patients  receiving  theophylline  should  be  monitored 
appropriately,  regardless  of  concomitant  drug  ther- 
apy! 

Lack  of  experience  to  date  precludes  recommending 
'Tagamet'  for  use  in  pregnant  patients,  women  of 
childbearing  potential,  nursing  mothers  or  children 
under  16  unless  anticipated  benefits  outweigh  po- 
tential risks;  generally,  nursing  should  not  be  under- 
taken in  patients  taking  the  drug  since  cimetidine  is 
secreted  in  human  milk. 

Adverse  Reactions:  Diarrhea,  dizziness,  somno- 
lence, headache,  rash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  joint  symptoms  In  patients  with 
preexisting  arthritis  have  been  reported.  Reversible 
confusional  states  (e.g.,  mental  confusion,  agitation, 
psychosis,  depression,  anxiety,  hallucinations,  disori- 
entation!, predominantly  in  severely  ill  patients, 
have  been  reported.  Gynecomastia  and  reversible 
impotence  in  patients  with  pathological  hypersecre- 
tory disorders  receiving  'Tagamet',  particularly  in 
high  doses,  for  at  least  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  cell  counts  in 
'Tagamet '-treated  patients  (approximately  1 per 
100,000  patients!,  including  agranulocytosis  (ap- 
proximately 3 per  million  patients!,  have  been  re- 
ported, including  a few  reports  of  recurrence  on  re- 
challenge. Most  of  these  reports  were  in  patients 
who  had  serious  concomitant  illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  (approximately  3 per  million 
patients!  and  a few  cases  of  aplastic  anemia  have 
also  been  reported.  Increased  serum  transaminase 
and  creatinine,  as  well  as  rare  cases  of  fever,  intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
lergic reactions,  including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  in  nature,  have  been  reported  rarely. 
Because  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  injury  is  considered  highly  un- 


likely.  A single  cas^W^^piopsy-proven  periportal 
hepatic  fibrosis  in  a p^|m^ece/Wr>g  'Tagamet  has 
been  reporte^.:  , ' 

How  Supplied:’  Tablets:  tablets  in  bottles 

of  100;  300  mg.  tablets  in  bd^^^pf  100  and  Single 
Unit  Packages  of  100  (intend^j^^nstitutfonal  use 
only!;  "’ff-  tablets  in  bottie^Bg&O  and  Single 
Unit  Packages  of  100  (intended  for^mitutional  use 
only!,  and  800  mg.  TUtab^  tablets  l^^pttles  of  30 
and  Single  Unit  Packages  of  100  (Ini^^ed  for  insti- 
tutional use  only!. 

Liquid:  300  mg./5  ml..  In  8 fl.  oz.  (2^^  ml.!  amber 
glass  bottles  and  in  single-dose  units  (30.0  mg. /5  ml.!, 
in  packages  of  10  (Intended  for  insti£btlonal  use 
only!. 

Injection: 

Vials:  300  mg./2  ml.  in  single-dose  vials,  in  packages 
of  10  and  30,  and  in  8 ml.  multiple-dose  vials.  In 
packages  of  10  and  25. 

Prefilled  Syringes:  300  mg./2  ml.  in  single-dose  pre- 
filled disposable  syringes. 

Plastic  Containers:  300  mg.  in  50  ml.  of  0.9%  So- 
dium Chloride  In  single-dose  plastic  containers,  in 
packages  of  4 units.  No  preservative  has  been 
added. 

ADD-Vantage'^*  Viais:  300  mg./2  ml.  in  single-dose ^ 
ADD-Vantage^  Vials,  In  packages  of  25. 

Exposure  of  the  premixed  product  to  excessive  heat 
should  be  avoided.  It  Is  recommended  the  product  be 
stored  at  controlled  room  temperature.  Brief  expo- 
sure up  to  40  does  not  adversely  affect  the  pre- 
mixed product. 

'Tagamet ' HCI  (brand  of  cimetidine  hydrochloride!  In- 
jection premixed  in  single-dose  plastic  containers  Is 
manufactured  for  SK&F  Lab  Co.  by  Travenol  Labora- 
tories, Inc.,  Deerfield,  IL  60015. 

* ADD-Vantage'^is  a trademark  of  Abbott  Laboratories. 
BRS-TG:L73B  Date  of  issuance  Apr.  1987 
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medical  feature 

AIDS  update:  new  developments,  current  issues 

Judith  Samkoff,  MD 


Much  has  been  researched  and 
written  about  AIDS  and  the  hu- 
man immunodeficiency  virus  (HIV) 
since  the  last  AIDS  overview  article  ap- 
peared in  this  journal  in  January  1986. 
The  term  “human  immonodefiency  vi- 
rus” itself  is  now  recommended  by  the 
International  Committee  for  the  Taxon- 
omy of  viruses  as  the  appropriate  name 
for  the  retrovirus  previously  designated 
HTLV  III/LAV,  the  causative  organism 
of  AIDS.'  This  paper  will  focus  on 
changes  in  AIDS  case  definitions;  new 
epidemiologic  information,  with  partic- 
ular reference  to  AIDS  in  Pennsylvania: 
developments  in  disease  prevention  and 
treatment;  current  public  poUcy  issues; 
and  the  role  of  the  physician  in  Pennsyl- 
vania, not  just  in  the  battle  to  contain 
the  AIDS  pandemic,  but  also  in  dispel- 
ling the  myths  and  panic  surrounding 
this  modern  plague. 

Case  definitions 

The  CDC  case  definition  for  AIDS 
was  revised  in  1987  to  reflect  new  un- 
derstanding of  the  spectrum  of  HIV- 
associated  disease.^  Included  now  are 
HIV  encephalopathy,  HIV  wasting  syn- 
drome, and  a broader  range  of  specific 
diseases  indicative  of  AIDS.  The  new 
definition  includes  patients  in  whom 
the  indicator  diseases  Eire  diagnosed 
presumptively  and  eliminates  exclu- 
sions due  to  other  causes  of  immunode- 
ficiency in  patients  with  laboratory  evi- 
dence of  HIV  infection.  The  case 
definition  for  AIDS  in  children  differs 
from  that  for  adults  in  two  ways:  only 
among  children  under  the  age  of  13  are 
multiple  or  recurrent  serious  bacterial 
infections  and  lymphoid  interstitial 
pneumonia/pulmonary  lymphoid  hyper- 
plasia accepted  as  indicative  of  AIDS. 
Moreover,  for  children  less  than  15 
months  of  age  whose  mothers  are 
thought  to  have  been  infected  with  HIV 
during  the  child’s  perinatal  period,  the 
presence  of  HIV  antibody  is  not  in  itself 
sufficient  evidence  of  infection,  since 
the  antibody  might  have  been  passively 
acquired. 


Epidemiology 

Since  AIDS  was  first  recognized  in 
1981,  43,000  cases  have  been  reported 
to  the  Centers  for  Disease  Control 
(CDC)."  Cases  of  AIDS-related  complex 
(ARC)  in  the  United  States  probably 
number  in  the  hundreds  of  thousands. 
The  Public  Health  Service  (PHS)  esti- 
mates that  1 to  1.5  mUhon  Americans 
are  infected  with  HIV.  The  CDC  ex- 
pects more  than  270,000  cases  of  AIDS 
in  the  United  States  by  1991  unless  an 
effective  vaccine  or  cure  is  found  before 
then. 

Nationally,  the  breEikdown  of  adult 
AIDS  cases  by  risk  factors  is  as  fol- 
lows: homosexual/bisexual  males  66%; 
intravenous  drug  abusers  16%; 
homosexual/bisexual  male  abusers  of 
IV  drugs  8%;  heterosexual  4%;  blood 
transfusion  2%;  hemophiliacs  1%;  and 
undetermined  3%.  About  half  the  he- 
terosexually  transmitted  cases  have  oc- 
curred in  natives  of  countries  in  which 
that  mode  of  transmission  is  more  com- 
mon. Most  of  the  heterosexuaUy  trans- 
mitted cases  in  native-born  Americans 
have  occurred  in  female  partners  of  in- 
fected IV  drug  addicts.  The  proportion 
of  cases  that  are  transmitted  heterosex- 
uaUy  is  expected  to  double  in  the  next 
five  years,  carrying  the  threat  of  AIDS 
to  the  mainstream  of  the  heterosexuaUy 
active  population.  Of  the  571  pediatric 
AIDS  cases  reported  to  the  CDC  as  of 
August  31,  1987,  78%  had  a parent 
with  AIDS  or  a risk  factor  for  AIDS, 
12%  were  transfusion  related,  5%  had 
hemophiUa  or  other  coagulation  disor- 
ders, and  5%  were  undetermined. 

In  Pennsylvania,  1,131  cases  of  AIDS 
had  been  reported  as  of  October  27, 
1987.“  Seven  hundred  twelve  (63%) 
have  died.  The  seven  counties  with  the 
highest  AIDS  prevalence  rates  are: 

Dr.  Samkoff  received  her  medical  degree  from 
the  Medical  College  of  Pennsylvania.  She 
earned  a master's  degree  in  epidemiology 
from  Johns  Hopkins  University  and  her  arti- 
cles have  been  published  in  several  national 
journals. 


Philadelphia,  Allegheny,  Delaware, 
Bucks,  Montgomery,  Dauphin,  and 
Berks.  As  is  the  case  in  the  nation  as  a 
whole,  the  great  majority  (95%)  of  the 
cases  are  male.  Blacks  and  Hispanics 
are  represented  disproportionately  to 


PMS  AIDS  policy 

The  PMS  House  of  Delegates 
adopted  the  following  policy  on  AIDS  at 
the  Society’s  annual  meeting  last  Octo- 
ber. 

Patient  care 

1.  Every  HIV-infected  person,  includ- 
ing those  with  AIDS,  should  have  ac- 
cess to  compassionate  and  competent 
medical  care  in  Pennsylvania. 

Education 

2.  Physicians  should  strongly  pro- 
mote and  participate  in  AIDS  education 
programs  in  Pennsylvania  schools, 
hospitals,  nursing  homes,  and  other 
appropriate  settings. 

3.  Strenuous  efforts  must  be  made 
to  insure  that  research  data  regarding 
AIDS  and  HIV  infection  is  disseminated 
in  a timely  and  effective  manner  to  all 
members  of  the  scientific  community, 
including  all  health  care  workers. 

4.  A national  study  of  the  extent  of 
HIV  infection  and  AIDS  should  be  un- 
dertaken to  clarify  the  magnitude  of  the 
AIDS  crisis  in  the  U.S.  population. 

5.  PMS  should  continue  its  Task 
Force  on  AIDS  and  give  it  the  additional 
task  of  developing,  in  cooperation  with 
all  other  interested  parties,  long-term 
solutions  to  the  problems  involving 
care  of  AIDS  patients — both  medical 
and  socioeconomical. 

Testing 

6.  Tests  for  HIV  should  be  readily 
available  to  anyone  who  wishes  to  be 
tested.  Tests  should  be  subsidized  for 
those  who  cannot  afford  them. 

7.  Testing  should  be  mandatory  for 
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their  numbers  in  the  population. 

Epidemiologic  evidence  has  impli- 
cated only  blood,  semen,  vaginal  secre- 
tions, and  possibly  breast  milk  in  trans- 
mission of  HIV.  Although  virus  has 
been  found  in  sahva,  there  is  no  evi- 


dence that  any  cases  have  been  trans- 
mitted in  this  way.^  Immune  globuhns 
and  hepatitis  B vaccine  have  never 
transmitted  AIDS.  Epidemiologic  and 
experimental  evidence  indicates  that 
AIDS  is  not  carried  by  any  insect  vec- 


donors of  blood  and  blood  products, 
organs,  tissue,  semen,  or  ova  intended 
for  transplantation  or  infusion. 

8.  Voluntary  testing  for  evidence  of 
HIV  infection  is  recommended  for  the 
following  groups: 

a.  Persons  seeking  treatment  for  or 
diagnosed  as  having  a sexually- 
transmitted  disease  in  any  health 
care  setting; 

b.  Persons  seeking  treatment  for  or 
having  a history  of  IV  drug  abuse  in 
any  health  care  setting; 

c.  Persons  who  consider  themselves 
at  risk  for  HIV  infection; 

d.  Women  of  child  bearing  age  who 
have  identifiable  risks  for  HIV  infec- 
tion; 

e.  Pregnant  women  in  high  risk  ar- 
eas or  who  have  identifiable  risks; 

f.  Persons  planning  marriage; 

g.  Prison  inmates;  and 

h.  Prostitutes  in  any  health  care  set- 
ting. 

i.  Persons  undergoing  medical  eval- 
uation or  treatment  should  be  simi- 
larly tested  if  their  condition,  history, 
or  behavior  suggests  infection  or  risk 
of  infection  with  HIV,  or  if  they  have 
received  blood  transfusions  (or  other 
high  risk  blood  products)  since  1978. 

j.  Voluntary  testing  for  evidence  of 
HIV  infection  among  patients  admit- 
ted to  health  care  facilities  is  appro- 
priate in  high  risk  geographic  areas 
or  to  determine  the  prevalence  of  HIV 
infection  in  the  population  served, 
but  such  testing  should  be  deter- 
mined by  local  physicians  and  medi- 
cal staffs. 

9.  Physicians  should  routinely  rec- 


ommend voluntary  testing  for  HIV  in- 
fection. 

10.  PMS  encourages  all  physicians 
to  submit  to  HIV  testing. 

Counseling 

11.  Patients  should  be  counseled 
about  effective  strategies  and  behav- 
iors for  avoiding  HIV  exposure. 

12.  Individuals  who  test  positive  for 
HIV  infection  should  be  counseled 
about  effective  strategies  and  behav- 
iors for  the  prevention  of  the  spread  of 
the  virus  and  about  methods  for  health 
protection  in  the  instance  of  a compro- 
mised immune  system.  HIV-infected  in- 
dividuals should  be  counseled  to  alert 
sexual  contacts,  current  and  past  (5-10 
years),  to  be  tested  also. 

Confidentiality 

13.  Every  effort  must  be  made  by 
physicians  and  public  officials  to  safe- 
guard the  confidentiality  of  patient 
medical  information.  This  effort  may  re- 
quire a re-examination  and  reformula- 
tion of  existing  state  and  federal  confi- 
dentiality statutes. 

Public  policy 

14.  Individuals  testing  positive  for 
HIV  infection  should  be  reported  to  the 
appropriate  public  health  officials  or  or- 
ganizations in  a confidential  manner. 

15.  In  the  event  that  HIV-infected 
persons  are  unable  or  unwilling  to  re- 
veal their  test  status  to  an  intimate  con- 
tact, mechanisms  must  be  developed: 
(1)  to  warn  unsuspecting  sexual  part- 
ners; (2)  to  protect  physicians  from  lia- 
bility for  failure  to  warn  or  for  warning 


tors.  Transmission  appears  to  occur 
most  efficiently  by  the  practice  of  anal 
intercourse  with  ejaculation,  both  in  ho- 
mosexually  and  heterosexually  trans- 
mitted cases.®  The  risk  of  HIV  infection 
from  transfused  blood  products  ap- 


appropriately  unsuspecting  third  par- 
ties; and  (3)  to  provide  guidelines  for 
public  health  authorities  who  need  to 
trace  unsuspecting  sexual  partners  of 
an  infected  person. 

16.  Blatant  disregard  by  an  HIV- 
infected  individual  for  the  health  of  oth- 
ers should  be  subject  to  legal  sanc- 
tions. Currently,  preemptive  sanctions, 
such  as  quarantine  of  HIV-infected  indi- 
viduals, seem  unreasonable  and  unjus- 
tified. 

17.  In  the  case  of  death  of  a patient 
infected  with  AIDS  virus,  all  parties 
who  come  into  contact  with  the  re- 
mains should  be  advised  accordingly. 

18.  Physicians  should  urge  govern- 
ment officials  to  increase  the  resources 
committed  to  AIDS  testing,  research, 
treatment,  and  counseling. 

19.  Physicians  should  participate  in 
government  efforts  to  develop  anti- 
discrimination  policies  designed  to  pro- 
tect the  rights  of  those  afflicted  with 
AIDS  or  infected  with  HIV. 

20.  Physicians  should  participate  in 
government  efforts  to  develop  cost- 
effective  health  care  systems  for  HIV- 
infected  and  AIDS  patients  in  Pennsyl- 
vania. 

21.  All  new  findings  regarding  HIV 
transmission  and  AIDS  should  be  rou- 
tinely applied  to  all  AIDS  policy  guide- 
lines, both  existing  and  those  in  the  for- 
mulation stages.  The  Pennsylvania 
Medical  Society  will  serve  as  a vehicle 
for  reviewing  and  disseminating  such 
new  findings  and  information  on  a reg- 
ular basis. 
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Can  A Giant  In 
The  Health  Care  Field 
Make  A Difference  In 
A Little  Girl’s  Life? 

US  Healthcare  says  yes.  We  believe  that  by 
controlling  the  cost  of  health  care  we  will  be 
able  to  provide  every  new  generation  with 
affordable,  quality  health  care. 

The  foundation  for  US  Healthcare’s  plan  is 
beautifully  simple;  each  member  chooses  a family 
doctor.  With  the  family  doctor  as  guide  and 
counsel,  members  can  be  confident  that  they  are 
receiving  quality  care  and  professional  advice.  And 
the  family  doctor  helps  US  Healthcare  contain 
costs  by  encouraging  patients  to  get  regular 
check'Ups  and  by  efficiently  leading  patients  to 
specialized  care  when  necessary. 

US  Healthcare’s  growing  reputation  is  due  to 
the  fine  roster  of  participating  physicians  who 
provide  our  members  with  top  quality  care. 

In  turn,  our  physicians  have  the  satisfaction  of 
being  affiliated  with  one  of  the  most  successful 
and  innovative  HMOs  in  the  country.  We 
currently  have  over  780,000  members.  1,800 
participating  primary  care  physicians.  And  8,900 
participating  specialists. 

Our  children  shouldn’t  be  burdened  with 
unreasonably  expensive  health  care.  By  acting 
responsibly  today,  we  can  provide  a better  system 
for  each  new  generation.  If  you  would  be 
interested  in  learning  more  about  US  Healthcare, 
and  our  commitment  to  quality  care  at  an  affordable 
price,  call  us  at  1-800-624-0756.  We  can  make 
a difference. 

□us 
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medical  feature 


pears  to  be  related  to  the  size  of  the  in- 
oculum. 

A transient  acute  infectious  mono- 
nucleosis-Uke  or  influenza-like  illness 
may  appear  within  two  weeks  of  expo- 
sure to  the  virus.''  This  syndrome  may 
include  fever,  sweats,  myalgia,  malaise, 
sore  throat,  headache,  arthralgia,  nau- 
sea, and  rash.  Antibodies  to  HIV  ap- 
pear six  to  twelve  weeks  after  infection. 
In  most  testing  programs,  an  enzyme 
hnked  immunosorbent  assay  (ELISA) 
is  used  for  initial  screening  of  sera.  Sera 
positive  by  this  method  are  then  sub- 
jected to  the  Western  blot  test,  which  is 
regarded  as  the  most  specific  confirma- 
tory assay.  Antibodies  detected  by 
these  methods  do  not  confer  immunity 
to  subsequent  HIV-related  disease; 
rather  they  are  indicative  of  current  in- 
fection and  contagiousness.  Both  im- 
mune depression  and  immune  stimula- 
tion occur  in  response  to  HIV 
infection.®  Destruction  of  (helper/ 
inducer)  lymphocytes  is  the  main  com- 
ponent of  the  immune  depression,  and 
may  occur  to  a significant  degree  within 
three  years  of  infection  in  10  to  20  per- 
cent of  cases.  The  immune  stimulation 
involves  Tg  (suppressor/cytotoxic)  cells 
and  B cells.  Seropositive  individuals 
may  develop  persistent  generalized 
lymphadenopathy  (PGL),*  weight  loss, 
diarrhea,  oral  candidiasis,  and  herpes 
zoster  infection. 

About  one-third  of  people  infected 
with  HIV  have  PGL.®  Life-threatening 
opportunistic  infections  or  malignan- 
cies develop  within  two  to  three  years  in 
10  to  20  percent  of  patients  with  PGL. 
Depression  of  the  T^  lymphocyte  count 
is  related  to  the  likehhood  of  progres- 
sion to  AIDS.  The  incidence  of  AIDS  in 
asymptomatic  persons  with  HIV  infec- 
tion has  been  estimated  to  be  2 to  10 
percent  in  three  years,®  but  may  be  as 
high  as  that  in  persons  with  PGL.® 
AIDS  in  adults  usu2iUy  develops  more 
than  two  years  after  seroconversion.  In 
transfusion-associated  AIDS,  the  mean 
interval  between  transfusion  and  dis- 
ease onset  may  be  closer  to  five  years.'® 
The  attack  rate  in  HIV  antibody- 
positive hemophiliacs  is  about  5 percent 
per  year."  In  addition  to  falling  T^  lym- 
phocyte counts,  factors  predictive  of 
progression  to  overt  disease  in  that 
population  include  presence  of  viral  p24 


*Lymph  node  enlargement  of  1 cm  or  more  at  two  or  more 
extra-inguinal  sites  for  at  least  3 months. 


antigenemia  and  herpes  zoster  infec- 
tion. The  incubation  period  of  AIDS  in 
infants  is  closer  to  one  year.  HIV  infec- 
tion is  acquired  in  utero  by  40  to  85  per- 
cent of  infants  of  infected  mothers.  In- 
vestigators are  attempting  to  identify 
co-factors,  such  as  genital  ulcer  disease, 
that  may  contribute  to  the  progression 
from  asymptomatic  HIV  infection  to 
AIDS. 

Therapy 

The  two  main  hnes  of  research  on  the 
treatment  of  AIDS  focus  on  attempts 
to  eradicate  the  virus  (antiretroviral 
drugs)  and  to  reconstitute  the  immune 
system  (immunomodulators).  In  addi- 
tion, work  continues  on  finding  more  ef- 
fective treatments  for  the  opportunistic 
infections  and  the  mahgnancies  associ- 
ated with  HIV  infection. 

The  most  thoroughly  studied  antire- 
troviral agent  at  this  time  is  3'-azido-3'- 
deoxythymidine  (AZT),  which  has  been 
approved  by  the  Food  and  Drug  Ad- 
ministration for  the  treatment  of  AIDS. 
Like  other  dideoxythymidines,  AZT  is 
an  inhibitor  of  reverse  transcriptase 
and  is  thought  to  act  as  a chain  termi- 
nator of  viral  DNA.‘®  Treatment  with 
AZT  increases  the  patient’s  helper/ 
inducer  T cells  and  decreases  the  viral 
burden.  Clinically,  AZT  reduced  the 
number  of  serious  events  (e.g.  death,  de- 
velopment of  a lymphoma)  in  patients 
in  a phase  II  trial,  and  in  some  cases  it 
may  improve  the  dementia  of  AIDS. 
The  most  common  significant  toxicity 
of  AZT  is  bone  mau-row  suppression, 
which  is  dose  dependent  and  more  se- 
vere in  patients  with  folate  or  vitamin 
B,2  deficiency.  Dideoxycytidine  (DDC) 
is  a thymidine  analogue  with  a toxicity 
profile  different  from  that  of  AZT.  An 
alternating  schedule  of  AZT  and  DDC 
administration  is  now  being  studied. 

Suramin  sodium,  a reverse  transcrip- 
tase inhibitor  with  in  vitro  activity 
against  HIV,  was  evaluated  in  a multi- 
center phase  I cUnical  trial.'®  Although 
suramin  treatment  did  result  in  viral  su- 
pression,  suppression  was  not  associ- 
ated with  clinical  or  immunologic  im- 
provement. Cliniced  trials  employing 
phosphonoformate  (Foscarnet),  ri- 
bavirin, HPA-23,  and  other  antire- 
troviral agents  are  under  way. 

A National  Institute  of  Allergy  and 
Infectious  Diseases  trial  of  interferon- 
gamma  demonstrated  no  beneficial  ef- 
fects of  the  drug  even  when  doses  were 
pushed  to  toxic  levels.'''  Preliminary 
results  of  clinical  trials  with  interferon- 
alpha,  however,  suggest  that  it  may  be 


beneficial  in  the  treatment  of  AIDS  pa- 
tients with  Kaposi’s  sarcoma,  perhaps 
in  combination  with  antiretroviral 
drugs  or  immunomodulators.  A phase  I 
clinical  trial  with  interleukin-2  yielded 
some  promising  results;  at  the  maximal 
tolerable  dose,  the  patients’  total  num- 
ber of  T4  lymphocytes  rose,  spontane- 
ous lymphocyte  proliferation  increased, 
and  there  were  minor  tumor  responses. 

Infants  with  AIDS,  unlike  older  chil- 
dren or  adults  with  the  disease,  resem- 
ble patients  with  primary  humoral  im- 
munodeficiency, being  prone  to 
life-threatening  bacterial  infections.'® 
Therefore,  various  investigators  have 
treated  these  infants  prophylactically 
with  intravenous  immunoglobuhn  and 
have  found  it  to  be  effective  in  prevent- 
ing or  markedly  reducing  the  incidence 
of  infections,  especially  sepsis. 

Pneumocystic  carinii  pneumonia  con- 
tinues to  take  the  hves  of  more  AIDS 
patients  than  any  other  cause.'® 
Trimethoprim-sulfa  and  pentamidine 
have  become  the  standard  drug  thera- 
pies for  this  protozoal  pneumonia,  but 
the  frequency  of  serious  adverse  reac- 
tions is  high,  and  some  patients  fail  to 
respond  to  these  agents.  A recent  un- 
controlled trial  showed  encouraging 
evidence  that  trimetrexate,  a potent  in- 
hibitor of  P.  carinii's  dihydrofolate  re- 
ductase, in  combination  with  leucovorin 
rescue  may  be  safe  and  effective  for  the 
initial  treatment  of  this  pneumonia  in 
patients  with  AIDS  and  for  patients 
who  cannot  tolerate  or  fail  to  respond  to 
the  standard  therapies. 

Tuberculosis  infection  is  being  recog- 
nized with  increasing  frequency  in  per- 
sons with  HIV  infection,  particularly  in 
populations  in  which  tubercular  infec- 
tion is  prevalent,  such  as  IV  drug  abus- 
ers and  Haitians.'^  The  American  Tho- 
racic Society  and  the  CDC  recently 
issued  a joint  position  paper  stating 
that  antituberculous  drug  therapy 
should  be  started  whenever  acid-fast 
bacilli  are  found  in  a specimen  from  an 
HIV-infected  individual.  As  a general 
rule,  standard  antituberculous  chemo- 
therapy is  effective  in  this  population. 
In  contrast,  treatment  for  Mycobacte- 
rium avium  complex,  the  most  fre- 
quently diagnosed  mycobacteriosis  in 
AIDS  patients,  is  still  experimental.  No 
therapies  have  yet  produced  sustained 
improvement  in  the  majority  of  pa- 
tients. 

Prevention 

The  ultimate  weapon  in  the  war  on 
AIDS  would  be  a safe  and  effective  vac- 
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Health  department  updates  AIDS  statistics 


Updated  AIDS  statistics  released  by 
the  Pennsylvania  Department  of  Health 
list  a total  of  1 ,249  cases  of  the  disease 
during  the  time  period  January  1981 
through  December  4,  1987.  Of  the  pa- 
tients, 764  have  died,  a 61  percent  fatal- 
ity rate. 

The  majority  of  Pennsylvania  adults 
infected  with  AIDS— 89  percent— 
involve  either  homosexual/bisexual 
men  or  intravenous  drug  users.  Health 
department  figures  list  865  cases 
among  homosexual  or  bisexual  men, 
and  131  cases  among  intravenous  drug 
users.  A combination  of  these  two 
groups — homosexual/bisexual  men 
who  also  use  intravenous  drugs— 
account  for  an  additional  97  cases.  Of 
the  remaining  adult  cases,  36  are  he- 
mophiliacs, 31  acquired  AIDS  through 
heterosexual  contact,  and  34  picked  up 
AIDS  through  blood  transfusions. 
Thirty-eight  cases  are  listed  under 
other  reasons. 


The  health  department  lists  17  pedi- 
atric cases  involving  children  age  12  or 
younger.  The  majority  of  those  cases, 
13,  acquired  AIDS  from  an  infected  par- 
ent. 

Males  account  for  1,172  cases;  fe- 
males, 77,  according  to  the  department 
figures. 

Seven  hundred  twelve  cases  were  re- 
ported among  Whites,  440  among 
Blacks,  95  among  Hispanics,  and  two 
among  Asians. 

Listed  by  age  group,  the  figures 
show  17  cases  under  the  age  of  13;  10 
cases  in  ages  13-19;  282  cases  in  ages 
20-29;  537  cases  in  ages  30-39;  256 
cases  in  ages  40-49;  and  147  cases  in 
ages  50  and  older. 

As  in  earlier  health  department  up- 
dates, Philadelphia  and  Allegheny 
counties  lead  the  state  in  the  number  of 
AIDS  cases.  Philadelphia  has  con- 
firmed 696  cases;  Allegheny,  118 
cases. 


cine  which,  hke  the  smallpox  vaccine, 
could  be  used  worldwide  to  eradicate 
the  virus  from  the  human  population. 
Development  of  such  a vaccine  has  been 
frustrated  by  the  complexity  of  the  mo- 
lecular biology  of  HIV.  Currently,  sev- 
eral vaccines  are  in  various  stages  of  de- 
velopment in  the  United  States.'®  The 
first  clinical  triads  were  slated  to  begin 
in  September  1987,  using  a vaccine 
made  from  a recombinant  form  of  the 
HIV  envelope  protein  gpl60.  Investiga- 
tors beheve  that  the  vaccine  stimulates 
production  of  neutralizing  antibody, 
blocking  the  viral  proteins  that  usually 
bind  to  the  T-cell  receptor. 

Results  of  some  studies  suggest  that 
the  use  of  condoms®  and  the  spermicide 
nonoxyl-9  independently  prevent  the 
spread  of  HIV.'®  The  sexual  behaviors 
associated  with  the  highest  risk  of  HIV 
transmission  are  unprotected  receptive 
anal  intercourse  and  multiphcity  of  sex- 
ual partners.^®  In  studies  of  homosexual 
and  bisexual  men  in  San  Francisco^' 
and  New  York,^^  participants  considera- 
bly reduced  their  numbers  of  nonsteady 
sexual  partners  and  their  participation 
in  specific  high  risk  practices.  It  is  en- 
couraging that  educational  efforts  in 
high  risk  populations  can  result  in  bene- 
ficial changes  in  behavior,  but  for  many 
individuals  there  remains  a gap  be- 
tween their  knowledge  of  HIV  trans- 
mission and  their  behavior.^®  Drug  ad- 


dicts who  may  be  sharing  injection 
paraphernalia  are  likely  to  be  one  of  the 
most  difficult  groups  in  whom  to  effect 
a change  in  behavior.  Studying  those 
who  have  made  behavioral  changes 
may  help  identify  key  motivating  fac- 
tors. 

The  risk  of  HIV  transmission 
through  blood  and  blood  product  trans- 
fusion has  been  virtually  ehminated  by 
the  routine  screening  of  donated  blood 
and  plasma.®'*  The  risk  is  nevertheless 
perceived  by  the  general  pubhc  as  being 
substantial,  and  physicians  who  have 
occasion  to  recommend  transfusion  for 
a patient  will  have  to  correct  this  mis- 
perception. 

Understandably,  health  care  pro- 
viders are  greatly  concerned  about  the 
risk  of  acquiring  HIV  from  infected  pa- 
tients. To  assess  the  magnitude  and  na- 
ture of  this  risk,  three  prospective  stud- 
ies involving  health  care  workers  with 
documented  percutaneous  or  mucous 
membrane  exposure  to  blood  or  other 
body  fluids  of  HIV-infected  patients  are 
in  progress  in  the  United  States.®®  In 
two  of  the  studies  there  were  no  sero- 
conversions,  and  in  the  third  there  were 
three  serocon versions  among  351  work- 
ers (0.9%)  with  percutaneous  exposures 
and  no  other  documented  risk  factors. 
In  addition  to  the  participants  in  these 
studies,  only  eight  other  persons  in  the 
U.S.  who  have  provided  care  to  infected 


patients  and  den'ad  other  risk  factors 
have  acquired  HIV  nfection.  Almost  all 
cases  have  involved  dear  violations  of 
standard  safety  and  infection  control 
procedures.  Although  the  size  of  the  en- 
tire population  of  workers  exposed  to 
^my  risk  of  infection  is  not  known,  the 
probability  of  seroconversion  is  very 
small  if  safety  and  infection  control  reg- 
ulations are  followed. 

The  precautions  necessary  to  prevent 
transmission  of  HIV  in  health  care  set- 
tings are  no  different  from  those  neces- 
sary to  prevent  spread  of  any  other 
bloodborne  infection.  Blood  and  body 
fluid  precautions  should  be  observed  for 
all  patients.  Standard  procedures  cur- 
rently recommended  for  sterilization 
and  disinfection  are  adequate  to  steril- 
ize or  disinfect  items  contaminated  with 
blood  or  other  body  fluids  from  HIV- 
infected  patients.  Studies  have  shown 
that  HIV  is  inactivated  rapidly  after 
exposure  to  commonly  used  germicides 
at  concentrations  much  lower  than  are 
used  in  practice  (e.g.,  a 10%  solution  of 
chlorine  bleach). 

If  a health  care  worker  is  exposed  to 
blood  or  other  body  fluid  from  a patient 
who  has  AIDS,  is  positive  for  HIV  anti- 
body, or  refuses  to  be  tested,  the  worker 
should  be  counseled  regarding  the  risk 
of  infection  and  evaluated  chnicaUy  and 
serologically  for  evidence  of  HIV  infec- 
tion as  soon  as  possible  after  the  expo- 
sure. If  seronegative,  the  worker  should 
be  tested  six  weeks  after  the  exposure 
and  on  a periodic  basis  thereafter.  Sero- 
logic testing  should  be  available  to  aU 
health  care  workers  who  are  concerned 
that  they  may  have  been  infected. 

Public  policy 

All  cases  of  confirmed  AIDS  must  by 
law  be  reported  to  the  state  health  de- 
partment. However,  there  is  no  law  in 
Pennsylvania  at  this  time  making  HIV 
antibody  testing  mandatory  except  for 
donors  of  blood,  organs,  or  products 
used  for  artificial  insemination.®®  The 
Pennsylvania  Medical  Society  (PMS) 
favors  readily  available  voluntary  test- 
ing.®’ The  CDC  recommends  that  test- 
ing and  counsehng  be  made  accessible 
to  the  following  groups  considered  to  be 
at  high  risk  of  HIV  infection:  (1)  per- 
sons seeking  treatment  for  a sexually 
transmitted  disease;  (2)  IV  drug  abus- 
ers and  legitimate  users  of  blood  prod- 
ucts; (3)  women  of  childbearing  age  with 
identifiable  risk  factors  for  HIV  infec- 
tion; (4)  persons  with  chnical  signs  or 
symptoms  suggestive  of  AIDS;  (5)  per- 
sons in  correctional  systems;  (6)  prosti- 
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tutes;  (7)  persons  planning  marriage,  if 
warranted  by  the  prevalence  of  HIV  in- 
fection in  their  geographic  area  or  popu- 
lation group.^®  The  PMS  adds  to  this 
list  persons  who  consider  themselves  at 
risk  for  HIV  infection,  and  encourages 
all  physicians  to  be  tested. 

Laws  regarding  the  confidentiahty  of 
any  medical  information  apply  to  the 
results  of  HIV  antibody  testing;  the  so- 
cial and  economic  risks  to  the  individual 
are  considerable  if  these  test  results  are 
disclosed  indiscriminately.^®  The  state 
he^dth  department  will  be  supporting 
legislation  designed  to  tighten  the  con- 
fidentiality of  HIV  test  results.  The  sec- 
retary of  health  can,  however,  disclose 
test  results  if  he  deems  it  necessEiry  to 
stop  the  spread  of  disease. 

No  rational  or  legal  basis  for  exclud- 
ing a person  with  HIV  infection  from 
any  form  of  employment  exists.  All  per- 
sonal service  and  food  service  workers, 
with  or  without  AIDS,  should  follow 
scrupulous  personal  hygiene  and  sani- 
t£iry  procedures  to  prevent  the  spread 
of  any  communicable  disease.  AIDS  is 
considered  to  be  a handicap  covered  by 
the  Human  Relations  Commission  pol- 
icy forbidding  discrimination  in  em- 
ployment on  the  basis  of  handicap.  The 
secretaries  of  health  and  education  in 
Pennsylvania  have  stated  that,  with 
r^lre  exceptions,  children  with  AIDS 
should  be  allowed  to  attend  school. 

AIDS  education  efforts  by  the  state 
health  department  have  been  aimed  at 
the  general  pubhc,  with  most  of  the  ef- 
fort concentrated  in  Philadelphia, 
where  the  AIDS  prevalence  rate  is  high- 
est.^® Field  staff  give  talks  in  schools 
and  workplaces.  Plans  are  underway  to 
extend  the  educational  outreach  to  high 
risk  groups  such  as  the  illiterate.  The 
PMS  has  a speaker’s  bureau  of  physi- 
cians available  to  address  schools,  com- 
munity groups,  and  civic  organizations. 

Role  of  the  physician 

Recent  surveys  indicate  that  inaccu- 
rate perceptions  about  AIDS  are  com- 
mon among  physicians.  A survey  of 
1,000  family  and  general  practitioners 
and  internists  in  California  showed  that 
only  16  to  20  percent  knew  the  symp- 
toms well  enough  to  make  a diagnosis.®” 
Thirty-two  percent  felt  at  least  moder- 
ately uncomfortable  having  homosex- 
uals in  their  practices.  Physicians  need 
to  understand  the  epidemiology  of  the 
disease  and  the  behaviors  that  lead  to 


infection  and  to  be  able  to  counsel  pa- 
tients nonjudgmentally  concerning 
these  behaviors,  and  to  advise  policy 
makers  concerning  rational  infection 
control  measures.  Almost  one-third  of 
the  American  population  stiU  believes 
that  AIDS  can  be  spread  by  casual  con- 
tact,®* and  many  potential  blood  donors 
are  deferring  donation  because  of  a mis- 
taken belief  that  they  may  contract 
AIDS  through  the  phlebotomy  equip- 
ment. This  misunderstanding  must  be 
corrected  to  insure  an  adequate  supply 
of  banked  blood.  The  American  Red 
Cross  and  the  Public  Health  Service 
jointly  publish  pamphlets  for  physi- 
cians to  use  in  patient  education.  The 
USPHS  toll-free  AIDS  information 
hotline  telephone  number  is  1-800-342- 
AIDS.  In  Pennsylvania,  the  PMS  has 
mailed  AIDS  information  kits  to  all  the 
state’s  physicians. 

It  is  the  position  of  the  PMS  that  ev- 
ery infected  person,  including  those 
with  AIDS  should  have  access  to  com- 
passionate and  competent  care.  Tradi- 
tional medical  ethics  do  not  provide 
clecir  guidehnes  for  the  physician’s  obli- 
gation to  treat  patients  with  AIDS.  Zu- 
ger  and  Miles  propose  a virtue-based 
medical  ethic,  in  which  the  magnitude 
of  the  risk  posed  by  a patient  is  taken 
into  account.®®  Considering  the  neghgi- 
ble  risk  of  HIV  transmission  to  health 
care  providers  when  routine  infection 
control  and  safety  procedures  are  fol- 
lowed, the  virtue  model  does  not  sup- 
port physicians  who  refuse  to  care  for 
patients  with  AIDS. 

Conclusions 

While  progress  on  new  drugs  to  treat 
AIDS  and  on  vaccines  for  prevention  of 
AIDS  is  being  made  in  major  medical 
centers  and  laboratories,  the  number  of 
cases  continues  to  increase  logarithmi- 
cally and  the  fear  of  AIDS  is  becoming 
a national  phobia.  Physicians  have  the 
opportunity  and  obhgation  not  only  to 
counsel  those  at  risk  of  AIDS  and  those 
who  make  public  policy  concerning 
AIDS,  but  also  to  replace  irrational  fear 
with  solid  facts.  We  must  convey  the 
message  that  AIDS,  although  still  in- 
curable, is  now  readily  preventable.  □ 
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AIDS  and  cardiomyopathy 

Henri  G.  Colt,  MD 
Nalini  Rao,  MD 


Multiple  organ  involvement  has  been  well  described 
with  the  acquired  immunodeficiency  syndrome 
(AIDS).  This  report  provides  further  clinical  evidence 
suggestive  of  acute  heart  failure  in  a patient  with 
AIDS  in  the  absence  of  a clinically  evident  infectious, 
nutritional,  drug-induced,  or  metabolic  etiology.  Hu- 
man immunodeficiency  virus  (HIV)  infection  may  be 
responsible  for  cardiomyopathy  and  subsequent  car- 
diac decompensation. 


The  acquired  immunodeficiency 
syndrome  (AIDS)  is  usually  asso- 
ciated with  severe  opportunistic  infec- 
tion resulting  from  profound  defects  in 
cell  mediated  immunity  due  to  human 
immunodeficiency  virus  (HIV)  infec- 
tion. Recent  literature*  has  provided  ev- 
idence of  cardiac  dysfunction  that  may 
contribute  to  the  ultimate  morbidity  in 
this  disease. 

AIDS  associated  end  organ  failure 
has  been  described  chnically  in  the  cen- 
tral nervous  system,  renal,  gastrointes- 
tinal, and  pulmonary  systems. 
However,  cardiac  involvement  has  been 
noted  most  often  following  postmortem 
ex2UTiination.'*'* 

Recent  evidence  suggests  that  con- 
gestive cardiomyopathy  associated 
with  AIDS  may  be  more  common  than 
previously  thought.  We  relate  a case  of 
acute  cardiomyopathy  resulting  in 
heart  failure  and  death  in  the  absence  of 
a clinically  evident  infectious  (other 
than  HIV)  or  metabohc  etiology.  We  be- 
Ueve  that  patients  with  AIDS  merit  a 
full  cardiac  evaluation  in  the  event  of 
chnical  evidence  of  cardiac  decompensa- 
tion. 

Case  Report 

A 39-year-old  white  homosexual  male 
was  admitted  with  recent  onset  of  fever, 
dyspnea,  and  cough.  He  had  been  doing 
well  and  was  on  no  medications  since 
AIDS  had  been  diagnosed  16  months 


earlier.  He  was  hospitalized  on  the  basis 
of  Pneumocystis  Carinii  pneumonia  and 
a positive  human  T-cell  lymphotrophic 
virus  type  II  (HTLV  III)  titer  by  West- 
ern blot  technique.** 

On  physical  examination  the  patient 
was  cachectic,  alert,  and  oriented.  His 
temperature  was  38.7  degrees  centi- 
grade, and  blood  pressure  was  104/52 
mmHg.  Heart  rate  and  respiratory  rate 
were  120  and  16,  respectively.  Positive 
physical  findings  included  a generalized 
pruritic  dermatitis,  diffuse  end  expir- 
atory rales,  £md  lymphadenopathy  at 
the  inguinal,  cervical,  and  axillary  re- 
gions. Neurologic  examination  revealed 
no  focal  or  lateralizing  signs.  There 
were  no  signs  suggestive  of  congestive 
heart  failure. 

Laboratory  examination  revealed  the 
following:  hemoglobin  10.3  g/dl,  hema- 
tocrit 30.5%,  leucocyte  count  5,500/ul, 
with  77%  polymorphonuclear  leucocy- 
tes, 7%  bands,  5%  lymphocytes,  7% 
eosinphils,  5%  monocytes.  Electrolytes 
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of  Medicine,  Shadyside  Hospital,  5230  Centre 
Avenue,  Pittsburgh,  PA  15232;  telephone 
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were  within  normal  limits.  Initial  blood 
cultures  were  negative.  The  chest  roent- 
genogram revealed  patchy,  bilateral 
parenchymal  infiltrates  and  mild  car- 
diomegaly  as  compared  to  preadmis- 
sion studies.  An  electrocardiogram 
showed  sinus  tachycardia  with  normal 
atrioventricular  conduction.  Initial 
blood  gases  were  as  follows:  pH  7.44; 
pO,,  38;  pCO^,  37;  HCO3,  25;  and  BE 
+ 2.  These  improved  with  oxygenation. 

Bronchoscopy  was  performed  with 
bronchoalveolar  lavage.  Smears  for 
Acid-fast  bacteria,  Legionella,  Cytome- 
galovirus, and  fungus  were  negative. 
Stain  for  Pneumocystis  Carinii  was  pos- 
itive and  the  patient  was  started  on 
pentamidine  isethionate.  In  hght  of  the 
mild  cardiomegaly,  an  echocardiogram 
and  a resting  Multiple  Gated  Acquisi- 
tion Scan  (MUGA)  were  ordered. 

The  echocardiogram  showed  normal 
valves  and  wall  motion,  good  left  ven- 
tricular function  with  evidence  for  car- 
diomyopathy, and  a dilated  right  ventri- 
cle. 

A smsdl  posterior  pericardial  effusion 
was  noted.  The  MUGA  scan  showed 
preserved  right  ventricular  function,  a 
mildly  enlarged  left  ventricle  with  nor- 
mal contractility,  and  a slightly  de- 
creased left  ventricular  ejection  fraction 
of  49  percent.  (See  Table  1.) 

With  persistent  deterioration  of  the 
patient’s  condition,  parenteral  nutrition 
was  begun.  Repeat  chest  X-ray  showed 
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no  worsening  of  the  infiltrate.  Bronchial 
washings  by  culture  were  negative  for 
Cytomegalovirus,  fungus,  and  acid  fast 
bacillae.  A computerized  tomography 
scan  of  the  brain  and  abdomen  revealed 
no  focal  site  of  infection  or  other  abnor- 
mahty.  On  hospital  day  22  the  patient, 
who  was  not  wearing  his  oxygen  mask, 
was  found  unresponsive.  An  electrocar- 
diogram showed  normal  sinus  rhythm 
with  nonspecific  ST  wave  abnormah- 
ties.  Mild  jugular  venous  distention 
was  noted  on  physical  exam.  With  im- 
mediate response  to  oxygen  administra- 
tion, the  diagnosis  of  pulmonary  embo- 
lism was  discarded.  Chest  X-rays, 


The  subsequent  chnical  course  was 
comphcated  by  arythmias.  The  patient 
died  despite  resuscitative  measures  for 
refractory  ventricular  tachycardia. 
Postmortem  examination  was  refused. 

Discussion 

Infection  with  HIV  results  in  increas- 
ing susceptibihty  to  severe  opportunis- 
tic infections  such  as  Pneumocystis 
Carinii  pneumonia  with  or  without  Ka- 
posi’s sarcoma.  Enteropathy,  central 
and  peripheral  nervous  system  damage, 
renal  damage,  and  lung  involvement 
have  also  been  described.  Also,  the 
AIDS  retrovirus  has  been  found  in 
OKT4  positive  inflammatory  cells  sur- 
rounding muscle  fibers,  possibly  con- 
tributing towards  the  onset  of  polymyo- 


Table 1 


Results  of  Noninvasive  Cardiovascular  Studies 


Echocardiogram 

Admi.ssion 

Day  22 

RV  Diastolic  Diameter 

1.97  cm 

1 .33  cm 

LV  Diastolic  Diameter 

5.47  cm 

6.20  cm 

LV  Systolic  Diameter 

3.69  cm 

5.34  cm 

IVS  Diastolic  Thickness 

0.87  cm 

0.76  cm 

IVS  Systolic  Thickness 

1.10  cm 

1.01  cm 

LV  Posterior  Wall  (Diastolic) 

0.83  cm 

0.78  cm 

LV  Posterior  Wall  (Systolic) 

1.17  cm 

1 .00  cm 

LVET 

0.26  secs. 

0.21  secs 

Shortening  Fraction 

32% 

13% 

Stroke  Volume 

88.14  ml 

56.30  ml 

Ejection  Fraction 

60% 

28% 

Mean  VCF 

1.21 

0.63 

MUGA  Scan 

LV  Ejection  Fraction 

49% 

22% 

however,  revealed  small  bilateral  pleu- 
ral effusions  with  increased  heart  size. 

Repeat  echoc2irdiogram  revealed  a di- 
lated left  ventricle  with  decreased  sys- 
toUc  function  and  reduced  stroke  vol- 
ume, as  well  as  an  unchanged  small 
posterior  pericardial  effusion.  A repeat 
MUGA  scan  revealed  a dilated  right 
and  left  ventricle,  with  global  hypokine- 
sis  and  marked  reduction  of  the  left  ven- 
tricular ejection  fraction  to  22  percent. 
(See  Table  1.) 

Repeat  bronchoscopy  and  thoracente- 
sis were  performed,  with  removal  of  60 
cc  of  transudate.  Cultures  were  nega- 
tive for  AFB,  Legionella,  CMV,  and  fun- 
gus. Stains  were  also  negative  for 
Pneumocystis.  A buffy  coat  culture  for 
CMV  was  negative.  Hepatitis  B profile 
was  negative  as  were  urine  cultures  for 
bacteria  and  cytomegalovirus.  Blood 
cultures  were  negative. 


sitis.®  In  children,  lymphocytic 
interstitial  pneumonitis  has  been  de- 
scribed, and  levels  of  HTLV  III  RNA 
have  been  detected  in  lung  macro- 
phages of  such  patients  using  in  situ 
molecular  hybridization. The  concept 
for  direct  viral  infection  of  organ  sys- 
tems has  also  been  accentuated  by  the 
recent  discovery  of  HTLV  HI  RNA  in 
brain  cells  of  a neurosymptomatic  pa- 
tient with  documented  AIDS." 

Cardiac  involvement,  however,  has 
been  described  mostly  on  postmortem 
examination.  Autopsy  reports  have  im- 
phcated  spread  of  Kaposi’s  sarcoma,  in- 
fectious myocarditis  with  Cryptococcus 
neoformans,  fibrinous  pericarditis,  and 
nonbacterial  thrombotic  endocarditis.'^ 
Pericardial  effusions  have  been  de- 
scribed but  resulting  cardiac  tam- 
ponade has  been  relatively  infrequent. 
Cohen  et  al.'  recently  described  three 


cases  in  which  recurrent  opportunistic 
infection  had  been  present  for  more 
than  six  months  before  cardiac  dysfunc- 
tion. Death,  however,  appeared  to  be  re-  | 
lated  to  acute  heart  failure.  Pathology  j 
was  consistent  with  dilated  cardiomy-  ? 
opathy  with  myofibrillar  loss  and  focal 
lymphocytic  myocarditis.  In  addition, 
postmortem  evidence  for  congestive 
heart  failure  has  been  reported  in  fatal 
cases  of  AIDS  in  a small  pediatric  popu- 
lation. In  this  series,  autopsy  findings  , 
included  biventricular  dilation,  vacuola- 
tion,  and  myocardial  interstitial  edema 
suggestive  of  dilated  cardiomyopathy.''' 

We  describe  another  case  of  acute  car- 
diomyopathy resulting  in  heart  failure  j 
and  death  in  the  absence  of  chnically  ev- 
ident infectious  or  metabohc  etiology.  ; 
The  patient’s  history  was  negative  for  ' 
exposure  to  cardiotoxins  or  cardiotoxic 
drug  ingestion.  He  had  no  family  his- 
tory or  evidence  for  neuromuscular  dis- 
ease or  famihal  storage  disease.  There 
was  no  evidence  of  connective  tissue 
disease,  hematologic  disorder,  or  endo- 
crinopathy  associated  with  c2irdiomy- 
opathy.  Although  a nutritional  disorder 
cannot  be  ruled  out  as  a possible  etio- 
logic  factor,  such  a disorder  is  unhkely 
in  view  of  the  rapid  onset  and  progres-  i, 
sion  of  cardiomegaly  and  heart  failure  ij 
in  the  presence  of  multivitamin  therapy  i 
throughout  the  entire  hospital  course.  ■ 
A metabohc  cause  cannot  be  totally  ex- 
cluded despite  total  parenteral  nutri-  i 
tion  and  absence  of  persistent  electro- 1 
lyte  imbalance.  Renal  function  i 
remained  intact  throughout  the  chnical  i 
course.  There  was  no  evidence  to  sug- ; 
gest  pulmonary  thromboembolus  or 
myocardial  infarction  as  a cause  of  hy- 
poxia with  resultant  myocardial  dam- 1 
age. 

Summary 

Unfortunately,  the  absence  of  post- 
mortem examination  does  not  aUow  us  ‘ 
to  absolutely  discount  bacterial,  para- 1 
sitic,  or  viral  infection  (other  than  HIV) 
as  a source  of  myocardial  damage.  Pre- 
mortem,  the  only  pathogen  documented 
was  Pneumocystis  Carinii  in  the  lungs; 
there  was  no  systemic  evidence  of  my- 
cobacterial, viral,  or  parasitic  infection. 
Various  studies  have  shown  that  car- 
diomyopathy may  be  secondary  to  viral 
infection  and  that  endomyocardial  biop- 
sies of  patients  with  cardiomyopathy 
can  reveal  unsuspected  active  myocar- 
dial inflammation.'^  Coxsackie  B virus 
has  been  described  with  increased  inci- 
dence in  immune  suppressed  models.'® 
Reduced  suppressor  cell  function  in 
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congestive  cardiomyopathy  and 
myocarditis  has  been  described,'’  and  of 
course,  the  possibility  of  direct  HIV  in- 
duced myocardial  damage  cannot  be  ex- 
cluded. Although  the  etiology  of  cardiac 
dysfunction  in  AIDS  could  be  multiple, 
primary  cardiac  involvement  due  to 
HIV  is  a distinct  possibility  and  de- 
mands further  study.  AIDS  associated 
cardiomyopathy  certednly  deserves  ag- 
^essive  diagnostic  and  therapeutic  in- 
tervention. □ 
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~MR  UPDATE“““ ' 

MRl  is  Rapidly  Replacing  CT  & Myelography 
For  Evaluation  of  HNP 


LUMBAR  SPINE 

HISTORY:  This  38-year-old  rhale  complained  of 
recent  onset  of  low  back  pain  radiating  to  left  lower 
extremity. 


SCAN:  This  midline  sagittal  image  demonstrates  the 
high  intensity  (white)  discs  lying  between  the  vertebral 
bodies.  The  L4-5  disc  is  herniated  posteriorly  with  a 
“mushroom  configuration”  (long  arrow).  CSF  in  the  spinal 
canal  is  gray  (short  arrow),  and  this  CSF  column  is  in- 
dented by  the  herniated  disc  material  at  the  L4-5  level  (long 
arrow).  Axial  images  at  the  other  levels  demonstrated  that 
the  high  intensity  disc  material  is  contained,  and  disc 
herniation  can  be  confidently  excluded  at  all  the  other  levels. 


MRI  HIGHLIGHTS:  Lumbar  and  cervical  coil  MRI  is  rapidly  replacing  myelography  and  computerized 
tomography  for  initial  evaluation  of  suspected  disc  herniation  and  suspected  spinal  stenosis.  Standard  MR  examina- 
tion shows  the  entire  lumbar  or  cervical  spine,  the  spinal  canal  and  the  paraspinal  region.  Causes  of  low  back  or  neck 
pain  and  sciatica  are  well  demonstrated  without  injection  of  contrast  material  and  without  ionizing  radiation.  The 
bony  structures  are  well  shown,  and  destructive  bony  lesions  and  extraosseous  extension  of  bony  lesions  are  routinely 
demonstrated  on  MRI.  Intraspinal  neoplasms  are  also  confidently  detectable. 
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physicians  in  the  news 


Josiah  A.  Hunt,  MD,  of  Delta,  retired 
November  1,  1987.  A general  practi- 
tioner, he  served  the  Delta-Cardiff  area 
for  50  years. 

John  H.  Scurry,  MD,  was  recently  ap- 
pointed medical  director  of  family  and 
community  medicine  at  Polyclinic  Med- 
ical Center,  Harrisburg.  He  comes  from 
Kenosha,  Wisconsin,  where  he  was  pro- 
gram director  for  the  southeastern  fam- 
ily practice  residency  program  of  the 
Medical  College  of  Wisconsin. 

Paul  H.  Duray,  MD,  of  Philadelphia, 
has  been  appointed  chief  of  anatomic 
pathology  at  Fox  Chase  Cancer  Center. 
Dr.  Duray 's  recent  research  has  focused 
on  malignant  melanoma  and  studies  of 
how  both  cancerous  and  non-cancerous 
pigment-producing  cells  grow. 

Leon  Malmud,  MD,  professor  and  chair- 
m£m  of  the  department  of  diagnostic 
imaging  at  Temple  University  Hospital, 
recently  chaired  a Philadelphia  sympo- 
sium entitled  “Radon  and  You;  A Pro- 
gram for  Health  Professionals.”  Dr. 
Malmud  is  vice  president  elect  of  the 
national  Society  of  Nuclear  Medicine. 

The  American  Academy  of  Medical  Ad- 
ministrators conferred  upon  Harry  Shu- 
bin, MD,  FAAMA,  the  honor  of  Diplo- 


mate  in  Healthcare  Administration, 
acknowledging  sustained  achievement 
in  health  care  administration,  exem- 
plary contribution  to  the  profession, 
personnel,  and  industry,  and  continued 
efforts  to  provide  patients  with  comfort 
and  renewed  health. 

Gary  Goldberg,  MD,  director  of  the 
Electrodiagnostic  Center  at  Moss  Reha- 
bilitation Hospital,  received  the  Young 
Investigator  Research  Award  by  the 
Physical  Medicine  and  Rehabihtation 
Education  and  Research  Foundation, 
Inc.  Dr.  Goldberg  received  the  award 
for  his  work  on  “Steady  State  Somato- 
sensory Evoked  Potentials  Produced 
by  Vibroactive  Stimulation  of  the  Skin 
in  Humans.” 

James  Robert  Harp,  MD,  Bala 
Cynwyd,  has  been  named  director  of  an- 
esthesiology at  Pennsylvania  Hospital. 
Previously,  he  was  chairman  of  the  de- 
partment of  anesthesiology  at  Temple 
University  Health  Science  Center. 

Elmer  J.  Holzinger,  MD,  FACP,  Forest 
Hills,  chairman  of  the  department  of 
medicine  at  St.  Francis  Medical  Center, 
recently  received  the  Laureate  Award  of 
the  American  College  of  Physicians.  Dr. 
Holzinger  also  serves  as  program  direc- 
tor for  the  internal  medicine  training 


program  and  director  of  medical  educa- 
tion at  St.  Francis. 

Lawrence  S.  Friedman,  MD,  Cherry 
Hill,  NJ,  assistant  professor  of  medi- 
cine in  the  division  of  gastroenterology 
and  hepatology  at  Jefferson  Medical 
College,  has  been  appointed  vice  chair- 
man of  Jefferson’s  department  of  medi- 
cine. 

Two  assistant  professors  of  radiology 
and  one  professor  of  radiology  at  the 
Hospital  of  the  University  of  Pennsyl- 
vania presented  papers  at  the  73rd  sci- 
entific assembly  and  annual  meeting  of 
the  Radiological  Society  of  North 
America  in  December  1987.  Kathryn 
Grumbach,  MD,  assistant  professor  of 
radiology,  presented  “CT  Features  of 
Malignant  Duodenal  Tumors.”  David 
Hackney,  MD,  assistant  professor  of  ra- 
diology, presented  “Chronic  Magnetic 
Resonance  Imaging  Changes  in  Experi- 
mental Spinal  Cord  Injury.”  Beverly 
Coleman,  MD,  professor  of  radiology, 
presented  “Prospective  Comparison  of 
Transvaginal  and  Transabdominal  So- 
nography.” 

The  Special  Advisory  Council  on  Alco- 
hol and  Other  Drugs  of  United  Mental 
Health,  Inc.  recently  honored  Abraham 
J.  Twerski,  MD,  at  a luncheon.  Dr. 
Twerski  received  a U.S.  Congressional 
Award,  a Pennsylvania  Senate  Citation, 
and  an  Allegheny  County  award. 

A.  Linn  Weigel,  MD,  received  the  Emer- 
gency Medical  Service  Institute’s  Sec- 
ond Annual  Physician  Recognition 
Award.  Dr.  Weigel  was  also  elected  to 
serve  a two-year  term  as  a member-at- 
large  on  the  Emergency  Medical  Ser- 
vice Institute’s  Board  of  Directors. 

William  B.  Zeiler,  MD,  has  taken  office 
as  the  20th  president  of  the  College  of 
American  Pathologists.  Dr.  Zeiler  will 
serve  a two-year  term  as  president  of 
the  more  than  10,000-member  specialty 
society. 

John  E.  Madewell,  MD,  has  been  ap- 
pointed professor  and  chairman  of  radi- 
ology and  professor  of  orthopedics  at 
Penn  State’s  Milton  S.  Hershey  Medi- 
cal Center. 


Lucy  B.  Rorke,  MD,  president  of  the  medical  staff,  at  Children’s  Hospital  of  Philadelphia, 
joins  U.S.  Representative  Thomas  Foglietta  (left)  and  Richard  D.  Wood  (center),  chair- 
man, Board  of  Trustees,  at  groundbreaking  ceremonies.  The  $50  million,  six  story  struc- 
ture will  be  built  next  to  the  hospital’s  present  building  in  West  Philadelphia  and  will  be 
the  only  pediatric  ambulatory  facility  in  the  country. 
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Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package" 


/>-e« 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries— demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits... 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward — to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today— you’ll  never 
feel  better. 


IrDataGeneral 


ELSEHF"  s^sisms,  ins. 

Foster  Plaza  VII,  661  Andersen  Drive,  Pittsburgh, 

1-800-441-8386 


PA  15220 


m my  opmion 


UAP  cautions  against  ultrasound  prostate  tests 


The  Executive  Committee 
Urological  Association  of  Pennsylvania 

In  the  quest  and  advance  of  technol- 
ogy, machines  sometimes  advance  fur- 
ther than  the  human  capabihty  to  use 
them  wisely.  One  such  recent  advance- 
ment is  the  use  of  ultrasound  waves  to 
examine  the  male  prostate  gland. 

In  the  state  of  Pennsylvania  as  well 
as  throughout  the  United  States,  ultra- 
sound is  increasingly  being  used  to  ex- 
amine the  prostate  gland.  However,  dis- 
tinguishing benign  conditions  of  the 
prostate  from  maJignant  conditions  of 
the  prostate  is  often  difficult.  The  Uro- 
logical Association  of  Pennsylvania 
feels  very  strongly  that  the  general 
pubhc  should  be  aware  that  screening 
procedures  using  ultrasound  can  make 
no  gu^lrantee  that  one  will  not  develop 


prostate  cancer  or  that  these  proce- 
dures will  even  find  prostate  cancer. 

Our  association,  therefore,  would  like 
to  show  the  members  of  the  media 
through  the  use  of  hterature  and  visual 
presentations  what  ultrasound  screen- 
ing for  prostate  cancer  is  about  and  to 
show  the  general  public  that  in  this 
realm  of  technology  we  have  not  yet  ad- 
vanced to  the  point  where  we  can  make 
a reliable  statement  regarding  this 
means  of  diagnostic  expertise. 

The  Urological  Association’s  policy 
statement  regarding  ultrasonic  pros- 
tatic imaging  follows;  Ultrasonic 
prostatic  imaging  is  not  yet  accepted  as 
a suitable  screening  method  for  the  de- 
tection of  early  prostatic  cancer.  The 


present  technology  often  fails  to  distin- 
guish between  benign  and  malignant 
changes,  therefore  resulting  in  a high  in- 
cidence of  false-positive  findings.  In  ad- 
dition, a normal  ultrasound  examina- 
tion does  not  guarantee  the  absence  of 
prostatic  cancer. 

The  most  effective  method  of  early  de- 
tection of  prostatic  malignancy  remains 
a careful,  adept  rectal  examination  by  a 
qualified  physician  or  urological  special- 
ist. As  recommended  by  the  American 
Cancer  Society,  men  over  the  age  of  40 
should  have  this  examination  per- 
formed annually. 

Address  inquiries  to  the  Urological 
Association  at  20  Erford  Road,  Le- 
moyne,  PA  17043. 


Physician  appreciates  article 

W.  Orr  Goehring,  MD 

I was  not  number  120175  nor  was  my 
father  before  me,  but  I want  you  to 
know  how  much  I enjoyed  ‘‘Somewhere 
in  Pennsylvania.”  It  warmed  my  heart. 

In  truth,  I am  happy  120175  eluded 
Dr.  Naomi  Bluestone,  else  we  may  not 
have  had  this  beautifully  written  arti- 
cle. 

Thank  you. 


Dr.  Goehring  is  general  surgeon  and  a 50-year 
member  of  the  Pennsylvania  Medical  Soci- 
ety. 

Message  worth  repeating 

Allen  H.  Holt,  MD 

The  article  by  Leif  C.  Beck,  “Ques- 
tioning the  Physicians  Broader  Respon- 
sibility,” in  the  December  issue  is  excel- 
lent! Keep  it  up. 


Dr  Holt  is  a radiologist  in  Sharon. 
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Crisis  in  black  and  white. 


Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 


/ ; c at 


^ Fat  tj  ttj kX  f.'  ^ e Si  t v si 


Lester  R.  Wilson,  Jr.,  William  Waldron,  Suite  125,  Commerce  Plaza,  5100  Tilghman  Street,  Allentown,  PA  18104,  (215)  395-8888 
Eugene  P,  Ziemba,  William  J.  Carey,  Robert }.  Zucosky,  James  I.  Frazer,  Jr.,  Suite  202,  Plymouth  Plaza,  Plymouth  Meeting,  PA  19462,  (215)  825-6800 

Sidney  B.  Elston,  Jr..  1902  Market  Street,  Camp  Hill,  PA  17011,  (717)  737-9900 
Ned  Wells,  Donald  C.  Hoffman,  R.  Grant  Stewart,  David  M.  Gusic,  Suite  212,  Manor  Oak  Two,  1910  GochranRoad,  Pittsburgh,  PA  15220,  (412)  531-4226 


obituaries 


• Denotes  PMS  membership  at  time  of  death. 

Ralph  E.  Cotter,  Penn  Hills;  University  of 
Pittsburgh  School  of  Medicine,  1942;  age  71, 
died  December  1.  1987.  Dr.  Cotter  practiced 
internal  medicine.  • 

Edwin  O.  Daue  Jr.,  Caimp  HLU;  University  of 
Maryland  School  of  Medicine,  1940;  age  71, 
died  December  2,  1987.  Dr.  Daue  practiced 
emergency  medicine.  • 

William  F.  Dee,  Munhall;  University  of  Pitts- 
burgh School  of  Medicine,  1938;  age  73,  died 
November  24,  1987.  Dr.  Dee  was  a general 
surgeon.  • 


Robert  A.  Driscoll,  Sayre;  Pennsylvania 
State  University  College  of  Medicine,  1986; 
age  27,  died  November  13,  1987.  Dr.  Driscoll 
practiced  internal  medicine.  • 

Max  W.  Fischbach,  Elkins  Park;  Duke  Uni- 
versity School  of  Medicine,  1936;  age  79,  died 
December  21,  1987.  Dr.  Fischbach  practiced 
internal  medicine.  • 

Arthur  H.  Green,  Ambridge;  Georgetown 
University  School  of  Medicine,  1934;  age  79, 
died  November  26,  1987.  Dr.  Green  was  a 
family  practitioner.  • 


— 

Joseph  B.  Griffith,  Sewickley;  University  of 
Pittsburgh  School  of  Medicine,  1950;  age  66, 
died  December  11,  1987.  Dr.  Griffith  was  a 
general  surgeon.  • 

James  A.  Harps,  Stroudsburg;  Hahnemainn 
University  School  of  Medicine,  1942;  age  72, 
died  November  19,  1987.  Dr.  Harps  was  an 
ophthamologist.  • 

Harold  J.  Harris,  Wilkes-Barre;  Medical  Col- 
lege of  Virginia,  1930;  age  85,  died  November 
22,  1987.  Dr.  Harris  was  a general  practi- 
tioner. • 

Drury  Hinton,  Wawa;  University  of  Pennsyl- 
vania School  of  Medicine,  1916;  age  93,  died 
November  25,  1987.  Dr.  Hinton  was  a retired 
general  surgeon.  • 

Harvey  D.  Leinbach,  Reading;  University  of  j 
Pennsylvania  School  of  Medicine,  1937;  age  | 
75,  died  December  5,  1987.  Dr.  Leinbach  was  ' 
a pediatrician.  • 

I.  Charles  Lintgen,  Huntingdon  Valley;  Jef- 
ferson Medical  College,  1925;  age  93,  died  De- 
cember 14,  1987.  Dr.  Lintgen  was  a gynecolo- 
gist. • 

Morgan  D.  Person,  AUentown;  University  of 
Pennsylvania  School  of  Medicine,  1935;  age 
79,  died  December  5,  1987.  Dr.  Person  was  a 
family  practitioner.  • 

J.  William  Stilley,  Latrobe;  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons, 
1964;  age  49,  died  November  22,  1987.  Dr. 
StiUey  practiced  diagnostic  radiology.  • 

C.  Denny  Strout,  Hummelstown;  Jefferson 
Medical  College,  1973;  age  40,  died  December 
10,  1987.  Dr.  Strout  was  an  anesthesiologist.  • 

Frances  Triboletti,  Media;  Medical  College  of 
Pennsylvania,  1935;  age  75,  died  December 
5,  1987.  Dr.  Triboletti  was  a general  practi- 
tioner. • 

Andre  C.  Westendorp,  Wyomissing;  He  re- 
ceived his  degree  in  Holland,  1953;  age  61, 
died  December  12,  1987.  Dr.  Westendorp  was 
a family  practitioner.  • 

Wayne  Backus,  Pitcairn;  University  of  Pitts- 
burgh School  of  Medicine,  1927;  age  85,  died 
December  1,  1987. 

Joseph  D.  Purvis  Jr.,  Butler;  University  of 
Pennsylvania  School  of  Medicine,  1940;  age 
73,  died  November  23,  1987.  Dr.  Purvis  prac- 
ticed internal  medicine. 


Jefferson  Medical  College 
of 

Thomas  Jefferson  University 
presents 


The  First 

Henry  H.  Perlman  Seminar 
Pediatric  Dermatology 
March  25-26,  1988 


McClellan  Hall,  JMC 
1025  Walnut  Street 
Philadelphia,  Pennsylvania 

For  further  information  contact: 

The  Office  of  Continuing  Medical  Education 
1025  Walnut  Street,  Room  G3 
Philadelphia,  PA  19107 
(215)  928-6992 
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Why  pay  too  much 
for  workers’ 
compensation 
insurance? 

Dividends  for  doctors 
average  43%  per  year 
from  the  Dodson  Plan! 


A service  approved  by 
Pennsylvania  Medical  Society 


Physicians  get  a discount  when 
policies  are  issued.  Then  at  year- 
end,  a dividend  also  is  paid, 
based  on  claim  costs.  Dividends 
have  run  as  high  as  47%  and  now 
average  43%  yearly  since  1973. 


In  this  plan,  a dividend  is  paid 
when  claim  costs  are  kept  low 
through  safety  on  the  job.  From 
Dodson,  you  get  prompt  service 
with  the  personal  touch.  Write  or 
phone  for  complete  details! 


LET  US  HELP  YOU  SAVE! 


Insurance  provided  by 

CASUALTY  RECIPROCAL  EXCHANGE 

Member  of  Dodson  Insurance  Group 
P.O.  Box  559,  Kansas  City,  Missouri  64141 
Call  toll-free  1-800-821-3760 
In  Missouri  1-800-892-3431 


w members 


ALLEGHEfSIY  COUNTY 

Janet  A.  McGarr.  MD,  Internal  Med.,  4815  Liberty  Ave., 
Pittsburgh  15224 

Guy  J.  Petruzzelli,  MD,  Gen.  Surg.,  905  William  Penn  Ct., 
Pittsburgh  15221 

Saul  J.  Silver,  MO.  Cardiovascular  Diseases,  The  Imperial 
House,  5600  Munhall  Rd.  ^809,  Pittsburgh  15217 

Mark  F.  Sullivan,  MD,  5530  Raleigh  St.,  Pittsburgh  15217 

CAMBRIA  COUNTY 

Robert  W-  Campbell,  MD,  Diagnostic  Radiology,  246 
Marietta  Dr.,  Johnstown  15904 

CHESTER  COUNTY 

Harrison  M.  Langrall,  MD,  Internal  Med.,  c/o  Contrld 
Therapeutics  Cor,  One  Technology  Ct.,  Malvern  19355 

CRAWFORD  COUNTY 

Ronald  C.  Martin,  MD,  Gen.  Practice,  Railroad,  Cambridge 
Springs  16403 

DAUPHIN  COUNTY 

Patricia  A.  O'Connor,  MD,  Family  Practice,  CMA  3544  N 
Progress  Ave,  Harrisburg  17110 

Thelma  Quiogue,  MD,  Pediatric  Diagnostic  Radiology,  M S 
Hershey  Med.  Cir.,  Box  850,  Hershey  17033 

DELAWARE  COUNTY 

James  B.  Durkin,  MD,  FamJy  Practice,  5134  Frankford  Ave., 
Philadelphia  19124 

Jay  M.  Kleinman,  DO,  Radiology,  7319  Woodbine  Ave., 
Philadelphia  19151 

Jamas  A.  Lease,  DO,  Pathology,  414  Country  Ln  , Narberth 
19022 

Robert  D.  McGarrigle,  DO,  Gen.  Surg.,  514  Terravilla  Ln., 
Ridley  19078 

Hope  S.  Selarnick,  MD,  Gen.  Practice,  155  Bala  Ave.,  >*C, 
Bala  Cynwyd  19004 

LACKAWANNA  COUNTY 

Alan  P.  Gillick,  MD,  Orthopaedic  Surg.,  746  Jefferson  Ave., 
Ste.  102,  Scranton  18510 

Thomas  L.  Minora,  MD,  Internal  Med.,  942  Birch  St., 
Scranton  18505 

LANCASTER  COUNTY 

John  F.  Brabazon,  DO,  Family  Practice,  109  W.  Main  St., 
Ephrata  17522 


John  A.  Damiano,  DO,  Emergency  Med.,  1 180  Suffolk  Dr., 
Lititz  17543 

Melvin  D.  Gerber,  DO,  Physical  Med  /Rehabilitation,  PO  Box 
468,  Willow  Street  17584 

Charles  B.  Krespan,  MD,  Obstetrics/Gynecology,  549  N 
Lime  St.,  Lancaster  17602 

Richard  M.  Lucas,  MD,  Emergency  Med  , 127  Knollwood  Dr., 
Lancaster  17601 

LEHIGH  COUNTY 

Richard  J.  Angelico,  MD,  Cardiovascular  Surg.,  1275  S 
Cedar  Crest  Blvd,  Allentown  18103 

Bradford  A.  Yeager,  MD,  Diagnostic  Rad'niogy,  3131  College 
Heights  Blvd,  Allentown  18104 

LUZERNE  COUNTY 

Daniel  Ferguson,  MD,  Internal  Med.,  1501  E Broad  St  , 
Hilltop  House  Apts.,  *4,  Hazleton  18201 

David  M.  Liskov,  MD,  Psychiatry,  127  Whitebirch  Ln  , Dallas 
18612 

MERCER  COUNTY 

Jim  N.  Brantner,  MD,  Plastic  Surg.,  58  N.  Main,  Greenville 
16125 

MIFFLIN-JUNIATA  COUNTY 

James  J.  Lanigan,  MD,  Cardiovascular  Diseases,  Geisinger 
Med.  Grp  Lowistown,  Third  St.  & Highland  Ave  , 
Lewistown  17044 

Benjamin  2.  Shnurman,  DO,  Family  Practice,  Lewistown 
Hosp.,  Fourth  & Highland,  Lewistown  17044 


MONTGOMERY  COUNTY 

Jonathan  Ross,  MD,  Card'ovasculer  D'iseases,  1597  Medical 
Dr.,  Pottstown  19464 

Steven  Steinberg,  MD,  Urological  Surg  , 339  Lankenau  Med. 
Bldg.,  Philadelphia  19151 

MONTOUR  COUNTY 

Brian  M.  Kalleher,  MD,  Emergency  Med  , Geisinger  Med  Ctr., 
Dept,  of  Emergency  Med.,  Danville  17822 
Robert  B.  Rowland  Jr.,  MD,  Emergency  Med.,  Mahoning 
Terrace,  #A-7,  Danville  17821 

NORTHAMPTON  COUNTY 

Hugh  M.  Carlin,  MD,  Anesthesiology,  397  Timothy  Dr., 
Bethlehem  18017 


PHILADELPHIA  COUNTY 

Lawrence  G Adams,  MD,  Internal  Med.,  834  Chestnut  St., 
#616,  Philadelphia  19107 

Janet  G.  Alteveer,  MD,  Emergency  Med  , 345  Tom  Brown 
Rd.,  Moorestown,  NJ  08057 
Locke  W.  Barber,  DO,  Radiology,  2 E.  Park  Ave.,  HaddonField, 
NJ  08033 

John  Bell  Thomson,  MD,  Cardiovascular  Surg  , York  & Tabor 
Rds.,  Philadelphia  19141 

Darla  K.  Decoskey,  MD,  Cardiovascular  Diseases,  24  S.  Mars 
Or.,  Sewell,  NJ  08080 

Philip  D Goldstein,  MD,  Pediatrics,  1511  Glenn  Dr  , Maple 
Glen  19002 

Lorena  A.  Graves,  MD,  Gen.  Practice,  770  S.  15th  St., 
Philadelphia  19146 

Emily  E Grum,  MD,  Pulmonary  Diseases,  3409  Cresson  St., 
#5,  Philadelphia  19129 

Merleen  Harris,  MD,  Internal  Med  , 6200  Wayne  Ave., 
#11 5C,  Philadelphia  19144 

Walter  P.  Harris  Jr.,  MD,  Ophthalmology,  216  David  Dr., 
Havartown  19083 

Marian  M.  E.  Huang,  MD,  Pediatrics,  Episcopal  Hosp.,  Front 
& Lehigh  Sts.,  Philadelphia  19125 
Robyn  R.  Jones,  MD,  Obstetrics/Gynecology,  5354  Morris 
St.,  Philadelphia  19144 

Benjamin  P.  Kelch,  DO,  Hematology,  218  W Chestnut  Hill 
Ave.,  Philadelphia  19118 

Susan  Lim,  MD,  Internal  Med.,  Mercy  Catholic  Mod.  Ctr., 
Lansdowna  Ave.  & Baily  Rds.,  Darby  19023 
Richard  V.  McCloskey,  MD,  Infectious  Diseases,  Univ.  of  PA 
Med.  Ctr.,  51  N.  39th  St.,  Philadelphia  19104 
Pamela  G Mohalick,  DO,  Pediatrics,  300  N.  52nd  St., 
Philadelphia  19139 

Maryjoan  D.  Mentyka,  MD,  Pediatrics,  100  N.  Broad  St., 
Philadelphia  19102 

Michael  J,  Moritz,  MD,  Gen.  Surg.,  1025  Walnut  St., 
Philadelphia  19107 

Michael  A.  Pock,  MD,  Internal  Med.,  1010  Clinton  St., 
Philadelphia  19107 

Darwin  W.  Rannels,  MD,  Obstetrics/Gynecology,  311  S. 

13th  St.,  #508,  Philadelphia  19107 
Jonathan  V.  Roth,  MD,  Anesthesiology,  Albert  Einstein  Med. 

Ctr.-Anes.,  York  & Tabor  Rds.,  Philadelphia  19141 
Kolalin  E.  Roth,  MD,  Internal  Med.,  700  Spruce  St., 
Philadelphia  19106 

Joseph  I.  Schaffer,  MD,  1000  Walnut  St.,  #1807, 
Philadelphia  19107 

Daniel  B Sullivan,  DO,  Anesthesiology,  2815  Huntingdon 
Pike,  Bryn  Athyn  19009 

Michael  J.  Warhol,  MD,  Pathology,  The  PA  Hosp., 
Philadelphia  19107 

SOMERSET  COUNTY 

Joseph  S.  Bobrow,  MD,  Obstetrics/Gynecology.  312 
Sherman  St.,  Meyersdale  15552 

WESTMORELAND  COUNTY 

Joseph  T.  Crepps  Jr..  MD.  Gen.  Surg.,  104  La  Costa, 
Greensburg  15601 

YORK  COUNTY 

Bradley  H.  Levin,  MD,  Cardiovascular  Surg.,  2171  Blenheim 
Ct..  York  17403 

STUDENTS 

Ivonne  A.  Acrich,  821  N.  Sixth  St.,  Allentown  18102 
Lillian  B.  Barone,  Presidential  Apts  D306,  3900  Presidential 
Blvd,  Ptiiladelphia  19131 

Stefano  M.  Bertozzi,  317  Queen  St.,  Philadelphia  19147 
Louis  M.  Boxer,  931  Hollow  Rd.,  Radnor  19087 
David  L.  Bracken,  6350  Greene  St.,  #420,  Philadelphia 
19144 

Michael  J.  Brooks,  3901  Conshohocken  Ave.,  #1217, 
Philadelphia  19131 

Judith  E.  Burgess,  243  W.  Tulpehocken,  #1078,  Phiadelphta 
19144 

Karin  E.  Byers,  803  S.  10th  St.,  Philadelphia  19147 
Richard  A.  Cardone,  3408  Sunnyside  Ave.,  Third  Floor, 


A HELPING  HAND  FOR  THE 
TROUBLED  PHYSICIAN 


Alcoholism.  Drug  abuse.  Mental  and  physical  disability.  The  problems  of 
aging.  All  take  their  toll  on  the  medical  community. 

But  there’s  help — through  the  Impaired  Physician  Program  of  the 
Pennsylvania  Medical  Society.  The  program  offers  peer  support  . . . referral  to 
professional  treatment  agencies  . . . and  compassionate  follow-up  throughout 


the  rehabilitation  process. 

All  efforts  are  voluntary  and 
strictly  confidential. 

If  you  need  help— or  know 
someone  who  does — call  the 
Impaired  Hotline;  (717) 
763-7937. 


To  learn  more  about  the 
Impaired  Physician  Program, 
write;  Impaired  Physician 
Program,  Pennsylvania  Medical 
Society,  20  Erford  Road. 
Lemoyne,  PA  17043. 
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Jeanes  Hospital  Department  of  Medicine 
Conference  Schedule  February-June  1988 


I February  17  • 9:00  a.m.  • Morbidity  & Mortality/Business  Meeting 
I February  24  • 8:00  a.m.  • Ambulatory  Medicine  Rounds:  Office  Matters 
i Chief,  Division  of  General  Internal  Medicine 
{February  24  • 9:00  a.m.  • Tumor  Conference 


Jay  A.  Krakovitz,  MD 


March  2 • 9:00  a.m.  • Clinical  Pathology  Conference 

March  2 • 12:15  p.m.  • Continuing  Medical  Education:  Photodynamic  Therapy  • William  Hartz,  MD 
• Robert  A.  Gatenby,  MD  • Department  of  Radiology 
March  9 • 9:00  a.m.  • Clinical  Rounds:  What’s  New  in  Drug  Therapy  for  Lipid  Disorders  • Kevin 
Robinson,  MD  • Division  of  Cardiology 
March  16  • 9:00  a.m.  • Morbidity  & Mortality/Business  Meeting 

March  23  • 8:00  a.m.  • Ambulatory  Medicine  Rounds:  Alcoholism  • Stephan  P.  Cowen,  DO  • 
Division  of  General  Internal  Medicine 
March  23  • 9:00  a.m.  • Tumor  Conference 

March  30  • 9:00  a.m.  • Clinical  Rounds:  Salmonella:  Then  and  Now  • Richard  L.  Tepper,  MD  • 
Division  of  Infectious  Diseases 


April  6 • 9:00  a.m.  • Clinical  Rounds:  Treatment  of  Glomerulonephritis  1988  • Melvin  Yudis,  MD  • 
Chief,  Division  of  Nephrology 

April  6 • 12:15  p.m.  • Continuing  Medical  Education:  Eating  Disorders:  Diagnosis  and  Treatment  • 
Susan  Ice,  MD  • Philadelphia  Psychiatric  Center 

April  13  • 9:00  a.m.  • Clinical  Rounds:  Aspiration  Pneumonitis  • Theodore  Oslick,  MD  • Chief, 
Division  of  Pulmonary  Medicine 

April  20  • 9:00  a.m.  • Morbidity  & Mortality/Business  Meeting 

April  27  • 8:00  a.m.  • Ambulatory  Medicine  Rounds:  Sores  and  Cancers  of  the  Mouth  and  Skin  • 
Magdalene  Ho,  MD  • Chief,  Division  of  Dermatology  • Carl  Manstein,  MD  • Section  ol  Plastic 
Surgery 

April  27  • 9:00  a.m.  • Tumor  Conference 


May  4 • 9:00  a.m.  • Clinical  Rounds:  Early  Diagnosis  of  Pancreatic  Infection  • Stephen  A.  Matarazzo, 
MD  • Chief,  Division  of  Gastroenterology 

May  4 • 12:00  p.m.  • Jeanes  Annual  Symposium:  Organ  Transplantation  1988  • Speakers  TBA 
May  11  • 9:00  a.m.  • Clinical  Rounds:  Clinical  Case  Presentations  • Marcia  Halpern,  MD  • Division 
of  Neurology 

May  18  • 9:00  a.m.  • Morbidity  & Mortality/Business  Meeting 

May  25  • 8:00  a.m.  • Ambulatory  Medicine  Rounds:  Adolescent  Medicine  • Neil  A.  Izenberg,  MD  • 
Department  of  Pediatrics  • Albert  Einstein  Hospital 
May  25  • 9:00  a.m.  • Tumor  Conference 

June  1 • 9:00  a.m.  • Clinical  Pathology  Conference 

June  8 • 9:00  a.m.  • Clinical  Rounds:  Post-Polio  Syndrome  • Marc  Medway,  MD  • Chief,  Division  ol 
Rehabilitation 

June  8 • 12:15  p.m.  • Continuing  Medical  Education:  Kidney  and  Gallstone  Lithotripsy  • Eric  van 
Sonnenberg,  MD  • Department  of  Radiology  • University  of  California  San  Diego  Medical  Center 
June  15  • 9:00  a.m.  • Morbidity  & Mortality/Business  Meeting 
June  22  • 8:00  a.m.  • Ambulatory  Medicine  Rounds:  TBA 
June  22  • 9:00  a.m.  • Tumor  Conference 
June  29  • No  Conference 


Robert  P.  Jacobs,  MD  • Chairman  • Department  of  Medicine 
William  Hartz,  MD  • Chairman  • CME  Committee 

All  programs  are  scheduled  for  one  hour  and  held  in  Stapeley  Building  lA.  One  hour  ol  Category  1 CME  credit  per  conlerence.  For  more 
information,  please  call  (215)  728-3798.  Jeanes  Hospital,  7600  Central  Avenue,  Philadelphia,  PA  19111. 
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PHYSICIANS, 

WE  SCHEDULE  OUR  TIME 
TO  FIT  YOUR  TIME. 

We  re  \'ery  flexible  in  the  Army  Reserve  about 
time.  Wb  take  into  acctuint  your  practice,  your  time  and 
availabilip'. 

We’re  not  flexible  about  the  quality  of  medicine. 

We  demand  much  ot  oursek'es  and  ot  e\'epy’  member  of 
our  medical  team. 

It  you  d like  to  learn  more  about  the  medical 
opportunities  in  a nearby  Army  Reserve  unit,  call  your 
Army  Medical  Personnel  Counselor: 


Philadelphia:  CPT  Donna  La  Fantasie  (215)  597-6133 
Pittsburgh:  MAJ  James  Anway  (412)  644-4432 

ARMY  RESERVE.  BE  ALLYOU  CAN  BE. 


AEF  BILLING  SERVICE  INC- 

SUITE  a03  • 2401  WALNUT  STREET  • PHILADELPHIA,  PA  19103  • 
C215)  977-0924 


IF  YOU  THINK  YOU  CAN’T  AFFORD  TO  HIRE  A 
BILLING  SERVICE  . . . 

THINK  AGAIN!!! 

Take  the  time  to  calculate  your  costs  and  compare: 

Salaries 
Fringe  benefi.o 

Vacation,  holiday  and  sick  pay 
Training  and  re-training 
Equipment 
System  maintenance 
Forms 

Office  space 

Your  time  and  aggravation 


7% 

OF  COLLECTIONS 


As  professionals  with  a successful  record,  we  will  process  all  patient  and  third-party 
billings,  and  manage  your  accounts  receivable  function.  Eliminate  your  biggest  head- 
ache for  a fee  that  has  not  exceeded  7%  of  collections  for  any  of  our  clients. 

Of  course,  the  rate  will  vary  from  practice  to  practice,  but  again,  we  have  not  charged  in 
excess  of  7%,  and  do  charge  less  depending  on  your  practice. 

Call  Ed  Froelich  or  Aiden  Flatley  for  further  details  at  (215)  977-0924. 

MEMBER:  Healthcare  Financial  Management  Association 


Philadelphia  19129 

Elyce  H.  Cardonick,  3848  Sidney  Rd.,  Huntingdon  Valley 
19006 

Celina  A.  Chan,  3447  Sunnyside  Ave.,  Philadelphia  19129 
Marjorie  R.  Cooper,  RD  2,  Box  78,  42  Kratz  Rd., 
Perkiomenville  18074 

Hanh  V.  Dang,  7607  W.  Chester  Pike,  Upper  Darby  19082 
Sharon  I.  Davidheiser,  RD  4.  Bishop  Rd.,  Pottstown  19464 
Randy  G.  Delcore,  4 Mason  Dr.,  Plattsburgh,  NY  12901 
Joseph  C.  English  IH,  University  Manor,  #15,  Hershey  17033 
Kimberly  M.  Ferry,  PO  Box  25790.  Philadelphia  19144 
Megan  R.  Gerber,  157  University  Manor,  Hershey  17033 
Martha  S.  Ghosh,  156  Salargnec  St.,  Philadelphia  19128 
Steven  L.  Qilben,  310  S.  Easton  Rd.,  #B225,  Glenside  19038 
Bernice  R.  Giordano,  10865  Crestmont  Ave.,  Philadelphia 
19154 

Mark  D.  Gonze,  University  Marror,  #61,  Hershey  17033 
James  C.  Quarino,  11  Kings  Oak  Ln.,  Philadelphia  19115 
Monique  C.  Hagopian,  1912  Naudain  St.,  Phiadelphie  19146 
Gina  V.  Hanrre,  1926  Spring  Garden  St.,  #1F,  Philadelphia 

19130 

Amy  E.  Harrison,  3605  Haywood  St.,  Philadelphia  19129 
David  G.  Hill,  3447  Tilden  St.,  Philadelphia  19129 
Kristin  K Jhamb,  3434  Bowman  St..  Philadelphia  19129 
Ranjit  C.  Josiah,  3226  Midvale  Ave.,  Philadelphia  19129 
Galen  M.  Kessler,  492  W.  First  St.,  Bloomsburg  17815 
Thomas  E Lafferty,  Park  Ave.  & Ontario  Sts.,  Jones  Hall  Box 
316,  Philadelphia  19140 

David  F.  Lang,  2910  Midvale  Ave.,  #D.  Philadelphia  19129 
Elaine  Y Lee,  229  University  Manor  East.  Hershey  17033 
Pamela  Len,  3361  Bowman  St.,  Philadelphia  19129 
Eric  J.  Levin,  220  Parkview  Dr.,  Springfield  19064 
Lawrence  M.  Levin.  2400  Chestnut  St.,  #231 1,  PhJadelphia 
19103 

Steven  J.  Lowry,  Nine  Rugby  Rd.,  Bryn  Mawr  19010 
Margaret  A.  Malloy,  3414  Indian  Queen  Ln.,  Philadelphia 
19129 

Catherine  Marcucci,  2657  Wentworth  Rd.,  Philadelphia 

19131 

Sara  J.  Marder,  5450  Wesehickon  Ave.,  #1016,  Phiadelphie 
19144 

Christopher  S.  May,  PO  Box  58441,  Philadelphia  19102 
Kevin  J.  McGibney,  3315  Indian  Queen  Ln.,  Philadelphia 
19129 

Sanjay  M.  Mehta,  13  University  Manor  East,  Hershey  17033 
Ami  C.  Milton,  University  Manor  East,  #3,  Hershey  17033 
Daniel  J.  Mullins,  4903  N.  13th  St.,  Philadelphia  19141 
Regina  G.  Murcko,  3414  Indian  Queen  Ln.,  Philadelphia 
19129 

William  R.  Neuman,  3361  Bowman  St.,  Philadelphia  19129 
Willard  S.  Noyes,  1025  Spruce  St.,  Philadelphia  19107 
Joseph  Pagane,  3335  N.  Park  Ave.,  Second  Floor, 
Philadelphia19140 

Eric  S.  Palmer,  5555  Wissahickon  Ave.  #121,  Philadelphia 
19144 

Domenic  J.  Pastore,  124  Fairfax  Rd..  Rosemont  19010 
Timothy  P.  Pastore,  7901  Henry  Ave.,  #C505,  Philadelphia 

19128 

Marie  A Paul,  University  Manor  East,  #77,  Hershey  1 7033 
Darren  F.  Piechota,  3120  School  House  Ln.,  #A-3  Madison 
House.  Philadelphia  19144 

Gregory  N.  Prah,  3028  Midvale  Ave.,  Philadelphia  19129 
Victoria  A.  Rees,  3120  Schoolhouse  Ln.,  #B-1 2,  Phiadelphie 
19144 

Luz  M Rodriguez,  3337  Indian  Queen  Ln.,  Philadelphia 

19129 

Patrick  J.  Ruddy,  PO  Box  12619,  Philadelphia  19129 
Susan  Schneider,  374  Baird  Rd.,  Merion  19066 
Bruce  D.  Smith,  3300  Henry  Ave.,  Box  403  APH, 
Philadelphia  19129 

Edward  D-  Snell  Jr.,  2120  Walnut  St.,  Harrisburg  17103 
Jamie  L.  Stern,  3431  Vaux  St.,  Philadelphia  19129 
David  F-  Street,  3 1 20  School  House  Ln.,  miaaetpcna 

19144 

Edward  M.  Supinski,  2979  School  House  Ln.,  #510, 
Philadelphia  19144 

John  A.  Terrell,  University  Manor,  #201,  Hershey  17033 
Patricia  A.  Torna.  421  Rtzwater  St.,  Philadelphia  19147 
Debra  L.  Townsend,  108  University  Manor  East,  Hershey 
17033 

Jonathan  J.  Uy,  2590  Cranston  Rd.,  #2,  Philadelphia  19131 
HugoE.  Vargas,  325  N.  15lh  St.,  #1005,  Phladelphia  19102 
Julie  M.  White,  2363  Mole  Rd..  Secane  19018 
Scott  W.  Wise,  35  Runyon  Rd.,  Hummelstown  17036 
Raymond  P.  Zarlengo,  University  Manor  East,  #109,  Hershey 
17033 

Stephen  G.  Zarrelli,  42  Conshohocken  State  Rd.,  Bala 
Cynwyd  19004 
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classified  advertising 


PHYSICIANS  WANTED 
Emergency  physician  — Full-time  opportu- 
nities in  the  PA,  NY,  and  NJ  area.  Must  be 
experienced.  Board  eligibility  and  ACLS  certi- 
fication preferred.  Salary  range  $80,000  plus 
malpractice  insurance  and  benefits.  Part-time 
positions  also  available.  Send  resume  to 
AES,  Inc.,  ATTN:  Joseph  Grilli,  COO,  Box 
2510,  Wilkes-Barre,  PA  18703;  or  call  (717) 
825-5333  collect. 

Primary  care  physicians-internists-family 
practice  physicians  — Excellent  practice  op- 
portunities in  suburban  Pittsburgh.  Hospital 
assistance  and  start-up  costs  provided. 
Please  send  resume  to  Box  227,  Pennsylva- 
nia Medicine,  20  Erford  Road,  Lemoyne,  PA 
17043. 

Pennsylvania  — Emergency  physicians  sys- 
tem. Needs  several  full-time  emergency  phy- 
sicians for  Western  Pennsylvania  area  emer- 
gency departments.  Independent  contractor 
arrangements.  The  system  is  on  a “fee  for 
service”  basis.  Contact;  (412)  228-3400  for 
an  interview  appointment. 

Primary  care  — BC/BE  to  join  group  of  four 
doctors  who  enjoy  working  Monday-Friday 
8:30-5:00.  Optional  on-call  coverage  if  de- 
sired. Benefits  include  4 weeks  vacation,  one 
week  CME,  10  holidays,  plus  malpractice 
coverage.  Facility  located  one  hour  from 


Pittsburgh  suburbs.  Call  (215)  592-7400  or  1- 
800-331-7122  outside  PA,  or  send  CV  to  Lib- 
erty Healthcare  Corporation,  399  Market 
Street,  Suite  400,  Philadelphia,  PA  19106. 

Emergency  medicine  positions  — Full/part- 
time emergency  medicine  physicians  sought 
by  multi-state  professional  association  for 
openings  in  metropolitan  NY,  PA,  MD,  DC, 
FL,  New  England,  and  throughout  U.S.  Con- 
tact or  send  CV  to  Liberty  Healthcare  Corpo- 
ration, 399  Market  Street,  Suite  400,  Philadel- 
phia, PA  19106  (215)  592-7400  or  outside  PA 
1-800-331-7122. 

Primary  care  physicians  — Multi-state  prac- 
tice association  seeks  BE/BC  primary  care 
physicians  for  unique  opportunities  in  PA,  NJ, 
New  England,  MD,  FL,  and  other  areas  of  the 
U.S.  Most  positions  offer  Monday-Friday  8 
a.m.  to  5 p.m.  schedules  with  up  to  five  weeks 
paid  time  off.  Paid  malpractice.  Contact  or 
send  CV  to  Liberty  Healthcare  Corporation, 
399  Market  Street,  Suite  400,  Philadelphia, 
PA  19106  (215)  592-7400  or  outside  PA  1-800- 
331-7122. 

Family  practice  — Board  certified  family 
practitioner  seeking  associate  in  well  estab- 
lished practice  in  this  semi-rural  community  of 
15,000,  thirty  miles  north  of  Pittsburgh,  PA. 
Enjoy  country  living  with  proximity  to  a major 
city.  Call  (412)  758-8528  or  send  CV  to:  An- 


thony B.  Colangelo,  MD,  510  Park  Avenue, 
Ellwood  City,  PA  16117. 

ER  physicians  — Full-time/part-time  posi- 
tions available  NJ,  PA,  NY.  Emergency  medi- 
cine experience  preferred.  Guaranteed  com- 
pensation and  paid  malpractice.  For  more 
information  call  (215)  521-5100  (within  PA),  1- 
800-TRAUMA6  (outside  PA),  or  send  CV  to 
Trauma  Service  Group  PC,  Scott  Plaza, 
Building  Two,  Suite  114,  Philadelphia,  PA 
19113. 

Family  practice  opportunity  available  im- 
mediately for  qualified  practitioner  in  hospital- 
owned  office  building  located  in  central  Penn- 
sylvania town.  Existing  family  physicians 
retiring;  population  base  of  25,000;  close  to 
hospital  and  universities.  Send  CV  to  Michael 
Daniloff,  President,  Evangelical  Community 
Hospital,  Lewisburg,  PA  17837. 

Trained  emergency  medicine  physician 
needed  immediately  for  full-time  position  in 
busy  155-bed  community  hospital  in  Central 
Pennsylvania.  Send  CV  to  Michael  Daniloff, 
President,  Evangelical  Community  Hospital, 
Lewisburg,  PA  17837. 

Locum  tenens  — Position  available  in  all 
specialties  throughout  the  country.  Work  one 
to  fifty-two  weeks  while  you  travel  (expense 
paid)  and  enjoy  an  excellent  guaranteed  in- 


Emergency  physicians: 
You're  dedicated, 
hardworking  & smart. 
Are  you  being 
rewarded  for  it? 

You're  talented.  Ambitious.  And  fully  committed 
to  being  the  best.  But  can  you  achieve  your  professional 
goals  in  your  present  setting?  Are  you  interested  in 
better  opportunities  to  practice  medicine  in  a challenging 
environment? 

TSG  will  help  you  realize  your  goals.  With  10  years 
of  experience  in  placing  first-rate  physicians  in  first-rate 
hospitals,  we  offer  full-time  emergency  and  trauma 
positions  to  both  board  certified  and  board  prepared 
physicians.  Think  of  it;  career-stability,  flexible  hours, 
highest  rate  paid  and  as  much  responsibility  as  you  want. 

We'll  provide  the  support  you  need  through  incentive 
programs,  professional  education  and  career  development . 
Of  course,  we  provide  full  liability  coverage. 

Call  us  7 days  a week,  9am-9pm  to  discuss  your 
future.  If  you're  too  busy  to  call,  send  us  your  resume 


TRAUMA  SERVICE  GROUP,  P.C. 

A)i  Emergency  and  Trauma  Care  Consortium 

Suite  114,  Scott  Plaza  Two,  Philadelphia,  PA  19113 
215-521-5100  800-TRAUMA-6 


Health  Care  Personnel  Consulting,  Inc., 
a division  of  The  Health  Care  Group, 

specializes  in  valuation  and  sales.  We  have 
practices  currently  available  in  the 
following  specialty  areas: 

Dental,  Dermatology, 

Family  Practice,  Internal  Medicine, 
and  Ophthalmology. 

For  more  information  regarding  selling  or 
buying  a medical  practice,  contact  our 
brokerage  division  at 

Health  Care  Personnel  Consulting,  Inc. 
Meetinghouse  Business  Center 
140  West  Germantown  Pike,  Suite  200 
Plymouth  Meeting,  PA  19462 
or  call  (215)  828-0919 


Health  Care  Group 
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A PRESCRIPTION 
OR  PHYSICIANS 

BOTHERED  BY:  

★ Too  muoh  paperwork?  ★ The  burden  of  off  ioe  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation.  Call 

1-800-423-USAF 

Toll  Free 


EMERGENCY 

PHYSICIAN 


Full  time  position  available  immediately  for  a 
board  certified  or  elegible,  emergency  room 
physician.  Excellent  salary,  benefits,  and  working 
environment.  Candidate  should  also  have  or  be 
eligible  for  Pennsylvania  and  Ohio  licensure. 

Our  progressive  236-bed  regional  hospital  with 
32,000  ER  visits  is  located  in  a pleasant  college 
community  between  Pittsburgh  and  Erie. 

For  more  information  contact: 

Michael  Downing,  Director  of  Planning/Marketing 
Greenville  Regional  Hospital 
1 10  North  Main  Street 
Greenville,  PA  16125  

1 -800-451 -MEDS  Greenville 

Principal  Replies  Only 


Ka 


Regional  Hospital 


Health  Care 

Personnel  Consulting  . . . 

Recruitment  for  the  Private  Medical 

Practice 

• Over  15  years  of  experience  dealing  with 
private  medical  practices — we  can  find  the 
right  doctor  for  you! 

• HCPC  focuses  on  a combina,tion  of  the  right 
skills  and  training,  plus  the  intangibles 
needed  to  work  closely  in  the  private 
practice  environment. 

• We  suggest  first  year  salary  and  benefit 
arrangements — call  for  our  free  pamphlet, 

"Dr.  Hew  & You.” 

• Various  private  practice  opportunities 
available  nationwide  in  all  specialties — call 
or  write  for  our  current  listing  of  positions. 

Health  Care 

Personnel  Consulting,  Inc. 

140  West  Germantown  Pike 

Suite  200 

Plymouth  Meeting,  PA  19462 

(215)  828-3888 


Health  Care  Group 


Board  Certified 

PHYSIATRIST 

Outpatient  Program  Development 

Reading  Rehabilitation  Hospital 

• Progressive  Comprehensive  Medical 
Rehabilitation  leader,  providing 
excellence  and  service  for  over  a quarter 
century 

• 92  bed,  not-for-profit  hospital  specializing 
in  Head  Injury,  Spinal  Cord  Injury, 

Stroke,  Amputee,  and  Vocational  Services 

• Nestled  on  a peaceful  260  acre  wooded 
estate  in  the  heart  of  Pennsylvania  Dutch 
country 

• Day  trip  from  Washington,  D.C.,  New 
York  City,  Philadelphia,  Baltimore,  the 
Atlantic  coastline,  Poconos 

• Member  Adventist  Health  System/US,  one 
of  the  top  five  national  health  systems 

Our  Candidate 

• Minimum  2 years  experience  in 
Vocational  Rehabilitation 

• Experience  with  Pain  Management 
program  desirable 

• Proven  leadership  skills  and  commitment 
to  innovation  a must 

Please  send  curriculum  vita  and  letter  of  application  to: 

David  N.  Bowers,  M.D. 

Medical  Director 
Reading  Rehabilitation  Hospital 
RD  l,Box  250 
Reading,  PA  19607-9727 


Rates;  $30  per  insertion  for  the  first  30  words 
or  part  thereof;  80  cents  for  each  additional 
word;  $5  per  insertion  for  a box  number.  Pay- 
ment should  be  in  advance.  No  agency  com- 
mission is  paid  on  classified  advertising. 

Box  Numbers:  Advertisers  using  box  num- 
bers forbid  disclosure  of  their  identity.  Written 
inquiries  are  forwarded  to  such  advertisers, 
but  no  information  can  be  revealed  by  the 
publisher. 

Word  Count;  Count  as  one  word  all  single 
words,  two  initials  of  a name,  single  numbers 
or  groups  of  numbers,  hyphenated  words, 
and  abbreviations. 

Advertising  that  contains  discriminatory 
language  is  not  acceptable  for  publication. 
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come.  Malpractice  insurance,  housing  & 
transportation  provided.  Contact:  Locum 
Medical  Group,  30100  Chagrin  Blvd.,  Cleve- 
land, OH  44124  or  call  (800)  752-5515. 

Family  practitioner  — Needed  to  join  three 
physicians  at  a well-established  community 
health  center  located  in  rural  southcentral 
Pennsylvania  within  forty  minutes  of  Carlisle 
and  Harrisburg.  Competitive  salary  and  bene- 
fits. Moving  expenses  paid.  Contact:  David 
Sarcone,  Administrator,  Perry  Health  Center, 
Loysville,  PA  17047.  Phone  (717)  245-5866. 

Emergency  room  physician  — For  growing 
emergency  department  in  Northeast  Pennsyl- 
vania. Full-time  position  for  Board  certified/ 
eligible  emergency  physician.  Competitive 
salary  and  benefits  package.  Contact  Robert 
Lynn,  (215)  258-7361  or  send  curriculum  vitae 
to  MESA,  PO  Box  2346,  Lehigh  Valley,  Penn- 
sylvania 18001. 

Internal  medicine,  BC/BE,  3 person  primary 
care  office  active  hospital  practice  suburban 
Philadelphia  — excellent  opportunity  with 
early  buy  in.  Send  CV  to  Box  224,  Pennsylva- 
nia Medicine,  20  Erford  Rd.,  Lemoyne,  PA 
17043. 

Penn  Group  Medical  Associates,  a rapidly 
growing  multi-specialty  group  practice  affili- 
ated with  the  Maxicare  HMO  in  Pittsburgh, 
has  an  immediate  opening  for  a Board  certi- 
fied or  Board  eligible  internal  medicine  or 
family  practice  physician.  Excellent  salary, 
fringe  benefits  and  growth  opportunity  are  of- 
fered. For  confidential  consideration  please 
contact  Angela  Lascola,  Regional  Manager 
Physician  Placement,  Maxicare,  Five  Gate- 
way Center,  Pittsburgh,  PA  15222  or  call  col- 
lect (412)  553-7502.  An  equal  opportunity  em- 
ployer. 

Orthopedic  surgeon  wanted  for  well  estab- 
lished solo  practice  in  eastern  Pennsylvania. 
Patients  drawn  from  county  of  250,000  in 
Pennsylvania  Dutch  country.  Owner  will  retire 
soon.  Write  to  Box  236,  Pennsylvania  Medi- 
cine, 20  Erford  Road,  Lemoyne,  PA  17043. 

New  York,  Buffalo  — Seeking  full-time  and 
part-time  physicians  residency  trained  in 
emergency  medicine  or  primary  specialty  for 
32,000  annual  volume  emergency  depart- 
ment. Directorship  available.  Attractive  com- 
pensation, malpractice  insurance  and  benefit 
package.  Contact:  Emergency  Consultants, 
Inc.,  2240  S.  Airport  Rd.,  Room  27,  Traverse 
City,  Ml  49684;  1-800-253-1795  or  in  Michi- 
gan 1-800-632-3496. 

Family  practice  — Rural  Pennsylvania  family 
practitioner  seeks  associate  to  join  his  busy 
practice.  Must  be  Board  certified.  Many  out- 
door recreational  activities  available.  Close  to 
Pocono  Resorts.  Send  CV  to  Box  228,  Penn- 
sylvania Medicine,  20  Erford  Rd.,  Lemoyne, 
PA  17043. 

Internal  medicine  — Board  certified/eligible 
internist  for  practice  opportunity  in  north  cen- 
tral Pennsylvania.  Good  opportunity  for  the 
family  oriented  physician.  Send  CV  to  Box 
229,  Pennsylvania  Medicine,  20  Erford  Road, 
Lemoyne,  PA  17043. 

Urology  — Community  hospital  with  179 


beds  seeks  Board  certified/eligible  urologist 
for  solo  practice.  Many  educational  and  recre- 
ational opportunities  available.  Send  CV  to 
Box  230,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Orthopaedics  — Rural  community  hospital 
with  service  area  of  40,000  residents  search- 
ing for  orthopaedic  surgeon  to  establish  solo 
practice.  Require  Board  certified/eligible. 
Send  CV  to  Box  231,  Pennsylvania  Medicine, 
20  Erford  Rd.,  Lemoyne,  PA  17043. 

Otolaryngology  — 179  bed  community  hos- 
pital needs  otolaryngologist  to  establish  a full- 
time solo  practice  in  its  service  area.  Board 
certified/eligible  status  required.  Close  to  Po- 
cono Resorts.  Send  CV  to  Box  232,  Pennsyl- 
vania Medicine,  20  Erford  Rd.,  Lemoyne,  PA 
17043. 

Dermatology  — Northeastern  Pennsylvania 
community  hospital  seeks  Board  certified/ 
eligible  specialist  to  develop  a solo  practice  in 
a service  area  of  40,000  residents.  Many  rec- 
reational activities  available.  Send  CV  to  Box 
233,  Pennsylvania  Medicine,  20  Erford  Rd., 
Lemoyne,  PA  17043. 

Neurology  — Unique  three  hospital  practice 
in  Northeastern  Pennsylvania  is  available  for 
the  right  physician.  This  solo  opportunity  re- 
quires a Board  certified/eligible  physician.  Ex- 
cellent opportunity.  Send  CV  to  Box  234, 
Pennsylvania  Medicine,  20  Erford  Rd.,  Le- 
moyne, PA  17043. 

OB/GYN  — Rural  Northeastern  Pennsylvania 
community  hospital  with  service  area  of 
40,000  seeks  Board  certified/eligible  OB/ 
GYN.  This  solo  opportunity  is  perfect  for  a 
family  oriented  physician  who  enjoys  outdoor 
recreation.  Send  CV  to  Box  235,  Pennsylva- 
nia Medicine,  20  Erford  Rd.,  Lemoyne,  PA 
17043. 

Pennsylvania-emergency  physician  — Full- 
time, career-oriented  EM/PP  BC/BE  ACLS/ 
ATLS.  Progressive,  ultramodern  32,000  visit/ 
year  EMS  resource  hospital.  Great 
community  in  economic  boom.  Excellent  sal- 
aried compensation/benefit  package  exceeds 
$110K.  Contact  G.  Manchester,  MD,  Divine 
Providence  Hospital,  Williamsport,  PA  (717) 
326-8436. 

Assistant  superintendent  for  clinical 
services/chief,  clinical  services  — Board 
eligible/board  certified  psychiatrist,  with  three 
years  of  administrative  or  supervisory  experi- 
ence, to  administer  and  coordinate  psychiat- 
ric and  medical  services  for  a 500-bed  psychi- 
atric hospital.  Easy  access  to  New  York, 
Philadelphia,  and  Harrisburg;  near  major 
medical  center.  Good  salary  with  excellent 
fringe  and  retirement  benefits.  Pennsylvania 
license  required.  Contact  Mr.  James  A.  Cole- 
man, Superintendent,  Danville  State  Hospi- 
tal, Danville,  PA  17821-0700.  An  equal  oppor- 
tunity employer. 

Academic  general  internists  — University 
hospital  faculty  position  at  the  instructor  or 
assistant  professor  level.  Primary  responsibil- 
ities are  directed  to  medical  consultation,  am- 
bulatory practice  and  inpatient  services. 
Teaching,  postgraduate  course  participation, 
and  clinical  research  in  the  above  areas  are 


required  with  time  provided.  The  division  is 
committed  to  faculty  development.  Contact: 
Geno  J.  Merli,  MD,  Director,  Division  of  Inter- 
nal Medicine,  Thomas  Jefferson  University 
Hospital  & Jefferson  Medical  College,  1 1 1 S. 
11th  St.,  Suite  4100,  Phila.,  PA  19107.  Tele- 
phone: (215)  928-6180.  Equal  opportunity 
employer. 


POSITIONS  WANTED 

Seeking  position  in  gastroenterology/' 
internal  medicine.  Available  now.  Board  certi- 
fied in  internal  medicine.  Board  eligible  in 
gastroenterology.  British  and  U.S.  trained.  Li- ' 
censed  in  Pennsylvania.  Contact  S.  P.  Na- 
than, South  Baltimore  General  Hospital,  3001 
S.  Hanover  Street,  Baltimore,  MD  21230. 
(301)  355-5502. 

Pathologist  — Certified  in  anatomical,  clini- 
cal & forensic.  Trained  at  Jefferson,  Univer- 
sity Pennsylvania,  Univ.  MD,  AFIP.  Phone 
(814)  695-0968  or  write:  Pathologist,  817 
Penn  St.,  Hollidaysburg,  PA  16648. 


MISCELLANEOUS 

Holter  monitor  — Quality  scanning  for  reel  or 
cassette  type  recorders  by  qualified  techni- 
cians and  certified  cardiologists’  interpreta- 
tion, scan  price  $35.  Recorders  loaned, 
leased,  or  purchase  new  dual-channel  holter 
record,  $750,  with  two  year  warranty.  For 
more  information  call  collect  Advance  Medi- 
cal & Research  Center,  Inc.,  1-313-373-1199. 

Discount  holter  scanning  services  starting 
at  $35  — Spacelabs  holter  recorders  avail-! 
able  from  $1,275.  Hook-up  kits  starting  ati 
$4.95.  Stress  test  electrodes  available  at  29<C. 
Scanning  paper  available  at  $18.95.  If  inter- 
ested call  1-800-248-0153. 

Appraisal  & sales  — The  specialists  in  ap-i 
praising  and  selling  medical  practices  for  phy-' 
sicians  and  hospitals.  Current  listings  includes 
practices  in  FP,  IM,  OPH,  ENT  and  other  spe- 
cialties. Please  contact  Ed  Strogen  at  Fulton, 
Longshore  & Associates,  Inc.,  349  Lancaster 
Avenue,  Haverford,  PA  19041.  (215)  649- 
4101. 

MEDSTAT  — Discover  why  we  are  the  most 
respected  physician  staffing  service  in  the 
East  for  locum  tenens  and  permanent  place- 
ments. We  can  provide  you  with  coverage  or 
work  as  our  staff  physician.  Call  Dr.  Virginia 
Williams  or  Ms.  Esther  Ashbaugh,  US  800- 
833-3465  (NC  800-672-5770);  or  write  MED- 
STAT, Inc.,  PO  Box  15538,  Durham,  NC 
27704. 

Unique  real  estate  opportunity  — Tax 

credits  and  grants  guarantee  substantial 
profit  and  positive  cash  flow;  Girard  Parkside 
Historical  Properties  Inc.,  3853  W.  Cambridge 
Street,  Philadelphia,  PA  19104.  (215)  382- 
0413. 

Scottsdale  Arizona  — Family  physician  retir- 
ing after  17  years.  Fully  equipped  1400 
square  foot  free  standing  building.  Gross  in- 
come $323,000/year  (1982-1986).  Ideal  cli- 
mate in  one  of  the  most  beautiful  cities  in 
America.  Write  to:  James  S.  Beck,  MD,  8531 
E.  San  Miguel,  Scottsdale,  Arizona  85253. 
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The  Medical  Practice  Act  of  1985 


part  IX — Implementing  the  regulations  for  non-physician  health  care  professionals 

jjohn  H.  Moyer,  MD,  DSc 

i 

The  first  part  of  Part  IX  appeared  in  the  January  1988 
issue.  It  looked  at  the  regulations  affecting  certified 
registered  nurse  practitioners,  and  the  practices  of 
midwifery  and  acupuncture.  This  final  section  exam- 
ines the  regulations  regarding  the  delegation  of  medi- 
cal care  to  physician  assistants  and  allied  health  care 
providers. 


D.  Physician  assistants* 

The  Physician  assistant  regulations 
have  been  recodified  and  are  essentially 
the  same  as  the  original  regulations  im- 
plementing the  certification  of  physi- 
cian assistants. 

1.  General  provisions.  The  Medical 
Practice  Act  of  1985  provides  for  more 
economical  utilization  of  certain  skills 
of  physicians  by  enabling  them  to  dele- 
gate certain  medical  tasks  to  qualified 
physician  assistants  when  such  delega- 
tion is  consistent  with  the  patient’s 
health  and  welfare. 

2.  Definitions.  The  following  words 
and  terms,  when  used  in  this  section, 
have  the  following  meanings,  unless  the 
context  clearly  indicates  otherwise: 

a.  Direct  supervision.  The  physical  pres- 
ence of  the  supervising  physician  on  the 
premises  so  that  the  supervising  physi- 
cian is  immediately  available  to  the 
physician  assistant  when  needed. 

b.  NCCPA.  The  National  Commission 
on  the  Certification  of  Physician’s  As- 
sistants. 

c.  Protocol.  Written  treatment  instruc- 
tion prepared  by  the  supervising  physi- 
cian for  use  by  the  physician  assistant. 

d.  Satellite  operations.  An  office  or 
cUnic  separate  and  apart  from  the  office 
of  the  supervising  physician  estab- 
hshed  by  the  physician  and  manned  ex- 
clusively by  a physician  assistant. 

e.  Supervising  physician.  A physician 
or  group  of  physicians  licensed  to  prac- 
tice medicine  and  surgery  in  this  Com- 
monwealth who  register  with  the  Board 
and  who  accept  responsibility  for  the 


supervision  of  services  rendered  by 
physician  assistants. 
f Supervision.  The  opportunity  or  abil- 
ity of  the  physician  to  provide  or  exer- 
cise control  and  direction  over  the  ser- 
vices of  physician  assistants.  Constant 
physical  presence  of  the  supervising 
physician  is  not  required  so  long  as  the 
supervising  physician  and  the  physi- 
cian assistant  are  or  can  easily  be  in 
contact  with  each  other  by  radio,  tele- 
phone, or  telecommunications.  Supervi- 
sion requires  the  availabihty  of  the  su- 
pervising physician  to  the  physician 
assistant.  An  appropriate  degree  of  su- 
pervision includes: 

i.  Active  and  continuing  overview  of 
the  physician  assistant’s  activities  to 
determine  that  the  physician’s  direc- 
tions are  being  implemented. 

ii.  Availabihty  of  the  supervising  phy- 
sician to  the  physician  assistant  for 


Dr.  Moyer  is  senior  vice  president  for  profes- 
sional and  educational  affairs  at  Conemaugh 
Valley  Memorial  Hospital,  Johnstown.  He  is 
professor  of  medicine  at  Temple  University 
School  of  Medicine  and  clinical  professor  at 
the  Pennsylvania  State  University  College  of 
Medicine,  Hers  hey.  He  was  a member  of  the 
State  Board  of  Medical  Education  and  Licen- 
sure. Parts  I and  II  of  this  series  appeared  in 
the  April  1986  issue  of  PENNSYLVANIA  MEDI- 
CINE; Part  HI  appeared  in  May  1986;  Part  IV 
was  published  in  September  1986;  Part  V in 
December  1986;  Part  VI  in  March  1987;  Part 
VII  in  July  1987;  and  Part  VHI  in  October 
1987.  The  first  part  of  Part  IX  appeared  in 
the  January  1988  issue. 


necessary  consultations. 

iii.  Personal  and  regular— at  least 
weekly— review  by  the  supervising 
physician  of  the  patient  records  upon 
which  entries  are  made  by  the  physi- 
cian assistant. 

iv.  Periodic— at  least  monthly- 
education  and  review  sessions  dis- 
cussing specific  conditions,  protocols, 
procedures,  and  specific  patients  held 
by  the  supervising  physician  for  the 
physician  assistant  under  his  supervi- 
sion. 

3.  Physician  assistant  educational 
program.  Standards  for  physician  assis- 
tant education2il  programs  have  been 
developed  coUaboratively  by  the  Ameri- 
can Academy  of  F amily  Physicians,  the 
American  Academy  of  Pediatrics,  the 
American  College  of  Physicians,  the 
American  College  of  Surgeons,  and  the 
American  Society  of  Internal  Medicine. 
These  organizations  and  the  American 
Academy  of  Physician’s  Assistants 
sponsor  the  Joint  Review  Committee  on 
Educational  Programs  for  Physician 
Assistants.  The  Committee  receives 
and  evaluates  apphcations  for  program 
accreditation  on  the  basis  of  estabhshed 
essentials.  The  Committee  on  Allied 
Health  Education  and  Accreditation  of 
the  American  Medical  Association  ac- 
credits programs  upon  recommenda- 
tion from  the  Joint  Review  Committee. 

Physician  assistant  educational  pro- 
grams approved  and  accredited  by  the 
Committee  on  Allied  Health  Education 
and  Accreditation  of  the  American  Med- 
ical Association  will  be  approved  and 
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certified  by  the  Medical  Board.  Gradu- 
ates of  these  programs  are  eligible  to  sit 
for  the  NCCPA  examination. 

The  criteria  for  certification  by  the 
Medical  Board  of  physician  assistant 
educational  programs  will  be  identical 
to  the  essentials  developed  by  the  vari- 
ous organizations  or  other  accrediting 
agencies  approved  by  the  Board. 

4.  Listing  of  certified  physician  assis- 
tant educational  programs.  The  Board 
is  required  to  maintain  a current  regis- 
ter of  the  programs  meeting  the 
Board’s  criteria  for  physician  assistant 
accredited  education.  The  register  lists 
the  fuU  name  of  the  program,  the  insti- 
tution of  which  it  is  a part,  the  program 
director,  the  address,  and  the  date  of  ac- 
creditation. 

5. Criteria  for  certification  as  a physi- 
cian assistant,  a.  The  Board  will  ap- 
prove for  certification  as  a physician  as- 
sistant an  applicant  who: 

i.  Is  of  good  character  and  reputation. 

ii.  Has  been  graduated  from  a physi- 
cian assistant  training  program  certi- 
fied by  the  Board. 

iii.  Has  submitted  a completed  appli- 
cation together  with  the  required  fee, 
under  §16.13  (relating  to  licensure, 
certification,  examination,  2uid  regis- 
tration fees).'® 

iv.  Has  passed  the  national  certifying 
examination  developed  by  the 
NCCPA  or  another  national  board  ap- 
proved by  the  Board  by  resolution, 

b.  The  Board  will  approve  for  certifi- 
cation as  a physician  assistant  an  appli- 
cant who  made  application  for  certifica- 
tion prior  to  January  1,  1981,  but  has 
not  graduated  from  a Board  certified 
training  program  if  the  applicant: 

i.  Is  of  good  character  and  reputation. 

ii.  Has  a high  school  diploma  or  an 
equivalency  certificate. 

iii.  Has  met  the  clinical  experience  re- 
quirements of  the  NCCPA  and  has 
qualified  to  sit  for  and  has  passed  the 
national  certifying  examination  de- 
veloped by  the  NCCPA.  To  qualify  for 
the  examination,  the  applicant’s  em- 
ployment history  must  be  verified  by 
the  NCCPA  in  cooperation  with  the 
Board  and  shall  be  evaluated  by  the 
NCCPA  in  relation  to  specific  work 
criteria. 

iv.  Has  submitted  an  application  to- 
gether with  the  required  fee  under 
§16.13  of  the  physician  assistant  reg- 
ulations.'®'®  This  apphcation  requires 
detailed  information  regarding  the 


applicant’s  education  and  work  expe- 
rience. 

c.  Applications  for  certification  as  a 
physician  assistant  by  the  Board  may 
be  obtained  by  writing  the  Harrisburg 
office  of  the  Board. 

6.  Physician  assistant  status  pending 
examination  results.  A physician  assis- 
tant who  has  met  the  formal  education 
and  training  requirements  for  certifica- 
tion and  who  is  scheduled  for  the  next 
available  administration  of  the  NCCPA 
examination  may  lawfully  perform  ser- 
vices as  a physician  assistant  pending 
receipt  of  the  ex^unination  results  if  he 
performs  services  only  under  the  direct 
supervision  of  a supervising  physician 
and  is  not  permitted  to  prescribe  or  dis- 
pense drugs  prior  to  certification.  Viola- 
tions of  the  restrictions  on  practice  set 
forth  constitute  a basis  for  denial  of  cer- 
tification as  a physician  assistant. 

Restrictions  apply  to  the  period  of 
time  extending  from  graduation  from  a 
certified  program  through  the  next  ad- 
ministration of  the  NCCPA  examina- 
tion and  the  receipt  of  examination 
results.  An  applicant  who  fails  the  ex- 
amination must  cease  from  performing 
services  as  a physician  assistant  until 
he  obtains  certification.  A physician  as- 
sistant who  continues  to  perform  be- 
yond this  period  without  certification 
shall  be  subject  to  prosecution  for  prac- 
ticing medicine  without  a hcense. 

7.  Criteria  for  registration  as  supervis- 
ing physician,  a.  The  Board  will  ap- 
prove for  registration  as  a supervising 
physician  an  applicant  who: 

i.  Possesses  a current  unrestricted  li- 
cense to  practice  medicine  and  sur- 
gery in  this  Commonwealth  and 
whose  license  is  in  good  standing. 

ii.  Has  submitted  a completed  appli- 
cation together  with  the  required  fee 
under  §16.13  (relating  to  licensure, 
certification,  examination,  and  regis- 
tration fees).'® 

iii.  Has  submitted  a statement  that 
he  wdl  direct  and  exercise  supervision 
over  his  physician  assistants  and  rec- 
ognizes that  he  retains  full  profes- 
sional and  legal  responsibility  for  the 
performance  of  his  physician  assis- 
tant and  the  care  and  treatment  of  his 
patients. 

b.  If  the  applicant  supervising  physi- 
cian plans  to  utilize  physician  assis- 
tants in  satellite  operations,  he  must 
provide  the  Board  with  supplemental 
information  for  specific  approval. 

c.  Apphcations  for  registration  as  a 
supervising  physician  may  be  obtained 
by  writing  to  the  Harrisburg  office  of 


the  Board. 

8.  Approval  and  effect  of  certification 
of  physician  assistants  and  registration 
of  supervising  physicians;  registers 
maintained,  a.  Upon  approval  of  the  ap- 
plications, the  Board  will  issue  the  fol- 
lowing: 

i.  A physician  assistant  certificate 
that  recognizes  that  the  applicant  is 
competent  to  perform,  under  appro- 
priate supervision,  those  duties  and 
functions  permitted  and  specifically 
delegated  to  him  by  his  supervising 
physician  and  so  indicated  in  his  ap- 
plication to  the  Medical  Board.  The 
certificate  is  subject  to  biennial  re- 
newal, and  the  appropriate  fee  must 
be  paid  to  maintain  current  certifica- 
tion under  §16.13  (relating  to  licen- 
sure, certification,  examination,  and 
registration  fees).®® 

ii.  A supervising  physician  registra- 
tion certificate  that  recognizes  that 
the  applicant  physician  has  met  the 
requirements  of  a supervisor  physi- 
cian. The  registration  certificate  au- 
thorizes the  supervising  physician  to 
utilize  the  services  of  physician  assis- 
tants under  specified  conditions.  The 
registration  does  not  require  renewal. 

b.  Only  a physician  assistant  who  is 
certified  as  a physician  assistant  by  the 
Board  may  assist  a physician  or  group 
of  physicians  in  the  provision  of  medical 
Ccu-e  or  services  under  supervision. 

c.  Only  a physician  registered  with 
the  Board  or  specially  approved  by  the 
Board  may  use  the  services  of  physician 
assistants.  A physician  assistant  must 
have  a clesu-ly  identified  supervising 
physician  who  is  professionally  ^md  le- 
gally responsible  for  the  physician  as- 
sistant’s services.  A supervising  physi- 
cian may  only  supervise  two  physician 
assistants.  When  a physician  assistant 
is  employed  by  a supervising  physician 
who  is  a member  or  an  employee  of  a 
professioanl  corporation  or  partnership 
or  a professional  corporation,  the  super- 
vising physician  is  not  relieved  of  the 
professional  corporation  or  partnership 
the  care  and  treatment  of  persons  at- 
tended by  the  physician  assistant  under 
his  supervision. 

d.  The  Medical  Board  keeps  a current 
register  of  persons  certified  as  physi- 
cian assistants.  The  register  includes 
the  name  of  each  physician  assistant, 
his  place  of  residence,  his  current  busi- 
ness address,  the  date  of  initial  certifi- 
cation, biennial  renewal  record,  and  cur- 
rent supervising  physician.  This 
register  is  available  for  public  inspec- 
tion. 
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A better  altern^ve 
for  hypertensive^ho 


5pare  your  patients  the  extra  cost 
in  calories,  sodium  and  doliars. 

L 5pare  your  patients  the  rigors  of 
■ dietary  f\+ supplementation. 


25 mg  tlydrochlorothiazide/SOmg  Triamterene/5hsr 


Effective  antihypertensive* 
therapy...wi^out 
bananas 

DAM/ 

•cmziDe'As  wRinm 


* Not  tonnitiBi  therapy  See  bne!  summary 

without  a history  of  allergy  or  trronchial  asthma.  Possible 
exacerbation  or  activation  of  systemic  lupus  erythematosus  has 
been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  ot  the  hydrochlorothiazide 
component  of  'OyaZide  ' is  about  50%  of  the  bioavailabitity  of  the  • 
single  entity.  Theoretically,  a patient  transferred  from  the  single  • 
entities  of  triamterene  and  hydrochlorothiazide  may  show  an 
increase  in  blood  pressure  or  fluid  retention.  Similarly,  it Js  also 
possible  lhai  the  lesser  hydrochlorothiazide  bloavailability  could: 
lead  to  increased  serum  potassium  levels.  However,  extensive 
clinical  experience  with  ’Dyazide’ suggests  that  these  conditions 
have  hot  been  commonly  observed  in  Cilhicaipratitice.  Ahgib- 
tensin-converting  enzyme  (ACE)  inhibitors  can  elevate  serum 
potassium:  use  with  caution  with  'Dyazide Do  periodic  serum 
electrolyte  determinations  (particularly  important  inpatients: 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during 
concurrent  use  with  amphotericin  B or  corticosteroids  or 
corticotropiniACTHj).  Periodic  BUN  and  serum  creatinine:, 
determinations  should  be  made,  especially  In  the  elderly,  diabetics 
or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulabveeffects.of  the  drug  may  develop  in  patients  With  . 
impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function!  They  can  precipitate  coma 
in  patients  with  severe  liver  disease.  Observe  regularly  for  possible 
blood  dyscrasias.  liver  darnage,  Other  idiosyncratic  reactions:  , 
Blood  dyscrasias  have  been  reported  in  patients  receiving 
triamterene,  and  leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  and  hemolytic  anemia  have  been  reported  with 
thiazides.  Thiazides  may  cause  manifeslation  of  latent  diabetes 
metlitus.  The  effects  of  oral  anticoagulants  may  be  decreased 
when  used  concurrently  with  hydrochlorothiazide:  dosage 
adjustments  may  be  necessary.  Clinically  insignificant  reductions 
in  arterial  responsiveness  to  norepinephrine  have  been  reported. 
Thiazides  have  also  been  shown  to  increase  the  paralyzing  effect 
oi  nondepolarizing  muscle  relaxanis  such  as  tubocurarine. 
Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic  blood 
studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  In  post-sympathectomy  patients.  Use  cau- 
tiously in  surgical  patients.  Triamterene  has  been  found  in  renal 
stones  in  association  with  the  other  usual  calculus  components. 
Therefore:  'Dyazide ' should  be  used  with  caution  in  patients  with 
histories  ol  stone  tormalion.  A tew  occurrences  of  acute  renal 
failure  have  been  reported  m patients  on  'Dyazide ' when  treated 
with  mdomethacm.  Therefore,  caution  is  advised  in  administering 
nonsteroidal  anti-inflammatory  agents  with  'Dyazide  '.  The 


following  may  occur:  transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetk  insulin  requirements  may. 
he  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in 
hypokalemia),  decreasing  alkali  reserve  with  possible  metabolic 
.acidosis.  'Dyazide': interferes  with  fhiorescenf  measurement  ot 
quinidme.  Hypokalemia  is  uncommon  with  'Dyazide',  but  should  It 
develop,  corrective  measures  should  be  taken  such  as  polassium 
supplementation  or  increased  dietary  intake  ot potassiuhi-ricb 
foods.  Corrective  iheasureS.Should  be  instituted  cautiously  and 
serum  potassiurri  levels  deleritiined.  Discontinue  corrective 
measures  and  'Dyazide ' should  laboratory  values  reveal  elevated 
serumpotassium.  Chloride  deficit  may  dccutas  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase 
the  risk  of  severe  hyponatremia.  Serum  FBI  levels  may  decrease 
Without  signs  of  thyroid  disturbance.  Calcium  excretion  is. 
decreased  by  thiazides.  'Dyazide' should  be  withdrawn  before 
conducting  tests  for  parathyroid  function.  Thiazides  may  add  to  or 
potentiate  the  action  p.f  other  antihypertensive  drugs:  Diuretics 
reduce  renal  clearance  ot  iilhium  and  increase  the  risk  ol  lithium 
toxicity: 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry. mouth:  anaphylaxis,  rash,  urticaria,  photosensi- 
tivity, purpura,  other  dermatological  conditions:  nausea  and 
vomiting,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances: posturai  hypotension  (may  be  aggravated  by  alcohol, 
barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including 
pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone. 
Triamterene  has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  eomponents.  Rare  incidents  ot  acute 
interstitial  nephritis  have  been  reported.  Impotence  has  been 
reported  in  a lew  patients  on  ‘Dyazide '.  although  a causal 
relationship  has  not  been  estahllshed. 

Supplied:  'Dyazide ' Is  supplied  as  a red  and  while  capsule,  la 
bottles  ol  1000  capsules:  Single  Unit  Packages  (unll-dase)  of  ■ 
100  (intended  lor  institutional  use  only):  In  Patient-Pak”"  unit- 
ot-use  bottles  of  100. 

BRS-DZ.L45 


Before  prescribing,  see  complete 
prescribing  inlormation  in 
SKSFCO.  literature  or  PDR. 
The  foltowing  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension.  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management.  Treatment  of  hypertension  and  edema 
IS  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amiloride.  Further  use 
in  anuria,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs. 

Warnings:  Go  not  use  polassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake  of 
potassium  Is  markedly  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia  can 
occur  and  has  been  associated  with  cardiac  irregularities:  It  is 
more  likely  in  the  severely  ill.  with  urine  volume  less  than  one  liter/ 
day.  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency  Periodically,  serum  K'  levels  should  be  determined, 
it  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict  /f' 
intake.  Associated  widened  QRS  complex  or  arrhythmia 
requires  prompt  additional  therapy.  Thiazides  cross  the  placenta! 
barrier  and  appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benelits  against  possible  hazards,  including 
fetal  orneonatal  jaundice,  thrombocytopenia,  other  adverse 
reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  m breast  milk  If  their  use  is  essential,  the  patient  should 
stop  nursing.  Adequate  information  on  use  in  children  is  not 
available  Sensitivity  reactions  may  occur  in  patients  with  or 
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e.  The  Board  also  keeps  a current  reg- 
ister of  approved  registered  supervising 
physicians.  The  register  includes  the 
physician’s  name,  the  address  of  resi- 
dency, current  business  address,  the 
date  of  approval,  satellite  operations,  if 
applicable,  and  the  names  of  current 
physician  assistants  under  his  supervi- 
sion, and  of  physicians  willing  to  pro- 
vide substitute  supervision.  This  regis- 
ter is  available  for  public  inspection. 

9.  Biennial  renewal  of  physician  assis- 
tant certification;  failure  to  maintain 
national  certification.  To  be  eligible  for 
renewal  of  physician  assistant  certifica- 
tion, the  physician  assistant  must 
maintain  his  national  certification  by 
the  NCCPA,  which  requires  recertifica- 
tion and  periodic  successful  completion 
of  continued  competency  reexamina- 
tion. 

b.  A physician  assistant  who  fails  to 
renew  certification  and  who  continues 
to  practice  in  this  commonwealth  with  a 
lapsed  certification  is  required  to  pay 
delinquent  renewal  fees  and  may  be 
subject  to  criminal  prosecution.  Upon 
summary  conviction,  the  physician  as- 
sistant may  be  sentenced  to  pay  a fine 
of  not  less  than  $100  and  not  more  than 
$500. 

10.  Physician  assistant  utilization. 
The  physician  assistant  should,  under 
appropriate  direction  and  supervision 
by  a physician,  augment  the  physician’s 
data  gathering  abilities  to  assist  the  su- 
pervising physici^m  in  reaching  deci- 
sions and  instituting  care  plans  for  the 
physician’s  patients.  The  physician  as- 
sistant should  have,  as  a minimum,  the 
knowledge  and  competency  to  perform 
the  functions  hsted  below  and  may  un- 
der appropriate  supervision  perform 
them.  This  list  is  not  intended  to  be  spe- 
cific or  all-inclusive,  and  the  services 
that  the  physician  assistant  will  be  cer- 
tified to  perform  must  be  specifically 
identified  for  each  physician  assistant. 

a.  Screen  patients  to  determine  need  for 
medical  attention. 

b.  Review  patient  records  to  determine 
heeilth  status. 

c.  Teike  a patient  history. 

d.  Perform  a physical  examination. 

e.  Perform  developmental  screening  ex- 
amination on  children. 

f.  Record  pertinent  patient  data. 

g.  Make  decisions  regarding  data  gath- 
ering and  appropriate  management  and 
treatment  of  patients  being  seen  for  the 
initial  evaluation  of  a problem  of  the 


follow-up  evaluation  of  a previously  di- 
agnosed and  stabilized  condition. 

h.  Prepare  patient  summaries. 

i.  Initiate  requests  for  commonly  per- 
formed initial  laboratory  studies. 

j.  Collect  specimens  for  and  carry  out 
commonly  performed  blood,  urine,  and 
stool  analyses  and  cultures. 

k.  Identify  normal  and  abnormal  find- 
ings on  history,  physical  examination, 
and  commonly  performed  laboratory 
studies. 

l.  Initiate  appropriate  evaluation  and 
emergency  management  for  emergency 
situations,  for  example,  cardiac  arrest, 
respiratory  distress,  injuries,  burns, 
and  hemorrhage. 

m.  Perform  clinical  procedures  such  as: 

i.  Venipuncture 

ii.  Intradermal  tests 

iii.  Electrocardiogram 

iv.  Care  and  suturing  of  minor  lacera- 
tions 

V.  Casting  and  splinting 

vi.  Control  of  external  hemorrhage 

vii.  Application  of  dressings  and  ban- 
dages 

viii.  Administration  of  specified  medi- 
cation and  intravenous  fluids  and 
transfusions  of  blood  and  blood  com- 
ponents 

ix.  Removal  of  superficial  foreign 
bodies 

X.  Cardiopulmonsuy  resuscitation 

xi.  Audiometry  screening 

xii.  Visual  screening 

xiii.  Carrying  out  aseptic  and  isola- 
tion techniques 

xiv.  Prepare  vein  grafts  for  open 
heart  surgery*® 

n.  Provide  counseling  and  instruction 
regarding  common  patient  problems. 

o.  Provide  such  other  diagnostic  and 
therapeutic  procedure  as  may  be  identi- 
fied by  the  physician  assistant  and  his 
supervising  physician  and  approved  by 
the  Medical  Boeird. 

General  principles  regarding  delega- 
tion. The  tasks  physician  assistants 
may  perform  are  those  requiring  techni- 
cal skills,  execution  of  standing  orders, 
routine  patient  care  tasks,  and  diagnos- 
tic and  therapeutic  procedures  that  the 
supervising  physician  may  wish  to  dele- 
gate to  the  physician  assistant  after  the 
supervising  physician  has  satisfied  him- 
self as  to  the  ability  and  competency  of 
the  physician  assistant.  The  supervis- 
ing physician  may,  with  regard  to  the 
safety  of  the  patient  and  in  keeping 
with  sound  medical  judgment  and  usual 
and  acceptable  stemdards  of  care,  dele- 
gate those  procedures  and  other  tasks 
that  are  usually  performed  within  the 


normal  scope  of  the  supervising  physi- 
cian’s practice  subject  to  the  limita- 
tions set  forth  in  these  regulations,®  the 
Act,®  and  the  training  and  expertise  of 
the  physician  assistant. 

11.  Prohibitions,  a.  A supervising 
physician  may  not  permit  a physician 
assistant  to  independently  practice 
medicine.  Supervision  shall  be  main- 
tained at  all  times.  The  supervising 
physician  may  not  delegate  tasks  to  his 
physician  assistant  that  the  physician 
himself  c2umot  carry  out  in  accordance 
with  usual  and  acceptable  standards  of 
medical  care. 

b.  A physician  assistant  may  not: 

i.  Maintain  or  manage  an  office  sepa- 
rate and  ap^u•t  from  the  supervising 
physician’s  primary  office  for  treat- 
ing patients  unless  the  Board  has 
granted  the  supervising  physician 
specific  permission  to  establish  a sat- 
ellite operation  by  the  Medical  Board. 

ii.  Independently  bill  patients  for  ser- 
vices provided. 

iii.  Independently  delegate  a task  as- 
signed to  him  by  his  supervising  phy- 
sician to  another  individual. 

iv.  List  his  name  independently  in  a 
telephone  directory  or  other  directory 
for  public  use,  using  the  title  “Physi- 
cian Assistemt’’  or  “P.A.”  or  another 
term  that  would  indicate  that  he  is  a 
physicism  assistant. 

V.  Perform  acupuncture, 
vi.  Pronounce  a patient  dead. 

12.  Documentation  and  protocols  re- 
quired. The  supervising  physician  must 
monitor  and  supervise  the  activities  of 
the  physician  assistant  and  require  doc- 
umentation including  organized  medi- 
cal records  with  symptoms,  pertinent 
physical  findings,  impressions,  and 
treatment  plans  indicated.  The  super- 
vising physician  must  provide  written 
protocols  for  the  physician  assistant  to 
use  in  the  performance  of  delegated 
tasks.  Established  protocols  shall  be 
available  for  pubhc  inspection  upon  re- 
quest and  may  be  reviewed  by  the  Med- 
ical Board  as  required. 

13.  Supervision  of  physician  assistant 
in  absence  of  supervising  physician.  If 
the  registered  supervising  physician  is 
unavailable  to  aid  the  physician  assis- 
tant when  required,  the  registered  su- 
pervising physician  may  not  delegate 
patient  care  to  his  physician  assistant 
unless  he  has  made  appropriate  ar- 
rangements for  substitute  supervision. 

The  supervising  physician  must  pro- 
vide the  names  of  two  physicians  who 
are  willing  to  assume  the  supervising 
responsibilities  in  his  absence.  The  su- 
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pervising  physician  will  be  notified  by 
the  Board  upon  issuance  of  his  registra- 
tion whether  his  delegated  substitutes 
are  acceptable  to  the  Board.  Substitute 
supervision  may  be  provided  by  em- 
other  registered  supervising  physician 
without  the  need  to  notify  the  Board  so 
long  as  the  substitution  is  documented 
by  the  registered  supervising  physician. 
It  is  the  responsibility  of  the  designated 
supervising  physician  to  insure  that  su- 
pervision is  maintained  in  his  absence. 
Failure  to  do  so  may  provide  grounds 
for  revocation  of  his  registration  as  a 
supervising  physician. 

14.  Physician  assistants  and  satellite 
operations,  a.  No  physician  assistant 
may  be  permitted  to  be  utilized  in  an  of- 
fice or  clinic  separate  and  apart  from 
the  supervising  physician’s  primary 
place  for  meeting  patients  unless  the 
supervising  physician  has  obtained  spe- 
cific approval  from  the  Medical  Board. 
A supervising  physician  may  supervise 
only  one  satellite  operation.  The  criteria 
for  granting  approval  is  that  the  super- 
vising physician  demonstrate  the  fol- 
lowing to  the  satisfaction  of  the  Board. 

i.  That  the  physician  assistant  will  be 
utilized  in  a designated  manpower 
shortage  area. 

ii.  That  there  is  adequate  provision 
for  direct  communication  between  the 
physician  assistant  and  the  supervis- 
ing physician  and  that  the  distance 
between  the  main  office  and  the  satel- 
lite operation  is  not  so  great  as  to  pro- 
hibit or  impede  appropriate  emer- 
gency services. 

iii.  That  provision  is  made  for  the  su- 
pervising physician  to  see  each  regu- 
lar patient  periodically. 

iv.  That  the  supervising  physician 
visit  the  remote  office  at  least  weekly 
and  demonstrate  that  he  spends 
enough  time  on-site  to  provide  super- 
vision and  personally  review  the  rec- 
ords of  each  patient  seen  by  the  phy- 
sician assistant  in  this  setting. 

b.  Appropriate  records  of  supervisory 
contact  shall  be  maintained  and  avail- 
able for  Board  review  if  required.  Fail- 
ure to  maintain  the  standards  required 
for  an  operation  under  the  criteria  listed 
above  may  result  in  the  loss  of  the  privi- 
lege to  maintain  a satellite  operation 
and  in  the  revocation  of  the  supervising 
physician’s  registration  and  license. 

15.  Monitoring  and  review  of  physi- 
cian assistant  utilization,  a.  Designated 
representatives  of  the  Board  will  be  au- 
thorized to  make  on-site  visits  to  the  of- 
fice of  registered  supervising  physi- 
cians and  medical  care  facilities 


utilizing  physician  assistants  to  review 
the  following: 

i.  Supervision  of  physician  assistcmts. 

ii.  Maintenamce  of  protocols  and  com- 
pliance with  them. 

iii.  Utilization  in  conformity  with  this 
subchapter. 

iv.  Identification  of  physician  assis- 
tant. 

V.  Compliance  with  certification  and 
registration  requirements. 

b.  Reports  must  be  submitted  to  the 
Board  and  become  a permanent  record 
under  the  supervising  physician’s  regis- 
tration. Reported  deficiencies  shall  be 
reviewed  by  tbe  Board  and  may  provide 
a basis  for  disciplinary  action  against 
the  certification  of  the  physician  assis- 
tant and  the  license  or  registration,  or 
both,  of  the  supervising  physician. 

c.  The  Board  will  review  physician  as- 
sistant utilization  and  will  conduct  on- 
site inspections  without  prior  notice  to 
either  the  physician  assistcmt  or  the 
registered  supervising  physician.  A su- 
pervising physician  who  refuses  to  un- 
dergo a review  by  the  Board  is  in  viola- 
tion of  the  regulation. 

16.  Physician  assistants  and  prescrib- 
ing and  dispensing  drugs.  Author's 
Comment.  Unfortunately,  the  original 
physician  assistant  legislation  required 
that  the  Physician  Assistant  Formu- 
lary be  jointly  approved  by  the  Medical 
Board  and  the  Pharmacy  Board. 

A formulsiry  was  developed  through 
consultation  with  approximately  30 
pharmacists  including  hospital  phcirma- 
cists,  practicing  pharmacists,  and  phar- 
macists from  the  pharmacy  schools. 
The  recommendations  were  submitted 
to  all  departments  of  pharmacology  in 
each  of  the  medical  schools  in  the  State 
for  review  prior  to  approval  of  the  final 
recommendations  of  the  Medical  Board. 
The  physician  assistant  consultants  re- 
viewed these  recommendations  and 
submitted  their  input  to  the  Medical 
Board  as  well. 

All  drugs  that  were  thought  inappro- 
priate for  use  by  a physician  assistant 
were  deleted  from  the  State-approved 
formulary,  and  this  abridged  formulary 
was  to  become  the  Physician  Assistant 
Formulary.  From  this  formulary,  each 
supervising  physician  and  his  physi- 
cian assistant  would  individually  select 
and  submit  the  list  of  only  those  drugs 
that  the  specific  physician  assistant 
was  capable  of  using  both  by  experience 
and  training;  and  this  approved  list 
would  be  maintained  on  file  in  the  Medi- 
cal Board  office  for  each  physician  as- 
sistant along  with  the  physician  assis- 


tant’s certification  information.  Each 
physician  assistant  would  be  required 
to  have  the  drugs  for  which  he  was  ap- 
proved printed  on  the  back  of  the  pre- 
scription blank  utilized  by  that  physi- 
cian assistant  and  his  supervising 
physician  so  that  the  supplier  pharma- 
cist would  have  a ready  check  on  each 
prescription  filled  regarding  the  drugs 
approved  for  each  physician  assistant. 
Unfortunately,  the  Pharmacy  Board 
consistently  rejected  this  provision  as 
approved  by  the  Medical  Board;  be- 
cause joint  approval  was  required  by 
law,  this  provision  was  never  imple- 
mented. The  Medical  Practice  Act  of 
1985  overcomes  this  problem  and  spe- 
cifically indicates  that  the  formulary  to 
be  used  by  the  physician  assistants 
must  be  approved  by  the  Medical 
Board  in  consultation  with  the  Phar- 
macy Board  but  does  not  require  Phar- 
macy Board  approval.  This  has  not  as 
yet  been  addressed  by  the  Medical 
Board  but  should  be  in  the  immediate 
future. 

17.  Physician  assistants  and  medical 
care  facilities,  a.  Medical  care  facilities 
are  not  required  to  accept  physici2m  as- 
sistants or  to  use  them  within  their 
premises.  It  is  appropriate  for  the  phy- 
sician assistant  to  provide  services  to 
the  hospitalized  patients  of  his  super- 
vising physician,  under  the  supervision 
of  that  physician,  if  the  medical  care  fa- 
cility permits  it. 

b.  The  medical  staff  of  the  facility 
should  recommend  to  the  facUity’s  gov- 
erning authority  the  estabhshment  of  a 
standing  committee  to  develop  stan- 
dards and  procedures  for  physician  as- 
sistants if  they  are  consistent  with  phy- 
sician assistant  utilization  and 
prohibition. 

c.  Physician  assistants  employed  di- 
rectly by  medical  care  facilities  can  per- 
form services  only  under  the  supervi- 
sion of  a clearly  identified  and 
registered  supervising  physician  and 
the  physician  may  supervise  no  more 
than  two  physician  assistants. 

d.  If  the  facility  permits,  a physician 
assistant  may: 

i.  Assess  and  record  the  patient’s 
progress  within  the  parameters  of  an 
estabhshed  protocol  or  regimen  and 
report  the  patient’s  progress  to  the 
supervising  physician. 

ii.  Make  entries  on  medical  records 
and  patient  charts  if  an  appropriate 
mechanism  is  established  for  authen- 
tication by  the  physician  through 
countersignature. 

18.  Physician  assistants  and  emer- 
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gency  departments.  A physician  assis- 
tant may  provide  medical  care  or  ser- 
vices in  an  emergency  department  so 
long  as  he  has  training  in  emergency 
medicine,  functions  under  specific  pro- 
tocols that  govern  his  performance,  and 
is  under  the  direct  supervision  of  a phy- 
sician with  whom  he  has  ready  contact 
and  who  is  willing  to  assume  full  re- 
sponsibility for  the  physician  assis- 
tant’s performance.  A physician  assis- 
tant may  not  substitute  for  a physician 
who  is  on  call  in  the  emergency  depart- 
ment. 

19.  Institutional  medical  care  facility 
committee;  committee  determination  of 
standard  policies  and  procedures.  In 
those  medical  care  facilities  providing 
services  in  which  the  practice  of  physi- 
cian assistants  involves  the  acts  of 
medical  diagnosis  or  prescription  of 
medical  therapeutic  or  corrective  mea- 
sures, there  must  be  a committee  whose 
function  is  to  establish  standard  poli- 
cies and  procedures  in  each  area  of  prac- 
tice, in  writing,  pertaining  to  the  scope 
and  circumstances  of  the  practice  of 
physician  assistants  in  the  medical 
management  of  the  patient. 

The  committee  serves  as  a policy 
making  body  and  as  an  advisory  and  in- 
terpretative body  to  the  various  staffs 
of  medical  care  facility.  The  committee 
shall  include  representation  from  the 
medical  staff,  the  nursing  staff,  the  ad- 
ministration, and  the  physician  assis- 
tant staff. 

20.  Review  and  acceptance  of  stan- 
dard policies  and  procedures  by  the 
committee.  The  standard  policies  and 
procedures  shall  be  reviewed  and  ac- 
cepted by  the  committee  at  least  annu- 
ally and  at  other  times  as  necessary. 

21.  Physician  assistant  requirements 
in  employment,  a.  No  physician  assis- 
tant may  render  medical  services  to  a 
patient  until  the  patient  has  been  in- 
formed of  the  following: 

i.  That  the  physici^m  assistant  is  not 
a physician. 

ii.  That  the  physician  assistant  may 
perform  the  service  required  as  an 
employee  of  the  physician  and  as  di- 
rected by  the  supervising  physician. 

iii.  That  the  patient  has  the  right  to 
be  treated  by  the  physician  if  the  pa- 
tient desires. 

b.  It  is  the  supervising  physician’s  re- 
sponsibility to  be  alert  to  patient  com- 
plaints concerning  the  type  or  quality 
of  services  provided  by  the  physician 


assistant. 

c.  In  the  supervising  physician’s  of- 
fice and  satellite  operations,  a notice 
plainly  visible  to  patients  must  be 
posted  in  a prominent  place  explaining 
the  meaning  of  the  term  “physician  as- 
sistant.’’ The  supervising  physician 
must  display  his  registration  to  super- 
vise in  his  office.  The  physician  assis- 
tant’s certificate  shall  be  prominently 
displayed  in  the  office  and  the  satellite 
operation.  Duphcate  certificates  may  be 
obtained  from  the  Board  if  required. 

d.  The  physician  assistant  must  wear 
an  identification  tag  that  uses  the  term 
“Physician  Assistant,”  in  16  point  type 
or  larger. 

22.  Notification  of  changes  in  employ- 
ment. The  physician  assistant  is  re- 
quired to  notify  the  Board  of  changes  in 
employment  within  30  days.  The  physi- 
cian assistant  shall  provide  the  Board 
with  his  new  address  of  residence,  ad- 
dress of  employment,  and  name  of  reg- 
istered supervising  physician.  The  su- 
pervising physician  is  required  to  notify 
the  Boeird  of  changes  in  his  employ- 
ment of  physician  assistants  within  30 
days.  He  must  provide  the  Board  with 
the  name  of  the  new  physician  assistant 
or  deletions  that  should  be  noted  on  the 
Board’s  records.  Failure  to  notify  the 
Board  of  changes  in  employment  may 
provide  a basis  for  disciplinary  action 
against  the  supervising  physician’s  li- 
cense or  the  physician  assistant’s  certif- 
icate. 

23.  Discipline — grounds  for  com- 
plaints. The  bases  upon  which  the 
Board  may  take  disciplinary  action 
against  the  certification  of  a physician 
assistant  are  set  forth  in  section  41  of 
the  Medical  Practice  Act.®  A complaint 
against  a physician  assistant  must  al- 
lege that  the  physician  assistant  is  per- 
forming tasks  in  violation  of  statute, 
regulation,  or  good  and  acceptable  stan- 
dards of  practice  of  physician  assis- 
tants. Grounds  include  those  specifi- 
cally enumerated  in  section  41  of  the 
act.  Unprofessional  conduct  includes 
but  is  not  limited  to  the  following: 

a.  Misrepresentation  or  concealment  of 
a material  fact  in  obtaining  a certificate 
or  a reinstatement  thereof. 

b.  Commission  of  an  offense  against  the 
statutes  of  the  Commonwealth  relating 
to  the  practice  of  physician  assistants 
or  regulations  adopted  thereunder. 

c.  Commission  of  an  act  involving  moral 
turpitude,  dishonesty,  or  corruption 
when  the  act  directly  or  indirectly  af- 
fects the  health,  welfsire,  or  safety  of  cit- 
izens of  this  Commonwealth.  If  the  act 


constitutes  a crime,  conviction  thereof 
in  a criminal  proceeding  may  not  be  a 
condition  precedent  to  disciplinary 
action. 

d.  Conviction  of  a felony,  defined  as 
such  under  the  statutes  of  the  Common- 
wealth or  under  the  statutes  of  another 
state,  territory,  or  country. 

e.  Misconduct  in  practice  as  a physician 
assistant  or  performing  tasks  fraudu- 
lently, beyond  authorized  scope,  with  in- 
competence, or  with  negligence  on  a 
particul^lr  occasion  or  negligence  on  re- 
peated occasions. 

f.  Performsmce  of  tasks  as  a physician 
assistant  while  the  ability  to  do  so  is  im- 
paired by  alcohol,  drugs,  physical  dis- 
ability, or  mental  instability. 

g.  Impersonation  of  a licensed  physi- 
cian or  another  certified  physician  assis- 
tant. 

h.  Offering,  undertaking,  or  agreeing  to 
cure  or  treat  disease  by  a secret 
method,  procedure,  treatment,  or  medi- 
cine; treating  or  prescribing  by  a 
method,  means,  or  procedure  that  the 
physician  assistant  refuses  to  divulge 
upon  demand  of  the  Medical  Board;  us- 
ing methods  or  treatment  that  are  not 
in  accordance  with  treatment  processes 
accepted  by  a reasonable  segment  of 
the  medical  profession. 

i.  Violation  of  a standard  of  professional 
conduct. 

24.  Disciplinary  procedures.  The  dis- 
ciplinary process  and  procedures  set 
forth  in  Chapter  16,  Subchapter  E (re- 
lating to  mediceil  disciplinary  process 
and  procedures)  also  apply  to  discipli- 
nary actions  instituted  against  physi- 
cian assistants  with  the  same  provi- 
sions in  effect  regarding  the  appeal  of 
decisions  made  to  Commonwealth 
Court. 

25.  Termination  of  registration  of  su- 
pervising physician.  The  Board  may 
terminate  or  suspend  a physician’s  ap- 
proval to  supervise  a physician  assis- 
tant for  the  reasons  stated  in  the  Act® 
or  these  regulations.®  Hearings  in  these 
mattters  are  conducted  under  Chapter 
16,  Subchapter  E (relating  to  medical 
disciplinary  process  and  procedures) 
dealing  with  medical  discipline. 

Author's  comment.  Revision  of  these 
regulations  have  been  proposed  and  ap- 
proved by  the  Medical  Board  to  im- 
prove the  function  and  surveillance  of 
physician  assistants.  The  revised  regu- 
lations were  developed  by  an  advisory 
committee  of  three  physicians  and  three 
physician  assistants  acting  as  consul- 
tants to  the  Medical  Board  along  with 
input  from  the  Medical  Board.  These  re- 
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visions  were  reviewed  and  approved  by 
the  Medical  Board  three  times  and  were 
submitted  through  administrative 
channels  between  1982  and  1985.  How- 
ever, despite  the  urgent  need  for  revi- 
sion, they  were  blocked  in  the  pohtical 
process. 

E.  Physician’s  authority  to  delegate 
the  performance  of  a medical  act  to  a 
qualified  physician  extender  who  is 
not  regulated  by  the  state  Board  of 
Medicine. 

1.  Board  policy  on  delegation  of  medi- 
cal actd^  The  Medical  Practice  Act®  pro- 
vides that  “Nothing  in  the  Act  shall  be 
construed  to  prohibit  services  and  acts 
rendered  by  a qualified  physician  assis- 
tant, technician  or  other  aUied  medical 
person  if  such  services  and  acts  are  ren- 
dered under  the  supervision,  direction, 
or  control  of  a Licensed  physician.”  By 
virtue  of  this  provision,  the  Medical 
Board  beheves  that  a medical  service  or 
act  may  be  delegated  by  a physician 
and  performed  by  a qualified  technician 
or  alhed  medical  person,  even  if  the  per- 
formance of  that  service  or  act  is  be- 
yond the  normal  parameters  of  the  al- 
hed medical  practice  regulated  by  the 
Medical  Board,  provided  the  service  or 
act  is  rendered  under  the  supervision, 
direction,  or  control  of  a hcensed  physi- 
cian.'^ 

2.  Definitions.  The  following  terms 
were  adopted  by  the  Medical  Board.*® 
Allied  medical  person.  A person  regu- 
lated by  a Commonwealth  licensing 
board  or  agency  who  is  by  hcense,  certi- 
fication, or  registration  authorized  to 
practice  some  component  of  the  heahng 
arts  with  some  measure  of  indepen- 
dence. 

Physician  extender.  An  alhed  medical 
person,  physician  assistant,  or  techni- 
cian. 

Physician  assistant.  A person  who  is 
specifically  certified  as  a physician  as- 
sistant by  the  Medical  Board.  A com- 
pletely dependent  health  care  provider 
whose  function  is  to  assist  a physician 
in  the  provision  of  medical  care  and  ser- 
vices. 

Technician.  A person,  other  than  an  al- 
hed medical  person  or  a physician  assis- 
tant, who  through  treiining,  education, 
and/or  experience  has  become  a special- 
ist in  the  technical  details  of  a health 
care  subject  or  occupation.  If  certifica- 
tion by  a national  or  state  certifying 
agency,  whether  private  or  pubhc,  is  a 
customary  indicator  that  one  has  be- 
come a speciahst  in  the  technical  details 
of  a subject  or  occupation,  the  presence 


or  absence  of  that  certification  is  a fac- 
tor in  determining  whether  one  is  a 
technician. 

Consideration  of  standards  of  accept- 
able and  prevailing  medical  practice. 
The  Board’s  pohcy  on  delegation’®  is 
subject  to  the  caveat  that  a physician’s 
decision  to  delegate  the  performance  of 
a medical  function  to  a physician  ex- 
tender must  be  in  accordance  with  stan- 
dards of  acceptable  and  prevaihng  med- 
ical practice.  If  the  performance  of  the 
medical  act  is  within  the  skills  of  the 
physician  extender,  he  is  considered 
“qualified.”  Proper  evaluation  of 
whether  a physician  extender  is  quali- 
fied to  perform  a medical  service  re- 
quires the  physician  to  ascertain  the  ca- 
pability of  that  person  to  perform  the 
service  before  it  is  delegated.  In  certain 
health  care  fadhties,  the  physician  may 
consider  the  physician  extender  to  be 
capable  to  perform  the  delegated  medi- 
cal procedure  if  the  physician  extender 
has  been  approved  to  perform  that  pro- 
cedure by  appropriate  credentialing 
bodies  of  that  facihty.  A therapeutic  or 
diagnostic  procedure  is  within  the  scope 
of  the  physician's  practice  if  that  ser- 
vice or  act  is  performed,  or  subject  to 
the  delegating  physician's  overview,  as 
a usual  component  of  that  physician's 
practice.^’^ 

3.  Criteria  for  supervision,  direction, 
or  control.  For  the  requirement  of  “su- 
pervision, direction  or  control,”  as  used 
in  Section  3 of  the  Medical  Practice 
Act,®  to  be  satisfied,  the  physician  or,  in 
his  absence,  another  quahfied  physician 
designated  by  him  must  exercise  con- 
trol and  direction  over  the  physician  ex- 
tender’s performance  of  the  medical 
function.  Constant  physical  presence  of 
the  physician  is  not  required  unless  re- 
quired by  standards.  If  the  physician  is 
not  physically  present,  he,  or  a quahfied 
substitute  physician,  and  the  physician 
extender  must  easily  be  in  contact  with 
each  other  by  radio,  telephone,  or  tele- 
communication. The  physician  or  a des- 
ignated substitute  physician  must  be 
available  to  the  physician  extender  for 
all  necessary  consultations.  The  physi- 
cian must  have  an  overview  of  the  per- 
formance of  the  procedure  to  ensure 
that  his  orders  and  directions  are  imple- 
mented. 

4.  Policy  on  delegation  to  nurses.  A 
nurse  has  been  considered  an  allied 
medical  person  by  the  Medical  Board 
for  purposes  of  delegating  authority  for 
diagnostic  and  therapeutic  procedures. 
A physician  may  delegate  the  perfor- 
mance of  a medical  service  or  act  that  is 


beyond  the  normal  parameters  of  nurs- 
ing practice  to  a nuise  if  the  perfor- 
mance of  the  service  or  act  is  delegated 
in  accordance  with  the  conditions  out- 
hned  above. 

5.  Delegation  to  nurses  in  a hospital 
setting. In  hospital  settings,  if  the 
physician  determines  that  the  perfor- 
mance of  a medical  procedure  may  be 
delegated  to  a nurse  quahfied  to  per- 
form the  procedure,  the  hospital’s  gov- 
erning body  must  then  determine 
whether  it  wih  permit  the  nurse  to  per- 
form the  procedure  within  its  facihty.  In 
a hospital,  before  a physician  delegates 
the  performance  of  a medical  act  that  is 
beyond  the  parameters  of  nursing  prac- 
tice to  a nurse,  he  must  be  satisfied  that 
the  hospital  has  estabhshed  appropri- 
ate mechanisms  to  ensure  that  only  a 
quahfied  nurse  performs  the  procedure. 
If  the  performance  of  a specific  medical 
procedure  cannot  be  delegated  to  a 
nurse  because  delegation  of  the  proce- 
dure wih  fail  to  conform  with  standards 
of  acceptable  and  prevaihng  medical 
practice,  the  hospital’s  governing  body 
cannot  permit  the  physician  to  delegate 
the  performance  of  the  procedure  to  a 
nurse. 

For  example,  injection  of  marcaine 
into  epidural  space  is  a practice  of  medi- 
cine that  is  beyond  the  parameters  of 
nursing.*®  The  possibihty  of  significant 
adverse  reaction  to  the  execution  of  this 
procedure,  especiahy  at  the  stage  when 
the  marcaine  is  initiahy  administered, 
renders  this  a potentially  hazardous 
medical  procedure  and  dictates  that  it 
be  performed  only  by  a medicaUy  com- 
petent person. 

However,  the  Board  beheves  that  this 
medical  regimen  can  be  executed  by  a 
registered  nurse  with  special  qualifica- 
tions. Acceptable  and  prevaihng  stan- 
dards of  medical  practice  require  the 
physician  who  prescribes  this  regimen 
to  delegate  the  performance  of  this  pro- 
cedure only  to  a nurse  who  the  physi- 
cian has  evaluated,  or  who  is  creden- 
tieded  by  the  medical  staff  and  other 
appropriate  credentiahng  bodies  in  the 
health  care  facihty,  as  being  able  to  exe- 
cute the  procedure  and  able  to  react 
promptly  and  appropriately  to  any 
medical  comphcation  that  may  occur. 

Author's  comment.  This  potential 
area  of  conflict  requires  careful  defini- 
tion as  to  what  are  medical  acts  and 
what  are  nursing  acts  or  extended  nurs- 
ing care.  If,  for  example,  a nurse  is  serv- 
ing in  the  coronary  care  unit  of  a hospi- 
tal and  under  protocol  makes  a 
diagnosis  of  a ventricular  arrhythmia  or 
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administers  an  antiarrhythmic  drug 
without  direct  medical  supervision, 
does  this  then  continue  to  be  a medical 
act  or  has  it  now  become  a nursing  act? 

6.  Policy  on  delegating  medical  acts 
to  surgical  assistants.  A surgical  assis- 
tant is  a person  who  assists  a physician 
in  the  performance  of  medical  proce- 
dures when  the  physician  is  performing 
surgery.  The  operating  surgeon  must 
decide  upon  the  necessity  for  an  assis- 
tant at  surgery  and  the  qualifications 
that  the  assistant  must  possess. 

7.  Services  provided  by  surgical  assis- 
tants. Examples  of  the  procedures  that 
surgical  assistants  are  frequently  called 
upon  to  perform  include: 

a.  Assisting  the  surgeon  in  positioning 
the  patient. 

b.  Skin  preping  and  draping  the  patient. 

c.  Assisting  the  clamping  and  tying  or 
cauterizing  of  superficial  bleeders  and 
monitoring  hemostats. 

d.  Holding  retractors  and  maintaining 
exposure. 

e.  Using  suction  equipment  to  aspirate 
the  surgical  field. 

f.  Following  and  cutting  sutures. 

g.  Assisting  in  suturing  subcutaneous 
tissue  and  skin  and  assisting  in  wound 
closure. 

h.  Assisting  the  cleansing  of  the  opera- 
tive area  and  in  the  application  of  dress- 
ings. 

i.  Assisting  in  transferring  the  patient 
to  the  stretcher  and  accompanying  the 
patient  to  the  recovery  room. 

8.  Surgical  assistants  in  general  and 
special  hospitals.  The  Department  of 
Health  has  set  forth,  in  Department  of 
Health  Regulation  28  PA  Code 
§135. 11(b),®  the  requirements  pertain- 
ing to  an  operating  surgeon  using  a sur- 
gical assistant  in  generzd  and  special 
hospitals  regulated  by  the  Department 
of  Health. 

9.  Registered  nurse  serving  as  a "first 
assistant"  surgical  assistant.  With  re- 
spect to  the  use  of  a registered  nurse 
serving  as  a “first  assistant”  surgical 
assistant,  the  Board  has  endorsed  the 
position  statement  of  the  Association 
of  Operating  Room  Nurses  (AORN)  set 
forth  at  pages  403-405  of  the  February 

1984  edition  of  the  AORN  Journal,  Vol- 
ume 39,  No.3. 

F.  Summary 

1.  The  regulations  implementing  that 
section  of  the  Medical  Practice  Act  of 

1985  that  concern  non-physician  health 


care  professional  regulated  by  the  Med- 
ical Board  and  the  delegation  of  Medi- 
cal Acts  to  the  non-physician  by  medi- 
cal doctors  were  reviewed. 

2.  The  nurse  midwife  regulations  were 
recodified  but  not  significantly  altered. 
(See  the  January  1988  issue.)  To  qualify 
for  midwifery,  the  apphcant  must  be  a 
nurse,  must  have  successfully  com- 
pleted the  national  certifying  examina- 
tion, and  have  completed  an  approved 
training  program.  A nurse  midwife 
must  have  a written  contract  with  a 
physician  who  assumes  medical  respon- 
sibility for  each  and  every  patient  cared 
for  by  the  nurse  midwife  with  whom  he 
is  associated.  The  nurse  midwife  acts 
relatively  independently  for  a normal 
delivery  including  prenatal  and  postna- 
tal care,  but  any  complications  that 
arise  become  the  responsibility  of  the 
supervising  physician. 

A significant  deficit  in  the  Medical 
Board’s  surveillance  of  medical  acts  re- 
lating to  nurse  midwifery  is  that  there 
is  no  one  on  the  Medic^d  Board  now,  nor 
has  there  been  anyone,  who  has  experi- 
ence in  the  educational  process  relating 
to  nurse  midwifery  or  in  the  services  de- 
hvered  by  nurse  midwives.  A standing 
group  of  consultants  including  nurse 
midwife  representation  and  physician 
representation  with  experience  in  work- 
ing with  nurse  midwives  should  review 
various  issues  and  problems  that  might 
arise  and  should  make  appropriate  rec- 
ommendations to  the  Medical  Board  for 
the  Board’s  review  and  action. 

3.  A new  responsibility  of  the  Medical 
Board  is  surveillance  of  acupuncturists 
and  acupuncturist  supervisors.  (See  the 
January  1988  issue.)  This  act  was 
passed  in  1986  and  the  regulations  that 
have  been  approved  covering  acupunc- 
turists’ activity  are  entirely  new.  An 
acupuncturist  may  be  a physician  or  a 
non-physician  who  has  completed  a pre- 
scribed training  program  as  outlined  in 
the  act  and  must  pass  an  examination 
acceptable  to  the  Board. 

The  acupuncturist  supervisor  does 
not  need  to  have  had  training  or  experi- 
ence in  the  technique  of  acupuncture. 
However,  the  supervisor  does  assume 
medical  responsibihty  for  general  wel- 
fare of  the  patient,  especially  when  the 
acupuncturist  is  a non-physician.  The 
acupuncturist  must  register  biennially; 
the  acupuncturist  supervisor  must  reg- 
ister just  once,  unless  he  changes  his  re- 
lationship with  the  acupuncturist.  Both 
the  acupuncturist  and  the  acupunc- 
turist supervisor’s  responsibilities  to 
the  patient  are  included  in  the  regula- 


tions. 

4.  The  certified  registered  nurse  prac- 
titioner regulations  were  reviewed.  (See 
the  January  1988  issue.)  Each  CRNP 
must  have  successfully  completed  a 
training  program  approved  by  the 
Nursing  Board  following  review  and 
recommendations  of  the  Medical  Board. 

5.  The  Physician  Assistant  Regula- 
tions were  reviewed  and  the  relation- 
ship of  the  physician  assistant  and  his 
supervising  physician  are  significantly 
closer  than  is  the  case  with  the  CRNP 
or  the  nurse  midwife.  In  the  case  of  the 
physician  assistant,  this  individual 
serves  as  a dependent  health  care  prac- 
titioner and  acts  as  the  agent  of  the 
physician  at  all  times. 

Both  the  physician  assistant  super- 
vising physician  as  well  as  the  physi- 
cian assistant  must  be  registered  with 
the  Medical  Board.  The  physician  assis- 
tant must  satisfactorily  complete  a na- 
tional qualifying  examination  accept- 
able to  the  Medical  Board. 

6.  In  addition,  the  Medical  Board  has 
approved  (in  keeping  with  the  previous 
Medical  Practice  Act  of  1974)  a formu- 
lary of  drugs  that  would  be  appropriate 
for  physician  assistants  to  use  under 
the  supervision  of  a physician.  The  pre- 
vious act  required  joint  approval  of 
such  a formulary  with  the  Pharmacy 
Board.  However,  the  Pharmacy  Board 
refused  to  carry  out  the  legislative  man- 
date and  stedfastly  rejected  the  formu- 
lary recommendation  of  the  Medical 
Board.  This  has  been  corrected  in  the 
Medical  Practice  Act  of  1985.  Now  the 
Medical  Board  has  responsibility  and 
authority  to  develop  and  implement  a 
formulary  after  consultation  with  the 
Pharmacy  Board;  joint  approval  is  no 
longer  a requirement.  This  has  not  been 
completed  as  yet  and  is  not  in  the  regu- 
lations. 

6.  The  issue  of  delegation  of  medical 
acts  to  non-physicians  requires  better 
definition.  The  Medical  Board  adopted 
a policy  that  states  that  a physician 
may  delegate  medical  acts  of  diagnosis 
and  treatment  that  are  in  accordance 
with  usual  and  acceptable  practices. 
However,  a physician  may  not  delegate 
any  act  to  a non-physician  or  any  allied 
person  that  he  himself  is  not  capable  of 
doing  in  accordance  with  acceptable 
standards  of  proficiency.  □ 
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Before  prescribing,  see  complete  prescribing 
information  in  5K&F  LAB  CO.  literature  or  PDR. 
The  following  is  a brief  summary. 
Contraindications:  There  are  no  known  contraindh 
cations  to  the  use  of  Tagamet 

Precautions:  While  a weak  antiandrogenic  effect 
has  been  demonstrated  in  animals,  Tagamet'  has 
been  shown  to  have  no  effect  on  spermatogenesis, 
sperm  count,  motility,  morphology  or  \n  vitro  fertiliz- 
ing capacity  in  humans. 

In  a 24-month  toxicity  study  in  rats  at  dose  levels  ap- 
proximately 9 to  56  times  the  recommended  human 
dose,  benign  Leydig  cell  tumors  were  seen.  These 
were  common  in  both  the  treated  and  control 
groups,  and  the  incidence  became  significantly 
higher  only  in  the  aged  rats  receiving  Tagamet 
Rare  instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  Tagamet'  HCI  (brand  of  cimetidine  hy- 
drochloride} injection  by  intravenous  bolus. 
Symptomatic  response  to  Tagamet'  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy. 
There  have  been  rare  reports  of  transient  healing  of 
gastric  ulcers  despite  subsequently  documented  ma- 
lignancy. 

Reversible  confusional  states  have  been  reported  on 
occasion,  predominantly  in  severely  ill  patients. 
Tagamet'  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny- 
toin,  propranolol,  chlordiazepoxide,  diazepam,  lido- 
caine,  theophylline  and  metronidazole.  Clinically  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants:  therefore,  close  monitor- 
ing of  prothrombin  time  is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  Tagamet  ' is  administered  concomitantly. 
Interaction  with  phenytoin,  lidocaine  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a crossover  study  in  healthy  subjects  re- 
ceiving either  Tagamet'  300  mg.  q.i.d.  or  800  mg. 
h.s.  concomitantly  with  a 300  mg.  b.i.d.  dosage  of 
theophylline  (Theo-Dur’^,  Key  Pharmaceuticals,  Inc.}, 


demonstrated  less  alteration  in  steady-state  theo- 
phylline peak  serum  levels  with  the  800  mg.  h.s.  regi- 
men, particularly  in  subjects  aged  54  years  and  older. 
Data  beyond  ten  days  are  not  available.  (Note:  AH 
patients  receiving  theophylline  should  be  monitored 
appropriately,  regardless  of  concomitant  drug  ther- 
apy.) 

Lack  of  experience  to  date  precludes  recommending 
'Tagamet'  for  use  in  pregnant  patients,  women  of 
childbearing  potential,  nursing  mothers  or  children 
under  16  unless  anticipated  benefits  outweigh  po- 
tential risks;  generally,  nursing  should  not  be  under- 
taken in  patients  taking  the  drug  since  cimetidine  is 
secreted  in  human  milk. 

Adverse  Reactions:  Diarrhea,  dizziness,  somno- 
lence, headache,  rash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  Joint  symptoms  in  patients  with 
preexisting  arthritis,  have  been  reported.  Reversible 
confusional  states  (e.g,,  mental  confusion,  agitation, 
psychosis,  depression,  anxiety,  hallucinations,  disori- 
entation). predominantly  in  severely  ill  patients, 
have  been  reported.  Gynecomastia  and  reversible 
impotence  in  patients  with  pathological  hypersecre- 
tory disorders  receiving  'Tagamet',  particularly  in 
high  doses,  for  at  least  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased,  white  blood  cell  counts  in 
Tagamet -treated  patients  (approximately  1 per 
100,000  patients),  including  agranulocytosis  (ap- 
proximately 3 per  million  patients),  have  been  re- 
ported, Including  a few  reports  of  recurrence  on  re- 
challenge. Most  of  these  reports  were  in  patients 
who  had  serious  concomitant  illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  (approximately  3 per  million 
patients)  and  a few  cases  of  aplastic  anemia  have 
also  been  reported.  Increased  serum  transaminase 
and  creatinine,  as  well  as  rare  cases  of  fever,  intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
lergic reactions,  including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  in  nature,  have  been  reported  rarely. 
Because  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  injury  is  considered  highly  un- 


likely. A single  case  of  biopsy-proven  periportal 
hepatic  fibrosis'  In  a patient  receiving  Tagamet'  has 
been  reported. 

How  Supplied:  Tablets:  200  mg.  tablets  in  bottles 
of  100:  300  mg.  tablets  in  bottles  of  100  and  Single 
Unit  Packages  of  100  (intended  for  institutional  use 
only):  400  mg.  tablets  in  bottles  of  60  and  Single 
Unit  Packages  of  100  (intended  for  institutional  use 
only),  and  800  mg.  THtab'^  tablets  in  bottles  of  30 
and  Single  Unit  Packages  of  100  (intended  for  insti- 
tutional use  only). 

Liquid:  300  mg./ 5 mi.,  in  8 fl.  oz.  (237  ml.)  amber 
glass  bottles  and  in  single-dose  units  (300  mg./5  ml.), 
in  packages  of  10  (intended  for  institutional  use 
only). 

Injection: 

Vials:  300  mg./2  ml.  in  single-dose  vials,  in  packages 
of  io  and  30,  and  in  8 mi.  multiple-dose  vials,  in 
packages  of  10  and  25. 

Prefiiled  Syringes:  300  mg./2  ml.  in  single-dose  pre- 
filled disposable  syringes. 

Plastic  Containers:  300  mg.  In  50  mi  of  0.9%  So- 
dium Chloride  in  single-dose  plastic  containers,  in 
packages  of  4 units.  No  preservative  has  been 
added. 

ADD-Vantage'^*  Vials:  300  mg./2  ml.  in  single-dose, 
ADD-Vantage®  Vials,  in  packages  of  25. 

Exposure  of  the  premixed  product  to  excessive  heat 
should  be  avoided.  It  is  recommended  the  product  be 
stored  at  controlled  room  temperature.  Brief  expo- 
sure up  to  40  ®C  does  not  adversely  affect  the  pre- 
mixed product. 

Tagamet ' HCI  (brand  of  cimetidine  hydrochloride)  In- 
jection premixed  in  single-dose  plastic  containers  Is 
manufactured  for  SK&F  Lab  Co.  by  Travenol  Labora- 
tories, Inc.,  Deerfield,  IL  60015. 

* ADD-Vetntage®is  a trademark  of  Abbott  Laboratories. 
BRS-TG:L73B  Date  of  issuance  Apr.  1987 

SI^&F  LAB  CO. 

Cidra,  P.R.  00639 
©SK&F Lab  Co.,  1988 


In  peptic  ulcer: 

RELIEF 

REASSURANCE 

REWARD 


Hsgamet 

brand  of  Q ITietiCl I HC 

^irsttoHcRl 


You  'll  both  feel  good  about  it. 


medigram 


DR.  HARROP  TESTIFIES 
AT  TORT  REFORM  HEARING 


PMS  MAINTAINS  OPPOSITION 
TO  OPTOMETRY  BILL 


LAW  ON  CAR  SAFETY  BELTS 
EFFECTIVE  THIS  MONTH 


MARCH  31  FINAL  DAY 
FOR  MEDICARE  ELECTION 


PMS  MEMBERSHIP  GROWTH 
SETS  RECORD  IN  1987 


PROPOSED  1989  BUDGET 
SLASHES  MEDICARE  FUNDING 


STATE  SOCIETY,  PMSLIC 
ADOPT  SMOKING  POLICY 


Calling  for  immediate  legislative  action,  Donald  E.  Harrow  MD  PMS  president,  | 
testified  February  25  on  behalf  of  the  Lability  reform  package  (HB-1828-1834)  at  a I 
House  Judiciary  Committee  hearing.  Dr.  Harrop’s  testimony  centered  on  HB-1834,  j| 
the  medical  Lability  reform  bill,  but  he  urged  passage  of  aU  seven  bills.  “In  health  ■ 
care  alone,  Pennsylvania’s  LabLity  pa3routs  are  growing  21  percent  a year,”  he  said.  | 
“It  is  the  patients  who  bear  the  burden.”  He  said  HB-1834’s  key  medical  provisions 
are  the  requirements  that  an  expert  witness  be  a practicing  physician  who 
specializes  in  the  subject  at  hand  and  that  medical  CAT  Fund  payments  on  behalf 
of  a physician  be  reported  to  the  State  Board  of  Medicina  PMS  is  a member  of  j 
the  Civil  Justice  CoaLtion,  a broad-based  group  of  more  than  100  business,  local  ■ 
government,  and  professional  organizations  statewide 

Senate  BiL  657,  which  if  signed  into  law  would  permit  optometrists  to  prescribe 
therapeutic  drugs,  was  passed  by  the  Senate  (26-22)  February  22  and  sent  to  the 
House  Professional  Licensure  Committee  PMS  wiL  continue  strong  opposition 
to  the  bLL  In  early  February,  Secretary  of  Aging  Linda  M.  Rhodes  wrote  to  aU  state 
senators,  expressing  the  Department  of  Aging’s  concern  regarding  the  biU.  OuaLty 
of  care  and  the  State  Board  of  Medicine’s  lack  of  jurisdiction  over  the  practice 
of  optometry  are  issues  that  must  be  addressed,  Rhodes’  letter  said.  In  his  letter 
to  state  senators,  PMS  President  Donald  E.  Harrop  MD  pointed  out  that  SB-657 
would  expand  the  use  of  drugs  by  a nonphysiciem  without  the  approval  of  the 
secretary  of  health.  In  contrast,  more  than  two  dozen  biUs  have  been  introduced 
to  restrict  the  use  of  various  pharmaceutical  agents. 

Beginning  March  23,  fines  wiU  be  imposed  on  violators  of  Pennsylvania’s  safety- 
belt-use  law,  which  became  effective  November  23,  1987.  The  law  requires  drivers 
and  front-seat  passengers  to  buckle  their  safety-belts.  The  legislation,  which  had  ! 
strong  support  from  physicians,  passed  in  the  state  House  November  9,  1987,  by 
a 140-41  vote,  and  eight  days  later  in  the  Senate;  39-9.  Pennsylvania  is  the  30th  state  1 
to  enact  safety-belt  legislation.  | 

Physicians  have  until  March  31,  1988,  to  determine  their  participation  in  Medicare.  | 
The  Health  Care  Financing  Administration  has  reopened  enrollment  for  the  month  ! 
of  March.  Physicians  who  sign  Medicare  participation  contracts  agree  to  accept  ! 
assignment  for  aU  Medicare  patients  they  treat.  Contracts  signed  in  March  wiL 
be  in  effect  AprL  1,  1988,  through  December  31,  1988.  Requests  for  a change  in 
status  made  before  January  1,  1988,  wiU  be  honored.  AU  contracts  in  effect 
December  31,  1987,  wiU  remain  active  until  March  31,  1988. 

Total  PMS  membership  grew  to  19,188  as  of  December  31,  1987.  With  a net  growth 
of  1,162  over  1986,  1987  set  the  record  with  the  highest  one-year  membership  gain 
in  the  Society’s  history.  Membership  includes  about  14,000  active;  fuU  dues-paying 
members;  1,500  resident  physicians;  900  students;  and  2,000  associate  members. 
The  record  increase  is  attributed  to  recntitment  efforts  of  the  Council  on  Member- 
ship and  the  county  medical  societies. 

President  Reagan’s  proposed  1989  budget  caUs  for  cuts  in  the  Medicare  program 
on  top  of  cuts  made  in  the  ReconciLation  Act  passed  in  late  December.  The 
proposed  budget  caUs  for  a $550  milLon  cut  in  Medicare  Part  B and  a $770  milLon 
cut  in  Medicare  Part  A.  However,  the  budget  does  contain  a signifrcant  increase 
in  funding  for  AIDS  research.  Funding  between  $1.2  and  $1.3  billion  is  proposed. 
Recent  Medicare  physician  reimbursement  revisions  include:  the  use  of  a grid 
S3rstem,  which  wiU  pay  more  for  primary  care  services;  the  development  of  a 
radiologic  fee  schedule;  and  the  reduction  of  the  clinical  labs  fee  schedule 

Effective  March  22,  1988,  the  Pennsylvania  Medical  Society  and  PMSLIC  wiU  imple- 
ment a poLcy  to  estabLsh  a smoke-free  office  environment.  Implementation  of  the 
poLcy  wiU  occiur  graduaUy  over  six  months,  with  full  implementation  on  September 
22.  EImployees  who  smoke  wiU  have  the  opportunity  to  participate  in  a smoke  cessa- 
tion program  presented  by  Smoke  Stoppers. 
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A story  of  success 

"I  wonder  how  w ever 
got  along  without  Keystone" 


“Sooner  or  later,  most  physicians 
know  they’ll  need  to  invest  in  an 
office  computer  system.  But  when 
Eileen  and  I went  looking,  we 
weren’t  going  to  jump  in  headfirst 
without  thoroughly  examining  what 
was  out  there. 

“We  wanted  a system  that  could 
grow  as  our  needs  expanded.  That 
was  not  too  expensive  nor  too 
complicated.  A system  that  would 
not  be  obsolete  in  a few  years,  but 
would  be  updated  regularly. 

“After  two  years  of  research,  we 
chose  Keystone  Technologies.  Their 
system  does  electronic,  paperless 
claims.  Has  word  processing  for  my 
research  papers.  It  shows  daily  and 
monthly  reports  and  does  several 
accounting  procedures.  And  it’s  all 
backed  up  by  a first-class  training 
and  service  program. 

“We  felt  secure 
about  the  investment 
because  Keystone  is  a 
subsidiary  of 
Pennsylvania  Blue  Shield.  The 
system  really  is  such  an  integral 
part  of  my  practice  now,  I wonder 
how  we  ever  got  along  without 
Keystone.’’ 

Cali  Keystone  Technologies  today. 
Soon,  you’ll  have  your  own  success 
story  to  tell. 


■Keystone 
I Technologies,  Inc. 

a subsidiary  of  Pennsylvania  Blue  Shield 


Camp  Hill  717-975-7158  Fort  Washington  215-628-8380 


Pittsburgh  412-829-1240 


editorial 

Does  computer  assisted  instruction  work? 


The  first  electronic  digital  computer  was  de- 
signed and  built  by  two  engineers  from  the  Uni- 
versity of  Pennsylvania  in  1946.  Initially;  com- 
puter use  was  limited  because  of  cost  and  size, 
both  of  which  were  enormous.  Hardware  expense, 
a substantial  stumbling  block  to  acquisition  dur- 
ing the  early  period  of  development,  has  since  de- 
creased markedly.  Size  differs  considerably  from 
the  pilot  versions  and  it  is  now  possible  to  install 
fully  equipped  computers  in  the  office  or  home 
comfortably.  Hardware  is  better,  smaller,  faster, 
and  more  durable.  Today’s  computers  are  “user 
friendly”  with  much  improved  ease  of  access  and 
operation. 

Medical  uses  of  computers  cover  many  office 
functions  including  practice  management  and  ac- 
counting. It  is  quite  common  for  private  physi- 
cians’ offices  to  maintain  a direct  computer  hnk  to 
the  hospital  admissions  department.  Billing  for 
professional  services  is  made  easier  and  more  com- 
prehensible because  of  computerization. 

The  application  of  computer  technology  to  med- 
ical education  is  a relatively  recent  phenomenon. 
Computer  assisted  instruction  (CAI)  is  an  educa- 
tional tool  that  has  been  used  during  the  last  de- 
cade in  schools  but  is  just  beginning  to  find  a mar- 
ket in  medicine.  One  of  the  reasons  CAI  is 
acceptable  for  medical  use  is  that  it  requires  mini- 
mum orientation  2md  instruction  time  to  begin. 
Computer  use  for  educational  purposes  has  been 
successful  for  many  of  the  s^une  reasons  that  com- 
puters are  now  widely  accepted.  Newer  computers 
are  easy  to  work.  The  new  software  is  easy  to  ap- 
ply. Once  the  initial  purchase  of  software  is  made, 
there  are  no  additional  charges. 

The  advantages  of  CAI  include  estabhshing  a 
one-to-one  relationship  by  the  student  with  the 
computer  program;  the  abUity  to  pause  or  break 
at  any  time;  and  an  alternative  to  textbook  learn- 
ing. CAI  may  be  used  for  memorizing  facts,  dis- 
cerning relationships  emd  concepts,  or  interactive 
simulations  of  true  to  life  situations.  Especially 
with  tutorial  simulation,  in  which  a student  learns 
by  trial  and  error,  the  emphasis  of  CAI  should  be 
on  assisted  instruction.  A teacher,  physician  at- 
tending or  preceptor,  is  necessary  to  a successful 
learning  experience. 

CAI  is  a modem  variation  of  the  old  teaching 
macliine  concept  which  was  popular  during  the 
1950s.  The  computer  acts  much  like  the  machine 
with  the  enhancement  of  immediate  feedback  to 


student  responses.  This  active  responding  is  es- 
sential especially  when  alternative  choices  are  of- 
fered. If  CAI  is  to  be  a learning  experience  rather 
than  a training  experience,  correct  decisions  must 
be  reinforced  and  incorrect  ones  rectified.  Stu- 
dents are  taught;  seals  are  trained. 

WiU  CAI  be  a successful  learning  method?  It  is 
probable  provided  certain  criteria  are  met.  First, 
computers  must  be  accepted  by  the  users.  Accep- 
tance is  usually  based  upon  the  ease  and  comfort 
of  use.  Second,  the  cost  of  both  heirdware  and  soft- 
ware must  be  reasonable. 

It  must  be  proved  also  that  CAI  accomphshes 
the  goals  for  which  it  is  intended.  Regarding  the 
software  packages  themselves,  they  must  be  free 
of  error  both  in  running  and  programming.  The 
program  must  command  a learner’s  attention  by 
providing  frequent  chances  for  interaction  and  not 
giving  away  correct  answers.  In  patient  simula- 
tion programs,  alternative  choices  should  be  of- 
fered and  incorrect  responses  explained.  One  of 
the  limitations  of  real  hfe  simulations  is  that  not 
aU  responses  will  be  understood  by  the  computer 
so  that  certain  actions,  which  may  be  correct,  are 
proscribed  by  terminology  or  programming. 

Educational  software  ought  to  be  subjected  to 
the  same  type  of  review  given  to  a commerci2il 
package,  such  as  a word  processing  program  or 
spread  sheet.  Program  reviews  from  current  jour- 
nals should  be  perused  and  demo  disks  purchased 
for  evaluation  purposes  when  they  are  available. 
Programs  should  be  examined  for  internal  errors, 
and  any  difficulties  should  be  relayed  to  the  pro- 
ducer of  the  software.  Most  important,  the  soft- 
ware should  do  what  it  purports  to  do— provide  a 
learning  experience. 

Many  educators  beheve  that  the  jury  is  stiU  out 
on  CAI  usefulness.  Some  studies  have  examined 
CAI  in  medical  teaching/learning  and  found  it  to 
be  effective  with  positive  measurable  results  such 
as  test  scores.  CAI  might  be  the  newest  fad,  but  it 
also  might  be  the  most  promising  teaching 
method  yet  discovered.  Sophocles  observed,  “The 
ideal  condition  would  be,  I admit,  that  all  men 
should  be  right  by  instinct;  but  since  we  are  all 
likely  to  go  astray,  the  reasonable  thing  is  to  learn 
from  those  who  can  teach.” 

If  a computer  can  assist  with  instruction,  then 
it  is  sensible  to  profit  by  this  resource. 

David  A.  Smith,  MD 

Medical  Editor 
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Value. 


(val'yoo)  n. 


1 . A fair  price  or  return  for  goods  or  services. 

2.  PMS  sponsored  insurance  programs 

from  Bertholon-Rowland  Agencies. 


For  more  than  30  years,  the  Pennsylvania  Medical  Society 
and  Bertholon-Rowland  Agencies  have  worked  together  to 
design  and  provide  high  quality,  economical  insurance 
programs  to  PMS  members,  their  families  and  employees. 

Our  goal  is  to  offer  value:  products  that  are  competitive  and 
comprehensive:  prompt  and  personal  service.  These  have 
become  the  trademarks  of  Bertholon-Rowland  Agencies. 


Whether  you  need  insurance  for  yourself  or  your  practice, 
you'll  be  sure  to  get  the  value  you've  been  looking  for  with 
one  toll-free  call  to  our  Sales  Department. 

Bertholon-Rowland  Agencies  and 

the  PMS: 

a valuable  partnership. 


In  Eastern  PA: 

Box  77 

Media,  PA  1 9063 

1-800-556-2500 


In  Western  PA: 

Suite  201  Caste  Center 
Baptist  & Grove  Roads 
Pittsburgh,  PA  15236 

1-800-327-1550 


J 


Rowan  to  speak  at  Leadership  Conference 


Carl  T.  Rowan,  nationally  acclaimed 
journalist,  wUl  be  the  keynote  speaker 
at  the  Society’s  Leadership  Conference, 
April  12  and  13,  at  the  Hershey  Lodge 
and  Convention  Center. 

The  conference,  which  will  focus  on 
cost  containment,  will  open  Tuesday  at 
1:00  p.m.  Advance  registration  is  re- 
quired. The  deadline  for  registration  is 
March  11. 

Rowan  will  speak  at  Tuesday  night’s 
banquet.  He  is  the  only  journahst  ever 
to  win  the  coveted  Sigma  Delta  Chi  me- 
dallion in  three  successive  years  for 
newspaper  reporting  and  has  received 
the  George  Foster  Peabody  Award  in 
broadcasting  and  an  Emmy  for  his  tele- 
vision documentary,  “Drug  Abuse: 
America’s  $64  Billion  Curse.” 

He  is  a syndicated  columnist  and  is 
well  known  for  his  social  and  political 
commentaries,  which  are  broadcast  on 
radio  and  television  stations  around  the 
country. 

The  conference  will  open  Tuesday 
with  Alan  R.  Nelson,  MD,  chairman  of 
the  Board  of  Trustees  of  the  American 
Medical  Association,  discussing  the  im- 
portance of  physician  input  into  new 
health  care  programs  such  as  Pennsyl- 
vania’s data  coUection  system. 

Following  Dr.  Nelson,  Pennsylvania 
Health  Care  Cost  Containment  Council 
Chairman  Floyd  W.  Warner  has  been  in- 
vited to  give  an  overview  of  the  coun- 
cil’s programs.  Then,  Donald  E.  Har- 
rop,  MD,  the  Society’s  president,  will 


Carl  T.  Rowan 


explain  what  the  Society  has  done  to 
monitor  the  council’s  activities  and  pro- 
vide input  on  an  ongoing  basis. 

After  Dr.  Harrop,  there  will  be  an 
open  forum  where  physicians  can  ask 
questions  and  give  opinions  on  data  col- 
lection and  cost  containment  activities. 
Panelists  representing  labor,  business, 
hospitals,  and  physicians  have  been  in- 
vited to  participate  in  the  forum. 

After  the  forum,  Lisa  I.  lezzoni,  MD, 
a research  professor  at  Boston  Univer- 
sity Medical  Center  will  explain  the  Me- 
disGroups  data  collection  system.  Me- 
disGroups  is  the  system  the  PHCCCC 
requires  hospitals  to  use  to  collect  infor- 
mation on  quality.  Next,  Eric  Berko- 


witz,  PhD,  chairman  of  the  department 
of  marketing  at  the  University  of  Mas- 
sachusetts, will  show  how  physicians 
can  use  health  care  data  to  improve 
their  postions  in  the  marketplace. 

On  Wednesday,  the  program  will  open 
with  a breakfast.  Father  Andrew 
McGowan,  director  of  Catholic  Health 
Care  Facilities  in  Scr2mton,  will  give  his 
views  on  what  leadership  qualities  phy- 
sicians will  need  in  the  future. 

After  breakfast,  five  one-hour  work- 
shops will  be  conducted  and  repeated  so 
that  physicians  can  participate  in  two 
workshops.  George  Yeckel,  president  of 
South  Hills  Health  System  in  Pitts- 
burgh, will  lead  “Working  Effectively 
with  Hospital  Administrators.”  Rob 
Cassidy,  PhD,  of  the  Robert  Wood  John- 
son Medical  School,  will  present  “Eco- 
nomic Triage:  Should  Doctors  Be  Ra- 
tioners.”  Judith  Brown,  RN,  JD,  vice 
president,  risk  management,  Pennsyl- 
vania Medical  Society  Liability  Insur- 
ance Company,  will  speak  on  risk  man- 
agement. Berkowitz  will  lead 
“Cost/Quality  Data  Collection.  . .The 
Practicing  Physician’s  Response.”  The 
fifth  workshop  is  “Humor. . .The  Best 
Medicine.” 

The  meeting  of  the  PMS  Hospital 
Medical  Staff  Section  (HMSS),  on  'Tues- 
day morning  preceding  the  conference, 
win  feature  a program  “Medical  Staff 
Self-Governance— A Right  or  a Privi- 
lege?” The  speaker  wiU  be  Howard  L. 
Lang,  MD,  chairman  of  the  AMA- 
HMSS  Governing  CouncU.  To  register 
for  the  HMSS  meeting,  contact  Debora 
Faesel  at  PMS,  (717)  763-7151. 

The  conference  closes  Wednesday 
with  a luncheon.  Governor  Robert  P.  Ca- 
sey has  been  invited  to  give  his  views 
on  Pennsylvania’s  health  care  system 
and  its  future  under  his  administration. 

Members  of  the  1988  Leadership  Con- 
ference Committee  include:  David  L. 
Miller,  MD,  New  Bethlehem;  Frederick 
G.  Brown,  MD,  Danville;  Donald  E. 
Harrop,  MD,  Phoenlxville;  John  Helwig 
Jr.,  MD,  Philadelphia;  Herbert  C. 
Perlman,  MD,  Carlisle;  Jonathan  E. 
Rhoads  Jr.,  MD,  York;  and  Ferdinand 
L.  Soisson,  MD,  Johnstown. 


National  Library  of  Medicine 

MEDLARS  databases,  developed  by 
the  National  Library  of  Medicine,  per- 
mit physicians  to  access  the  library’s 
massive  collection  of  medical  literature. 

The  hbrary  houses  the  most  compre- 
hensive collection  of  medical  literature 
in  the  world.  More  than  six  million  ref- 
erences are  accessible  through  the  data- 
bases. 

A new  nonprofit  organization. 
Friends  of  the  NLM,  is  heading  a na- 
tionwide campaign  to  advertise  the  da- 
tabases and  literature  available. 

“The  hbrary  plays  an  active  role  in 


promotes  on-line  services 

improving  health  care  worldwide  and 
providing  answers  to  day  to  day  medi- 
cal problems,”  Edwin  C.  Whitehead, 
chairman  of  the  friends,  said. 

Located  on  the  National  Institutes  of 
Health  campus  in  Bethesda,  Maryland, 
the  library  serves  as  a hub  of  a network 
of  seven  regional  medical  hbraries,  125 
medical  school  hbraries,  and  4,000  hos- 
pitals and  other  medical  hbraries. 

Originally  established  in  1836,  the 
NLM  includes  more  than  3.5  million 
books,  journals,  photographs,  technical 
reports,  and  audiovisual  materials. 
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LONG  ACTING  CAPSULES  60, 80, 120, 160  mg 


Please  see  brief  summary  of  prescribing  information. 
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. . .like  the  more  than  one  million  patients  who  have 
received  INDERAL?  LA. 
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In  a recent  survey,  4,120  participating  physicians  gave 
us  their  views^  on  INDERAL  LA  in  the  treatment  of 
hypertension,  angina  and  migraine. 

INDERAL  LA  is  their  preferred 

beta  blocker 

. . .of  the  nearly  three  out  of  four  physicians  responding 
to  the  questionnaire,  an  impressive  97%  rated  INDERAL 
LA  good  to  excellent  for  overall  performance.  Virtually  all 
cited  efficacy,  tolerability,  long-term  cardiovascular  pro- 
tection and  once-daily  convenience  as  important  factors 
in  their  choosing  to  prescribe  INDERAL  LA. 

INDERAL  LA  promotes  patient 
compliance 

. . .Virtually  every  responding  physician  rated  patient  sat- 
isfaction with  INDERAL  LA  to  be  as  good  as,  or  better 
than,  other  beta  blockers. 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used  in  the  presence 
of  congestive  heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree  and  bronchial  asthma. 
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LONG  ACTING 
CAPSULES 
60,80,120, 160  mg 


(PROPRANOLOL  HOI) 

The  one  you  know  best 
keeps  looking  better 

Please  see  next  page  for  brief  summary  of  prescribing  information. 
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LONG  ACTING 
CAPSULES 
60.80.120. 160  mg 


The  one  you  know  best 
keeps  looking  better 


60  mg  80  mg  120  mg  160  mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR.) 


INDERAL®  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  Is  formulated  to  provide  a sustained  release  of  propranolol  hydro- 
chloride. INDERAL  LA  Is  available  as  60  mg,  80  mg,  120  mg,  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  Is  a nonselective.  beta-adrenergic  receptor-blocking 
agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  competes  with  beta-ad- 
renerglc  receptor-stimulating  agents  for  available  receptor  sites.  When  access  to  beta-receptor  sites 
Is  blocked  by  INDERAL.  the  chronotropic.  Inotropic,  and  vasodilator  responses  to  beta- 
adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (60,  80,  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours  and  the 
apparent  plasma  half-life  Is  about  10  hours.  When  measured  at  steady  state  over  a 24-hour  period  the 
areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the  capsules  are  approxi- 
mately 607o  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of  INDERAL  Tablets.  The  lower 
AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of  propranolol,  resulting  from  the  slower 
rate  of  absorption  of  propranolol.  Over  a twenty-four  (24)  hour  period,  blood  levels  are  fairly  constant 
for  about  twelve  (12)  hours  then  decline  exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional  propranolol 
and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four  times  daily  dosing 
with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional  propranolol,  a possible  need 
for  retitratlon  upwards  should  be  considered  especially  to  maintain  effectiveness  at  the  end  of  the 
dosing  Interval.  In  most  clinical  settings,  however,  such  as  hypertension  or  angina  where  there  is  little 
correlation  between  plasma  levels  and  clinical  effect,  INDERAL  LA  has  been  therapeutically  equiva- 
lent to  the  same  mg  dose  of  conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure 
and  on  24-hour  exercise  responses  of  heart  rate,  systolic  pressure,  and  rate  pressure  product. 
INDERAL  LA  can  provide  effective  beta  blockade  for  a 24-hour  period. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  Is  Indicated  In  the  management  of 
hypertension:  It  may  be  used  alone  or  used  In  combination  with  other  antihypertensive  agents, 
particularly  a thiazide  diuretic.  INDERAL  LA  Is  not  indicated  in  the  management  ot  hypertensive 
emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  Is  Indicated  fur  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  Is  indicated  tor  the  prophylaxis  of  common  migraine  headache.  The 
efficacy  of  propranolol  In  the  treatment  of  a migraine  attack  that  has  started  has  not  been  established 
and  propranolol  Is  not  Indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  Is  useful  In  the  management  of  hypertrophic 
subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced  angina,  palpitations, 
and  syncope.  INDERAL  LA  also  Improves  exercise  performance.  The  effectiveness  of  propranolol 
hydrochloride  In  this  disease  appears  to  be  due  to  a reduction  ot  the  elevated  outflow  pressure 
gradient  which  Is  exacerbated  by  beta-receptor  stimulation.  Clinical  Improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  Is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus  bradycar- 
dia and  greater  than  first-degree  block;  3)  bronchial  asthma;  4)  congestive  heart  failure  (see  WARN- 
INGS) unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL. 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  supporting 
circulatory  function  In  patients  with  congestive  heart  failure,  and  Its  Inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  In  overt  congestive  heart 
failure,  if  necessary,  they  can  be  used  with  close  follow-up  In  patients  with  a history  of  failure  who  are 
well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not 
abolish  the  Inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or  INDERAL 
should  be  discontinued  (gradually.  If  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina  and. 

In  some  cases,  myocardial  Infarction,  following  abrupt  discontinuance  of  INDERAL  therapy. 
Therefore,  when  discontinuance  of  INDERAL  Is  planned,  the  dosage  should  be  gradually  re- 
duced over  at  least  a few  weeks,  and  the  patient  should  be  cautioned  against  Interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  INDERAL  therapy  Is  Interrupted  and 
exacerbation  ot  angina  occurs.  It  usually  Is  advisable  to  relnstitute  INDERAL  therapy  and  take 
other  measures  appropriate  tor  the  management  of  unstable  angina  pectoris.  Since  coronary 
artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  In  patients 
considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  lor 
other  Indications. 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  — PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS.  INDERAL 
should  be  administered  with  caution  since  It  may  block  bronchodllation  produced  by  endogenous 
and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  ot  beta-blocking  therapy  prior  to 
major  surgery  Is  controversial.  It  should  be  noted,  however,  that  the  Impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

INDERAL  (propranolol  HCI),  like  other  beta  blockers.  Is  a competitive  Inhibitor  of  beta-receptor 
agonists  and  Its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine  or  Isopro- 
terenol. However,  such  patients  may  be  subject  to  protracted  severe  hypotension.  Difficulty  in  start- 
ing and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA:  Beta  blockers  should  be  used  with  caution  In  diabetic  patients  If 
a beta-blocking  agent  Is  required.  Beta  blockers  may  mask  tachycardia  occurring  with  hypoglycemia, 
but  other  manifestations  such  as  dizziness  and  sweating  may  not  be  significantly  affected.  Following 
Insulin-Induced  hypoglycemia,  propranolol  may  cause  a delay  In  the  recovery  of  blood  glucose  to 
normal  levels. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  Therefore, 
abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  ot  hyperthyroid- 
ism, Including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests.  Increasing  T4  and 
reverse  T3,  and  decreasing  T3. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  reported  In 
which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a demand 
pacemaker.  In  one  case  this  resulted  after  an  Initial  dose  of  5 mg  propranolol. 

PRECAUTIONS.  GENERAL:  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of  hyperten- 
sive emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be  told 
that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a return  of 
Increased  Intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  (propranolol  HCI)  is  administered.  The  added 
catecholamine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic 
nervous  activity  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks, 
or  orthostatic  hypotension. 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a calcium- 
channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  depress  myocardial 
contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomitant  intravenous  use  of  a 
beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions,  especially  in  patients  with 
severe  cardiomyopathy,  congestive  heart  failure,  or  recent  myocardial  infarction. 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol. 

Ethanol  slows  the  rate  of  absorption  of  propranolol. 

Phenytoin.  phenobarbitone.  and  rifampin  accelerate  propranolol  clearance. 

Chlorpromazine.  when  used  concomitantly  with  propranolol,  results  in  increased  plasma  levels  of 
both  drugs. 

Antipyrine  and  iidocaine  have  reduced  clearance  when  used  concomitantly  with  propranolol. 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly  with 
propranolol. 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and  increasing 
blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol. 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in  both 
rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant  drug-in- 
duced toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels.  Reproduc- 
tive studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be  used 
during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia;  congestive  heart  failure:  intensification  ot  AV  block;  hypotension: 
paresthesia  of  hands;  thrombocytopenic  purpura:  arterial  insufficiency,  usually  of  the  Raynaud  type. 

Central  Nervous  System:  Light-headed  ness;  mental  depression  manifested  by  insomnia,  lassitude, 
weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia:  visual  disturbances;  hallu- 
cinations; vivid  dreams:  an  acute  reversible  syndrome  characterized  by  disorientation  for  time  and 
place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychometrics.  For  immediate  formulations,  fatigue,  lethargy,  and  vivid  dreams 
appear  dose  related. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  constipa- 
tion, mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  and 
sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm. 

Hematologic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 

Auto-immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 

Miscellaneous:  Alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence,  and 
Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes  and  conjunctivas  reported  tor  a beta  blocker  (practolol)  have  not  been  associated 
with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switch^  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  effect  is 
maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  INDERAL. 
INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitratlon  may  be  necessary, 
especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

HYPERTENSION— Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg  INDERAL  LA 
once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be  increased  to  120  mg  onM 
daily  or  higher  until  adequate  blood  pressure  control  is  achieved.  The  usual  maintenance  dosage  is 
120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640  mg  may  be  required.  The  time  needed  for 
full  hypertensive  response  to  a given  dosage  is  variable  and  may  range  from  a few  days  to  several 

ANGINA  PECTORIS — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA  once  daily, 
dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal  response  is 
obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the  average  optimal  dosage 
appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and  safety  of  dosage  exceeding  320  mg 
per  day  have  not  been  established. 

If  treatment  Is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS). 

MIGRAINE  — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA  once  daily. 
The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be  increased  gradually  to 
achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not  obtained  within  four  to  six 
weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should  be  discontinued,  ft  may  be 
advisable  to  withdraw  the  drug  gradually  over  a period  of  several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS -80-160  mg  INDERAL  LA  once  daily. 

PEDIATRIC  DOSAGE  — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  limited  to 
permit  adequate  directions  for  use. 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 


Reference: 

1.  Data  on  file,  Ayerst  Laboratories. 
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The  Medical  Center 

Beaver.  R\ 


cordially  invites  you  to  attend  the 
Sixth  Annual  Cancer  Symposium  on 


HEAD,  NECK  and  THYROID  CANCER 

Wednesday,  March  23,  1988 
8:00  a.m.  - 4:30  p.m, 

Wm.  P.  Coghlan,  M.D.,  Education  Center 
The  Medical  Center,  1000  Dutch  Ridge  Road 
Beaver,  PA  15009 


GUEST  FACULTY 


Jack  L,  Gluckman,  M.D. 

Professor  of  Otolaryngology 
Director,  Division  of  Head 
and  Neck  Surgery 
Department  of  Otolaryngology 
and  Maxillofacial  Surgery 
University  of  Cincinnati  Medical  Center 
Cincinnati.  OH 


Craig  Silverman,  M.D. 

Assistant  Professor 
Department  of  Radiation  Oncology 
Temple  University  Hospital 
Philadelphia,  PA 

Charles  G Watson.  M.D 
Professor  of  Surgery 

University  of  Pittsburgh  School  of  Medicine 
Pittsburgh,  PA 


THE  MEDICAL  CENTER  FACULTY 


Edward  W.  Heinie,  Jr.,  M.D. 

Department  of  Internal  Medicine 

Stewart  Lancaster,  M.D. 

Department  of  Internal  Medicine 

Thomas  W McCreary,  III,  M.D. 

Department  of  Internal  Medicine 

TUITION 

$50  which  includes  continental  breakfast,  lunch  and  course  materials.  Special  rate  of 
$15  for  residents,  nurses  and  other  health  care  professionals. 

ACCREDITATION 

The  Medical  Center  designates  this  continuing  medical  education  activity  for  6V2  credit 
hours  in  Category  1 of  the  Physician’s  Recognition  Award  of  the  American  Medical 
Association  and  the  Pennsylvania  Medical  Society  membership  requirement.  This 
program  has  been  reviewed  and  is  acceptable  for  6 Prescribed  Hours  by  the  American 
Academy  of  Family  Physicians. 

For  more  information,  contact  Kim  Hoyt  or  Patricia  Coghlan  (412)  728-7000,  ext.  1336. 


David  M.  Rafalko,  M.D 
Department  of  Surgery 

James  W.  Smith,  Jr.,  M.D. 
Department  of  Pathology 


newsfronts 


PMS,  PMSA  sponsor  AIDS  Education  Week 


PMS  and  the  Pennsylvania  Medical 
Society  Auxilary  have  designated 
March  21-25  as  AIDS  Education  Week. 
PMS  members  and  medical  auxihans 
will  conduct  AIDS  education  programs 
throughout  Pennsylvania  during  the 
week. 

To  date,  PMSA  has  received  requests 
from  227  schools  covering  42  counties. 
ProgTEuns  will  be  conducted  for  elemen- 
tary schools,  middle  schools,  high 
schools,  parents,  and  teachers. 

“AIDS  is  presenting  one  of  the  great- 
est challenges  in  our  history.  . .a  chal- 
lenge to  medicine,  government,  and  our 
economy.  Right  now,  our  only  weapon 
against  this  disease  is  education,” 
Donald  E.  Harrop,  MD,  PMS  president, 
said. 


Temple  University’s  Medical  Practice 
Management  Program  is  offering  two- 
day  seminars  on  practice  management 
for  medical  practice  managers  and  staff 
this  spring. 

Each  of  the  courses  will  meet  on  two 
consecutive  Wednesdays,  9:00  a.m.  to 
4:00  p.m.,  at  Temple  University’s  Cen- 
ter City  campus,  1616  Walnut  Street. 
Courses  may  be  teiken  individually  or  in 
any  combination. 

The  following  seminars  are  offered: 
Tools  and  Strategies  for  Third  Party 


Last  October,  the  Pennsylvania  De- 
partment of  Education  sent  a memo  to 
all  school  districts,  endorsing  AIDS  Ed- 
ucation Week.  With  the  memo,  the 
DOE  enclosed  a response  form  that 


schools  could  send  in  to  request  a pro- 
gram or  programs  during  that  week. 

Pennsylvania  is  the  first  state  in  the 
nation  to  require  AIDS  education  pro- 
grams in  the  schools. 


mune  deficiency  syndrome.  To  access 
the  network,  physicians  can  call  1-800- 
228-7823.  It  operates  from  8:00  a.m.  to 
4:00  p.m.,  Monday  through  Friday,  and 
can  be  used  for  physician-to-physician 
referral  as  well  as  direct  patient  referral. 

PRN  includes  more  than  70  physi- 
cians statewide  who  are  experienced  in 
diagnosing,  managing,  and  counseling 
patients  infected  with  HIV.  PMS  will 
serve  as  a control  unit  for  the  referral 
network.  Physician  referral  lists  will  be 
kept  confidential. 

In  its  first  year  of  operation,  the 
speakers  bureau  responded  to  more 
than  40  requests  from  schools  and  com- 
munity groups  to  speak  about  AIDS. 

Physicians  interested  in  participating 
in  the  referral  network  or  the  speakers 
bureau  can  write  to  the  PMS  AIDS 
Project,  20  Erford  Road,  Lemoyne,  PA 
17043,  or  call  1-800-228-7823. 


Trust^s  officers  elected 

Abram  M.  Hostetter,  MD,  a Hershey 
psychiatrist,  was  reelected  chairman  of 
the  Board  of  Trustees  of  The  Educa- 
tional and  Scientific  Trust  during  the 
Trust’s  January  Board  meeting.  Doris 
G.  BEu-tuska,  MD,  who  is  on  the  faculty 
of  the  Medical  College  of  Pennsylvania, 
was  reelected  vice  chairman.  David  L. 
Miller,  MD,  an  internist  in  New  Bethle- 
hem, was  reelected  treasurer. 

LeRoy  Erickson,  Mechanicsburg, 
was  reappointed  secretary  and  execu- 
tive director  of  the  Trust.  J.  Michael 
Barlup,  Mechanicsburg,  was  appointed 
assistant  treasurer.  William  E.  Miller 
Jr.,  Esq.,  Harrisburg,  was  reappointed 
legal  counsel. 

Appointments  to  the  Board  of  the 
Trust  are  made  each  year  by  the  Penn- 
sylvania Medical  Society’s  Board  of 
Trustees  following  the  Society’s  annual 
meeting  of  the  House  of  Delegates. 


Seminars  give  practice  management  strategies 


SCHEIE  EYE  INSTITUrE 


Scheie  Eye  Institute 

of  the 

University  of  Pennsylvania 
School  of  Medicine 
Department  of  Ophthalmology 

presents 

THE  EYES  HAVE  ITi 

EYE  FINDINGS  IN  GENERAL  MEDICINE 

For  the  family  physician  or  internist 

Saturday,  March  19,  1988 
8:30  a.m.  - 12  noon 

William  C.  Prayer,  M.D.,  F.A.C.S.,  Course  Director 

Location:  Contact: 

Scheie  Eye  Institute  , Mary  Allegrini 

51  North  39th  Street  CME  Coordinator 

Philadelphia,  PA  19104  (215)  662-8035 

No  Registration  Fee  . . . CME  Credits:  3 Category  I 


PMS  sets  referral  network,  speakers  bureau  on  AIDS 


A statewide  referral  network  on 
AIDS  and  an  AIDS  speakers  bureau 
have  been  established  by  the  PMS  Task 
Force  on  AIDS. 

The  Physician  Referral  Network 
(PRN)  connects  Pennsylvania  physi- 
cians to  a trained  group  of  professionals 
with  whom  they  can  confer  when  caring 
for  a patient  afflicted  with  acquired  im- 


Billing,  March  17  and  24;  Valuing  and 
Managing  Accounts  Receivable,  March 
31  and  April  7;  and  Computers  in  Medi- 
cal Practice  Management,  April  14  and 
21. 

The  seminars  will  be  led  by  Evelyn 
Eskin  and  Marjorie  Miller,  principals  in 
HealthPower  Associates. 

Tuition  for  each  two-day  course  is 
$300  plus  a $20  materials  fee. 

To  register  or  for  more  information, 
call  the  Institute  for  Continuing  Stud- 
ies at  Temple,  215-787-6946. 
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A Decade  of  Service  to 

Physicians 


1977 


The 

Society  launched- 

insurance  su  i^nie 


PMSLlCi 
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discounts  fernew^'^f  P'^'^raium 


1981 


PMSLIC  develops  a 
Medical- Legal  Correspondence 
Course  - a practical  approach  to 
reducing  malpractice  e^tposure 
through  physician  education. 


1986 


PMSLICs  new  multi-tier  rating 
plan  considers  individual 
physicians’  claims  experience  - 
promoting  increased  rating  equity 
and  preserving  physician  input 
into  the  underwriting  process. 


1983 
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And 

for  the  next  decade: 


Put  PMSLIC  to  work  for 
you.  Call  us,  toll-free,  at 
1-800-445-1212. 


nevrsironts 


Acres  of  diamonds  for  PMS  members 


U.  Berkley  Ellis,  EdD 


In  the  early  1900s  Dr.  Russell  Con- 
well,  Civil  War  veteran,  minister,  and 
teacher,  used  the  title  “Acres  of  Dia- 
monds” for  numerous  speeches  pre- 
sented at  fund  raising  meetings  for  a ht- 
tle  school  he  estabhshed  in  a row  house 
on  Broad  Street  in  Philadelphia. 

While  the  content  and  examples  var- 
ied with  each  speech,  the  message  was 
the  same.  Do  not  waste  time  searching 
around  the  state,  nation,  or  the  world 
for  happiness,  success,  or  riches.  Look 
in  your  own  backyard,  there  are  acres  of 
diamonds  to  be  found.  A large  city  uni- 
versity, whose  medical  school  gradu- 
ated numerous  PMS  members,  was 
built  upon  Dr.  ConweU’s  theme. 

Seeking  solutions  for  the  habihty  in- 


surance crisis,  PMS  physicians  travel 
to  seminars,  study  the  success  and  de- 
feats of  other  state  medical  societies, 
support  legislative  reform,  and  initiate 
court  action  to  declare  Act  111  of  1986 
unconstitutional.  Little  progress  has 
been  experienced  and  some  beheve  tbe 
solution  is  not  on  the  immediate  hori- 
zon. 

The  liability  crisis  is  similm  to  the 
AIDS  epidemic;  no  present  cure  is 
available.  Most  knowledgable  persons 
recommend  education  for  prevention  of 
these  maladies. 

Pennsylvania  physicians  need  only  to 
look  in  their  backyard  to  find  a practical 
aproach  for  avoiding  habihty  htigation. 
The  di^unonds  in  their  backyard  are 


Jane  Conley,  left,  presents  a demonstration  on  risk  management  to  members  of  office 


staffs. 


A HELPING  HAND  FOR  THE 
TROUBLED  PHYSICIAN 


Alcoholism.  Drug  abuse.  Mental  and  physical  disability.  The  problems  of 
aging.  All  take  their  toll  on  the  medical  community. 

But  there's  help — through  the  Impaired  Physician  Program  of  the 
Pennsylvania  Medical  Society.  The  program  offers  peer  support  . . . referral  to 
professional  treatment  agencies  . . . and  compassionate  follow-up  throughout 
the  rehabilitation  process. 

All  efforts  are  voluntary  and  \ To  learn  more  about  the 

strictly  confidential.  Impaired  Physician  Program, 

If  you  need  help — or  know  write:  Impaired  Physician 

someone  who  does — call  the  / Program,  Pennsylvania  Medical 

Impaired  Hotline:  (717)  Society,  20  Erford  Road, 

763-7937.  Lemoyne,  PA  17043. 


“Risk  Management  for  Office  Staff” 
and  the  “Risk  Management  for  Physi- 
cians” programs  provided  by  Pennsyl- 
vania Mediceil  Society  Liability  Insur- 
ance Company  (PMSLIC)  risk  manage- 
ment department. 

Based  upon  the  premise  that: 

“The  physician’s  office  support  per- 
sonnel play  a vital  role  in  the  health 
care  process  and,  as  such,  can  play  an 
equally  important  role  in  preventing 
allegations  of  medical  malpractice 
against  their  physician-employer.” 
a survey  of  PMSLIC  insured  physicians 
determined  that  a program  geared  for 
the  physician’s  office  staff  would  be  a 
positive  step.  Consequently,  the  risk 
management  department  developed  an 
educational  program  for  office  staff  to 
increase  their  awareness  of  the  medical- 
legal  ramifications  of  day-to-day  activi- 
ties in  the  physician’s  office  setting. 
Topics  include: 

1.  Confidentiality 

2.  Vicarious  habihty 

3.  Informed  consent 

4.  Documentation  of  medical  records 

5.  Physician-patient  relationship 
Recognizing  the  value  of  such  a pro- 
gram, the  Montgomery  County  Medical 
Society  Board  of  Directors  scheduled 
three  “Risk  Management  for  Office 
Staff”  luncheon  meetings  in  separate  lo- 
cations in  the  county. 

Jane  L.  Conley,  assistant  vice  presi- 
dent risk  management,  PMSLIC,  gave 
a 45-minute  slide  presentation,  rein- 
forced with  numerous  examples  of  of- 
fice staff  mistakes  that  precipitated 
medical  liability  suits  against  the 
physician-employer. 

The  shdes  were  foUowed  by  the  dis- 
cussion of  a two-page  handout:  one,  de- 
fining the  terms  abandonment,  vicari- 
ous habihty,  and  inherent  risk;  and  the 
second,  an  outhne  explaining  vicarious 
liability,  duty  of  confidentiality,  in- 
formed consent,  physician-patient  rela- 
tionships, and  containing  a model  letter 
for  use  in  the  termination  of  this  rela- 
tionship. 

Based  upon  the  interest  displayed  by 
the  more  them  150  participants  and  the 
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The  author  is  the  executive  director  of  the 
Montgomery  County  Medical  Society. 


We  didn’t  become 
computer  experts 
just  by  studying  computers. 


Streamlining  the  business  aspects  of  your  practice 
through  computerization  is  a natural  step  to 
improving  management  efficiency.  But  to  take 
advantage  of  computer  capability,  you  need  the 
expertise  not  only  of  computer  specialists,  but  also 
of  individuals  who  are  experienced  in  managing 
private  medical  practices.  Entrd  offers  you  both. 

Our  knowledge  in  these  two  essential  areas  allows 
us  to  immediately  analyze  your  individual  office 
and  its  inner  workings.  Then,  we’ll  recommend  the 
highest  quality  name  brand  system  that  satisfies 
your  precise  needs.  We’U  upgrade  your  accounts 
receivable . . . improve  collection  ratio  and 
reimbursement  turnaround  time  with  Electronic 
Claims  Submission  (ECS) . . . track  accounts  payable 
. . . and  allow  you  to  recall  patient  files  by  diagnosis. 
Whether  a general  practitioner  or  specialist  in  either 
single  or  group  practice,  you  will  benefit  dramatically 
by  computerizing  your  business,  allowing  you  more 
time  to  do  what  you  do  best . . . treat  patients. 


At  Entre",  offering  our  expert  advise  is  only  the 
beginning.  Once  you  have  made  your  purchase,  we 
continue  to  serve  you  by  providing  high  tech  support 
and  consultation.  We  install  your  system,  fully  train 
your  staff,  and  remain  available  to  help  you  with 
our  remote  telephone  diagnostic  capability.  This 
ongoing  assistance  ensures  that  you  get  the  most 
out  of  your  system. 

When  your  computing  needs  expand  into 
networking  and  other  areas,  you  can  rely  on  the  Entre' 
team  of  experts.  To  discuss  how  computerizing  will 
save  you  time  and  money,  phone  today! 

Lehigh  Valley 


CPrrQC  compuTGR^ 
til  1 1 Ixtl^nr^R^  ^ 


Allentown,  PA  Maniuchy,  N) 

(215)  437-3331  (201 ) 850-8000 
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very  positive  evaluation  results,  one 
can  conclude  the  program  is  a valuable 
learning  experience  for  the  physician’s 
office  staff.  In  addition  to  having  a bet- 
ter informed  staff,  a spin  off  is  the  re- 
sulting boost  in  staff  morale  generated 
by  the  opportunity  to  get  away  from 
the  office  for  a luncheon,  and  the  real- 
ization that  they  too  are  important  par- 
ticipants in  the  avoidance  of  liability 
suits. 

If  a meeting  cannot  be  arranged, 
PMSLIC  offers  an  audiotape,  with  sup- 
plemental guides  for  each  staff  partici- 
pant. Although  not  as  effective  as  a 
meeting  that  provides  for  more  interac- 
tion, sharing  of  experiences,  and  imme- 
diate answers  to  questions,  it  is  an  al- 
ternative. 

We  recommend  PMS  physician  mem- 
bers take  advantage  of  the  “Acres  of 
Diamonds”  to  be  found  in  their  back- 
yard. 


Eighth  Annual 

Lion-Hearted  Lecture  Series: 


HEART 


HORIZONS 


1988 

TOPICS  INCLUDE: 

Cardiomyopathies:  Diagnosis,  Treatment,  and 
Long-Term  Management 

Dr.  James  Shaver,  University  of  Pittsburgh 


Dr.  Ricci  joins  Blue  Shield 

Pennsylvania  Blue  Shield  has  an- 
nounced the  appointment  of  Joseph  A. 
Ricci,  MD,  Mechanicsburg,  as  vice  pres- 
ident, medical  aff2iirs.  Dr.  Ricci  will  di- 
rect the  development  and  implementa- 
tion of  medical  policy  for  the  company. 

A native  of  Utica,  New  York,  Dr.  Ricci 
received  a bachelor  of  science  degree 
from  College  of  the  Holy  Cross  and  is  a 
graduate  of  Georgetown  Medical 
School.  He  is  a fellow  of  the  American 
College  of  Physicians,  and  a member  of 
both  the  American  Medical  Association 
and  the  Pennsylvania  Medical  Society. 

Prior  to  joining  Pennsylvania  Blue 
Shield,  Dr.  Ricci  was  senior  vice  presi- 
dent, risk  management  and  medical  di- 
rector for  PHICO  Insurance  Company 
in  Mechanicsburg.  He  is  associate  clini- 
cal professor  of  medicine  at  the  Penn- 
sylvania State  University  School  of 
Medicine. 

Dr.  Ricci  was  in  private  practice  in 
Camp  Hill  for  14  years  and  is  a former 
contributing  editor  for  PENNSYLVANIA 
Medicine. 

He  previously  served  as  chief.  De- 
partment of  Internal  Medicine  at  Holy 
Spirit  Hospital  in  Camp  Hill  and  chief. 
Department  of  Hematology  and  Oncol- 
ogy at  Polyclinic  Medical  Center  in  Har- 
risburg. Dr.  Ricci  was  also  chief.  Cancer 
Chemotherapy  Unit,  United  States 
Public  Health  Service  Hospital  in  New 
Orleans. 


Training  Effects  on  Peripheral  Vasculature: 
Implications  for  CHF 

Dr.  Lawrence  Sinoway,  Penn  State’s  College  of  Medicine 

Hypertensive  Management  in  1988 

Dr.  Abram  V.  Chobanian,  Boston  University 

Implantable  Defibrillators:  Nonpharmacologic 
Approaches  to  Malignant  Tachyarrythmias 

Dr.  Jerry  C.  Luck  Jr.,  Penn  State’s  College  of  Medicine 

New  Concepts  in  the  Prevention  of  Atherosclerosis  by  Diet 

Dr.  William  Connor,  Oregon  Health  Science  University 

New  Directions  in  Thrombolytic  Therapy 

Dr.  Laurence  Marker,  Scripps  Clinic  and  Research  Foundation 


April  21,  1988 

Harrisburg/Hershey  Marriott 
Harrisburg,  Pennsylvania 

For  further  information,  please  call  (717)  531-7965 
Credit— 6 hours  AM  A Category  I Fee:  $68 


pennState 


College  of  Medicine  • University  Hospital 
The  Milton  S.  Hershey  Medical  Center 


in  cooperation  with 
The  American  Heart  Association 
South  Central  Pennsylvania  Chapter 


20  Pennsylvania  Medicine,  March  1988 


MR  UPDATE 

MRI  is  Rapidly  Replacing  CT  & Myelography 
For  Evaluation  of  HNP 

LUMBAR  SPINE 


HISTORY:  This  38-year-old  rhale  complained  of 
recent  onset  of  low  back  pain  radiating  to  left  lower 
extremity. 


SCAN:  This  midline  sagittal  image  demonstrates  the 
high  intensity  (white)  discs  lying  between  the  vertebral 
bodies.  The  L4-5  disc  is  herniated  posteriorly  with  a 
“mushroom  configuration”  (long  arrow).  CSF  in  the  spinal 
canal  is  gray  (short  arrow),  and  this  CSF  column  is  in- 
dented by  the  herniated  disc  material  at  the  L4-5  level  (long 
arrow).  Axial  images  at  the  other  levels  demonstrated  that 
the  high  intensity  disc  material  is  contained,  and  disc 
herniation  can  be  confidently  excluded  at  all  the  other  levels. 


MRI  HIGHLIGHTS:  Lumbar  and  cervical  coil  MRI  is  rapidly  replacing  myelography  and  computerized 
tomography  for  initial  evaluation  of  suspected  disc  herniation  and  suspected  spinal  stenosis.  Standard  MR  examina- 
tion shows  the  entire  lumbar  or  cervical  spine,  the  spinal  canal  and  the  paraspinal  region.  Causes  of  low  back  or  neck 
pain  and  sciatica  are  well  demonstrated  without  injection  of  contrast  material  and  without  ionizing  radiation.  The 
bony  structures  are  well  shown,  and  destructive  bony  lesions  and  extraosseous  extension  of  bony  lesions  are  routinely 
demonstrated  on  MRI.  Intraspinal  neoplasms  are  also  confidently  detectable. 


LANCASTER 
MAGNETIC 
IMAGING,  LTD. 

213  College  Avenue 
Lancaster,  Pennsylvania  17603 

(717)  394-2693 


PHILADELPHIA 
MAGNETIC 
IMAGING,  LTD. 

1336  Wolf  Street 


Philadelphia,  Pennsylvania  19148 

(215)  271-0028 


CENTRAL  PA 
MAGNETIC 
IMAGING,  LTD. 

800  Campbell  Street 
Williamsport,  Pennsylvania  17701 

(717)  322-4300 


NORTHEASTERN 
MAGNETIC 
IMAGING,  LTD. 

5090  Summerdale  Avenue 
Philadelphia,  Pennsylvania  19124 

(215)  28S-8100 


Health  Images  facilities  operate  their  MRI  systems  with  all  available  upgrades  including  contiguous  thin  slices, 
high  resolution  head  and  body  coils,  state  of  the  art  surface  coils,  and  cardiac  gating. 


^nc. 


Health  Images  facilities  are  a community 
resource  available  to  all  area  physicians. 


THE 


of  Presbyterian 


PHILADELPHIA 

University 

HEART 

of  Pennsylvania 

INSTITUTE 

Medical  Center 

CARDIOLOGY  UPDATE 

designed  for  the  physician 
and  provides  an  intensive  survey 
of  the  current  status 


of  clinical  cardiology 


Wednesday,  April  6,  1988 

Diagnosis  and  Management  of  Congestive  Heart  Failure 

Moderator:  Bernard  L.  Segal,  MD 

3:00  - 3:20 

Clinical  and  laboratory  diagnosis  of  heart  failure — Gary  Vigilante,  MD 

3:20  - 3:40 

Drug  therapy:  old  and  new — MarieJJ  Jessup,  MD 
3:40  - 4:00 

Cardiac  transplantation — Grant  V.  S.  Parr,  MD 
4:00  - 4:30 

Case  presentations— Michael  Herlich,  MD 
4:30  - 5:00 

Panel  discussion — Peter  G.  Lavine,  MD,  Herbert  E.  Cohen,  MD 


• No  registration  fee 
• No  advance  registration  required 
• CME  credits* 

• Refreshments  served  following  each  session 


Scheie  Eye  Institute  Auditorium 
Presbyterian-University  of  Pennsylvania  Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania 


*The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  to  sponsor  continuing 
education  for  physicians.  The  University  of  Pennsylvania  School  of  Medicine  designates  this  continuing  medical  activity  for  2 credit  hours  per  session  in 
Category  I of  the  Physicians  Recognition  Award  of  the  AMA. 
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Make  Impatient 
Patients  Patient 


Patients  can  become  impatient  when 
they  wait  in  waitins  rooms.  And  it  makes 
no  sense  to  have  incensed  patients. 

Therefore,  it's  a sood 
idea  for  you  to  provide 
a larse  selection  of 
current  masazines  for 
your  patients  to  read. 

Masazines  can  occupy 
anxious  people. ..they  can 
people  ...and  they  can  quietly  entertain 
active  children. 

The  Pennsylvania  Medical  Society 
Masazine  Prosram  offers  you  the  lowest 
prices  on  masazine  subscriptions.  And 
we  can  handle  all  of  your  masazine  needs 
at  one  time  (savins  you 
time  and  paperwork). 

If  you  are  interested  in 
makins  your  impatient 
patients  patient  and  your 
patient  patients  happy, 
order  several  subscriptions  today! 


relax  nervous 


OUR  BEST  SELLERS: 

Usual 

Your 

Publication 

Price 

Price 

*Better  Homes  & 

Gardens 

14.00 

7.00 

*Cosmopol i tan 

24.97 

15.00 

DISCOVER 

27.00 

13.50 

The  Economist 

98.00 

60.00 

Family  Circle 

14.97 

9.97 

Field  & Stream 

15.94 

7.97 

Food  and  Wine 

22.00 

17.00 

♦Glamour 

1 yr 

15.00 

12.00 

2 yrs 

22.00 

♦Gourmet 

1 yr 

18.00 

13.50 

2 yrs 

25.00 

♦Good  Housekeeping 

15.97 

9.97 

♦GQ 

20.00 

15.00 

♦House  Beautiful 

15.97 

8.00 

♦House  & Garden 

1 yr 

24.00 

18.00 

2 yrs 

34.00 

Ladies  Home  Journal 

19.95 

11.97 

LIFE 

31.95 

16.50 

♦Mademoi sel 1 e 

1 yr 

15.00 

12.00 

2 yrs 

22,00 

MONEY 

31.95 

16.00 

NEW  YORKER 

1 yr 

32.00 

24.00 

2 yrs 

43.70 

♦NEWSWEEK 

1 yr 

41.06 

21.85 

2 yrs 

41.60 

♦Organic  Gardening 

12.97 

6.50 

PARENTING 

18.00 

9.00 

Parents 

18.00 

9,00 

PEOPLE 

61.88 

30.94 

♦Redbook 

11.97 

6.97 

♦Self 

1 yr 

15.00 

12.00 

2 yrs 

22.00 

SPORTS  ILLUSTRATED 

64.26 

32.13 

SUNSET 

14.00 

14.00 

TIME 

58.25 

29.25 

Travel  & Leisure 

29.00 

15.00 

TV  Guide 

39.00 

37.44 

U.S.News  and  Wor 

Id  Report 

34.50 

17.25 

US  Magazine 

23.95 

14.97 

♦Van i ty  Fair 

1 yr 

12.00 

9.00 

2 yrs 

16.00 

♦Vogue 

1 yr 

24.00 

21.00 

2 yrs 

40.00 

HUNDREDS  OF  OTHER  TITLES  AVAILABLE: 

JUST  ASK! 

‘-BUSINESS  CARD  NEEDED  FOR  OFFICE  PRICE 


PENNSYLVANIA  MEDICAL  SOGIET/  MAGAZINE  PROGRAM 


PMS 


NAME 

ADDRESS. 


PMS  MAGAZINE  PROGRAM 
29  Glen  Cove  Avenue 
Glen  Cove,  New  York  1 1 542 

(516)  676-4300 


CITY STATE ZIP 

telephoneJ I 


All  subscriptions  are  tor  one  year  unless  otherwise  noted. 

New  orders;  Publishers  take  from  8 to  12  weeks  to  start  a subscription. 


PUBLICATION  NAME 

YRS. 

PRICE 

TOTAL 

□ Check  enclosed 

□ Visa  or 

□ M/C  # 


Exp. 
Date 


Renewals:  Please  send  us  the  address  label  from  your  magazine  at  least 
8 weeks  before  the  expiration  date.  PAMD288 
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PMSLIC  reports  claims  statistics 

Lawrence  E.  Smarr 


PMS  House  of  Delegates  Resolution 
86-17  requires  that  PMSLIC  report  cer- 
tain claim  statistics  to  the  House  of 
Delegates  on  a semi-annual  basis.  In  re- 
sponse to  this  resolution,  PMSLIC  pub- 
lished the  first  semi-annual  report  in  the 
September  1987  issue  of  PENNSYLVA- 
NIA Medicine.  The  data  included  in  the 


hibits  should  contact  Lawrence  E. 
Smarr,  vice  president.  Statistics  and 
Research,  Pennsylvania  Medical  Soci- 


ety Liability  Insurance  Company,  20-A 
Erford  Road.,  P.O.  Box  303,  Lemoyne, 
PA  17043. 


Table  1 

Physician  Joined  as  Additional  Defendent 


following  tables  is  an  update  of  the 

Since  beginning  tracking  joinder  data  on 

During  the  same  period. 

PMSLIC  joir 

most  recent  five  years’  experience  of 

April  1,  1987,  17  PMSLIC 

insureds  were 

two  other  parties,  as  follows; 

the  data  requested  by  Resolution  86-17, 

joined  by  other  parties  through  December  31 , 

Number  i 

as  follows: 

1987,  as  follows: 

Party  Joined  by  PMSLIC 

Times 

Table  1.  Joinders— Includes  PMSLIC 

Number  of 

Physician 

1 

physicians  joined  by  other  parties  and 

PMSLIC  Insured  Joined  by: 

Times 

Manufacturer 

1 

other  parties  joined  by  PMSLIC. 

Hospital 

9 

Total 

2 

Table  2.  Number  of  claims  and  suits 

Other  Physician 

1 

filed  by  specialty,  January  1,  1983- 

Nursing  Home 

2 

December  31,  1987. 

Drug  Company 

1 

Table  3.  Cost  of  claims  and  suits  filed 

Other 

by  specialty,  January 

1,  1983- 

Commercial  Business 

2 

December  31,  1987. 

Auto  Insurance  Carrier 

1 

Readers  having  questions  regarding 

Patient 

1 

the  information  contained 

in  these  ex- 

Total 

17 

Table  2 

Number  of  Claims  Filed  by  Specialty 

January  1,  1983-December  31,  1987 

Number  of 

Specialty 

Claims 

Gynecology 

28 

Plastic  Surgery 

120 

Allergy 

5 

Hematology 

1 

Proctology 

2 

Anesthesiology 

154 

Industrial  Medicine 

5 

Psychiatry 

21 

Cardiac  Surgery 

12 

Internal  Medicine 

627 

Radiology 

205 

Cardiology 

67 

Nephrology 

2 

Rehab/Physiatry 

23 

Cardio-Thoracic  Surgery 

23 

Neurology 

46 

Thoracic  Surgery 

30 

Cardio-Vascular  & Thoracic  Surgery  45 

Neurosurgery 

166 

Urology 

80 

Cardio-Vascular  Surgery 

58 

OB/GYN 

650 

Vascular  Surgery 

18 

Colon-Rectal  Surgery 

1 

Oncology 

3 

Not  Otherwise  Classified 

37 

Dermatology 

58 

Ophthalmology 

127 

Corporate  Liability 

72 

Emergency  Medicine 

146 

Orthopedics 

14 

Partnership  Liability 

4 

Family  Practice 

220 

Orthopedic  Surgery 

833 

Nurse  Anesthetist 

1 

Gastroenterology 

14 

Otolaryngology 

110 

Nurse  Midwives 

3 

General  Practice 

300 

Pathology 

16 

Physiotherapist 

1 

General  Surgery 

661 

Pediatrics 

127 

Total 

5,137 

PMS  Board  elects  district  directors  of  PaMPAC 


At  its  January  meeting  the  PMS 
Board  of  Trustees  elected  the  1988  dis- 
trict directors  of  PaMPAC. 

The  following  physicians  will  serve  di- 
rectorships: First  District— Timothy  J. 
Michals,  MD;  Second  District — Alan  H. 
Schragger,  MD:  Third  District— H. 


Newton  Olewiler  Jr.,  MD;  Fourth 
District— David  C.  Scicchitano,  MD; 
Fifth  District— Roland  A.  Loeb,  MD; 
Sixth  District— Harold  R.  Cottle,  MD; 
Seventh  District— William  R.  Beltz, 
MD;  Eighth  District— Robert  L. 
Lasher,  MD;  Ninth  District — Carol  N. 


Maurer,  MD;  Tenth  District — John  S. 
Parker,  MD;  Eleventh  District— John  F. 
Weldon,  MD;  and  Twelfth  District — 
Edward  A.  Lottick,  MD. 

These  directors  will  elect  the  at  large 
PaMPAC  directors  at  the  next  PaM- 
PAC meeting. 
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TABLE  3 

NUMBER  OF  CLAIMS  AND  SUITS  (C  & S)  FILED  BY  SPECIALTY 
01/01/83  - 12/31/87- 


# Open 
r & S 

Closed  Claims  (Except 
Verdicts)  No  Loss  Pmt 
# C & S Ava  Exo  Pmt 

Cl osed 
No  Loss 
# C & S 

Verdi cts"“ 

. Payment 
Ava  Exd  Pmt 

Cl osed 
# C & S 

Settlements  w/ 
Avq  Lo«is  Pmt 

Loss  Pmt 
Avq  Exp 

Pmt 

Cl osed 
/S'  C & S 

Verdicts'*  w/ 
Avo  Loss  Pmt 

Loss  Pmt. 

Avq  Exd  Pmt 

Al 1 ergy 

2 

1 

$1,485 

0 

-0- 

2 

$16,500 

$ 69 

0 

-0- 

$ -0- 

Anesthesi ol ogy 

46 

54 

2,457 

4 

$15,789 

49 

15,300 

1,601 

1 

$ 18,000 

1,750 

Cardio-Thoraci c Surg. 

15 

6 

1,538 

0 

-0- 

2 

67,500 

7,572 

0 

-0- 

-0- 

Cardio-Vasc.  Surg. 
Cardio-Vascular  & 

34 

13 

1,863 

0 

-0- 

11 

89,046 

7,035 

0 

-0- 

-0- 

Thoracic  Surgery 

28 

14 

1,685 

0 

-0- 

3 

30,000 

2,611 

0 

-0- 

-0- 

Cardiol ogy 

45 

27 

2,505 

0 

-0- 

6 

87,917 

8,083 

0 

-0- 

-0- 

Colon-Rectal  Surgery 

0 

1 

656 

0 

-0- 

0 

-0- 

-0- 

0 

-0- 

-0- 

Dermatol ogy 

37 

13 

1,164 

0 

-0- 

8 

25,730 

2,035 

0 

-0- 

-0- 

Emergency  Medicine 

64 

47 

3,338 

7 

21,472 

27 

36,079 

5,251 

1 

5,100 

3,091 

Family  Practice 

128 

58 

2,349 

5 

21 ,292 

29 

52,225 

5,088 

0 

-0- 

-0- 

Gastroenterol ogy 

5 

6 

2,695 

0 

-0- 

3 

46,667 

7,989 

0 

-0- 

-0- 

General  Practice 

140 

106 

1,826 

4 

3,048 

50 

51 ,958 

4,721 

0 

-0- 

-0- 

General  Surgery 

342 

195 

2,763 

12 

18,157 

no 

58,370 

6,831 

2 

51 ,463 

14,367 

Gynecology 

16 

8 

3,504 

0 

-0- 

4 

51,025 

5,266 

0 

-0- 

-0- 

Hematol ogy 

0 

1 

-0- 

0 

-0- 

0 

-0- 

-0- 

0 

-0- 

-0- 

Industrial  Medi cine 

2 

3 

2,691 

0 

-0- 

0 

-0- 

-0- 

0 

-0- 

-0- 

Internal  Medi cine 

329 

204 

3,275 

12 

19,224 

82 

50,134 

6,367 

0 

-0- 

-0- 

Nephrol ogy 

1 

1 

915 

0 

-0- 

0 

-0- 

-0- 

0 

-0- 

-0- 

Neurol ogy 

106 

79 

1,837 

3 

17,393 

23 

57.837 

6,156 

1 

50,000 

755 

OB/GYN 

331 

188 

2,534 

9 

18,482 

118 

65,293 

5,630 

4 

31 ,290 

8,741 

Oncol ogy 

2 

0 

-0- 

0 

-0- 

1 

4,000 

1,948 

0 

-0- 

-0- 

Ophthalmology 

58 

48 

1,188 

1 

32,047 

20 

50,216 

6,334 

0 

-0- 

-0- 

Orthopedics 

425 

264 

2,573 

17 

18,831 

136 

51 .817 

6,556 

5 

56,201 

8,712 

Otol aryngol ogy 

62 

22 

1 .324 

5 

10,822 

20 

48,846 

9,662 

1 

61 ,085 

31 .020 

Pathol oqy 

10 

5 

2,087 

1 

27,401 

0 

-0- 

-0- 

0 

-0- 

-0- 

Pedi at ri cs 

79 

31 

2,980 

1 

45,912 

16 

72,969 

8,169 

0 

-0- 

-0- 

Plastic  Surgery 

59 

40 

1.145 

4 

9,781 

17 

28,765 

5,805 

0 

-0- 

-0- 

Proctol ogy 

0 

1 

4,226 

0 

-0- 

1 

150,000 

20,795 

0 

-0- 

-0- 

Psychi atry 

10 

8 

5,354 

0 

-0- 

3 

42.500 

4.131 

0 

-0- 

-0- 

Pulmonary  Diseases 

1 

0 

-0- 

0 

-0- 

0 

-0- 

-0- 

0 

-0- 

-0- 

Radiology 

88 

80 

3,078 

3 

28,818 

32 

39,424 

10,354 

2 

38,000 

11,162 

Rehab/Physiatry 

14 

7 

6,174 

1 

2,605 

1 

75,000 

225 

0 

-0- 

-0- 

Thoracic  Surgery 

17 

9 

6,052 

0 

-0- 

3 

71 ,000 

10,077 

1 

83,718 

42,612 

Urol ogy 

35 

25 

3,020 

1 

19,998 

19 

40,842 

7,278 

0 

-0- 

-0- 

Vascular  Surgery 

11 

4 

4,995 

1 

40,404 

2 

35,000 

3,132 

0 

-0- 

-0- 

Not  0th.  Classified 

15 

22 

3,937 

1 

2,817 

7 

22,044 

1,926 

0 

-0- 

-0- 

Physi otherapi st 

0 

0 

-0- 

0 

-0- 

1 

5,000 

-0- 

0 

-0- 

-0- 

Nurse  Anesthetist 

1 

0 

-0- 

0 

-0- 

0 

-0- 

-0- 

0 

-0- 

-0- 

Nuse  Midwife 

2 

0 

-0- 

0 

-0- 

1 

80.000 

5,964 

0 

-0- 

-0- 

Corporate  Liability 

42 

22 

4,260 

1 

8,664 

6 

39,504 

7,430 

1 

40,000 

21,661 

Partnership  Liability 

1 

0 

-0- 

Ji 

-0- 

1 

77.000 

-0- 

c 

-0- 



grand  totals 

2,606 

1,605 

$2,600 

93 

$18,052 

814 

$51,146 

$ 6,069 

19 

$ 44,368 

$12,130 

- Claims  and  suits  filed  durinc 
1978-1982.  $150,000  for  1983  and 

1 this  peri 
1 $200,000 

od  resulted  from  policy 
for  1984-1987. 

years  1978-1 

987.  PMSLiC's  limit  of  liability 

is  $■ 

100,000  per 

incident  for  policy  years 

Cases  tried  to  verdict  which 

are  still 

open  pending 

final  resol 

ution  due  to 

post  trial 

motions,  appeals,  etc. 

are 

counted  as 

open  files. 
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Dx:  recurrent  *herpes  labialis 
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“HERPECIN-L  is  my  treatment  of  choice  for 
^ perioral  herpes.”  GP,  NY 

■.  ^ - . 

#-  “HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 

“HERPECIN-Lf.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromai  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPEGiN-L  . .proven  far  superior.”  DOS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD.  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD.  FDR  STATION,  NEW  YORK,  N.Y. 
10150 

In  Pennsylvania,  HERPECIN-L  is  available  at  all  Brooks,  Eckerd, 
Rea  & Derick,  Revco,  RiteAid,  Thrift  and  other  select  pharmacies. 
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New  trustee  sees  sacrifice  inherent  in  medicine 


Patricia  L.  Hogg 

“Medicine  always  has  and  always  will 
demand  sacrifices  from  those  who  pur- 
sue it,”  Ferdm^md  L.  Soisson  Jr.,  MD, 
Eleventh  District  Trustee,  said. 

Dr.  Soisson,  an  obstetrician/ 
gynecologist  who  has  practiced  in  John- 
stown for  25  years,  was  elected  a 
trustee  by  the  House  of  Delegates  at 
the  1987  Annual  Business  Meeting  last 
October.  He  replaces  Ernest  L. 
Abernathy,  MD,  a pathologist  from 
Washingon,  PA. 

“Medicine  is  becoming  more  difficult. 
It’s  tough  to  keep  up  with  all  the  new 
ch2mges.  The  physician  has  to  sacrifice 
much  social  enrichment  and  living. 

“In  the  past,  medical  practice  was  a 
much  happier  kind  of  service.  There  was 
a freer  exchange  between  the  physician 
and  the  patient.  The  physician 
judgmentally  controlled  the  practice  of 
medicine.  However,  with  the  rising  cost 
of  medicine,  the  increasing  threat  of  hti- 
gation,  more  public  awareness,  and 
practice  specialization,  where  the  public 
had  to  become  a little  more  knowledg- 
able  in  their  selection  of  care,  the  con- 
trol of  medicine  began  to  involve  more 
than  personal  relationships.  It  began  to 
be  involved  with  outside  agencies.  The 
physician-patient  relationship  that  used 
to  be  unique  was,  through  various  situ- 
tions,  allowed  to  deteriorate.  We  lost 
some  of  the  personal  touch  because  a 
system  became  involved.” 

Views  on  the  profession  now 

Dr.  Soisson  said  these  regulatory 
changes  have  affected  older  physicians 
more  than  younger  physicians.  How- 
ever, he  said  the  young  physician  stUl 
faces  a rough  road. 

“For  the  physician  who  has  been  in 
practice  through  the  changes  in  medi- 
cine, a look  into  the  future  will  give  him 
more  confidence  because  he  realizes 
that  good  and  bad  will  come  out  of  the 
changes.  It’s  hard,  though,  because 
medicine  is  probably  the  most  scruti- 
nized profession  right  now.  It  has  gone 
from  being  almost  a ‘free  lance’  kind  of 
profession  to  being  a highly  regulated 
discipline. 

“There  is  nothing  wrong  with  peer  re- 
view and  regulations  in  themselves  be- 
cause they  demand  that  physicians  do  a 


better  job  and  they  correct  inherent  ills 
in  the  profession.  However,  they  are 
bad  in  that  one  becomes  defensive. 
They  have  created  a lot  of  hardship  for 
physicians.  I think  that  as  we  get  some 
relief  in  the  tort  system  we  will  feel 
more  reheved. 

“On  the  other  hand,  the  younger  phy- 
sician is  not  as  upset  about  the  regula- 
tions because  he  doesn’t  know  any  dif- 
ferently. He  will  have  to  face  other 
problems  such  as  how  much  the  eco- 


nomics of  medicine  will  impact  on  his 
practice.  And  he  wiU  have  the  greater 
problem  of  ethical  issues  such  as  the  ra- 
tioning of  medicine  and  the  harder  deci- 
sions of  how  much  and  who  will  get 
medical  care  and  who  is  going  to  pay.” 

Cost  containment 

The  issue  of  cost  contcdnment  is  one 
of  medicine’s  most  pressing  problems, 
according  to  Dr.  Soisson.  He  said  that 
because  the  public  doesn’t  understand 
cost  containment,  physicians  must 
work  to  educate  their  patients. 

“I  think  one  of  the  most  important 
things  facing  medicine  today  is  the  need 
to  educate  the  public  concerning  what 
cost  containment  fundamentally  in- 
volves in  relation  to  aU  of  society  includ- 
ing both  the  recipients  and  the  dis- 
pensers of  medical  care.  For  instance, 
most  Medicare  recipients  re^llly  don’t 
understand  what  deductibles  are  and 
they  don’t  understand  the  various  re- 
straints involved  in  the  program.” 

He  said  it  is  up  to  physicians  to  recog- 


nize that  education  may  be  one  way  to 
solve  the  problem.  “PMS  has  already 
taken  this  approach.  The  State  Society 
has  developed  a Public  Relations  Com- 
mittee and  has  set  up  educational  pro- 
grams for  the  physician  and  for  the  phy- 
sician to  disseminate  information  to  his 
patients.” 

He  SEiid  that  now  PMS  should  try  to 
help  county  societies  establish  PR  com- 
mittees and  programs  so  they  can  dis- 
tribute cost  containment  information  to 
their  members.  “It’s  important  for 
county  societies  to  be  able  to  meet  the 
specific  needs  of  their  members.  Once 
PR  committees  and  programs  are  in 
place,  we  will  be  better  able  to  dissemi- 
nate information  on  any  issue.” 

Involvement  in  organized  medicine 

Active  in  organized  medicine  since 
the  early  1970s,  Dr.  Soisson  is  a mem- 
ber of  the  American  Medical  Associa- 
tion, PMS,  the  Cambria  County  Medi- 
cal Society,  and  the  Pittsburgh 
Obstetrical-Gynecological  Society.  He 
has  held  numerous  positions  at  both  the 
state  and  county  levels. 

At  the  state  level.  Dr.  Soisson  has 
served  on  the  Commission  on  Health 
Planning,  and  the  Committee  on  Medi- 
cine, Religion  and  Bioethics.  He  also 
chaired  the  State  Society’s  Committee 
on  Professional  Liability  Insurance  Ap- 
peals, which  allows  any  physician  in- 
sured by  the  PMS  Liability  Insurance 
Company  a forum  to  complain  about 
premiums  or  surcharges  and  helps  phy- 
sicians ev^lluate  insurance  rates.  Dr. 
Soisson  said  it  also  provides  a means 
for  physicians  to  be  aware  of  how  the 
insurance  company  functions  and  what 
is  involved  in  the  pricing  of  liability  in- 
surance. 

At  the  county  level,  he  has  also  filled 
many  positions,  including  president, 
secretary,  and  assistant  treasurer,  and 
has  served  on  the  board  of  directors  and 
on  various  committees,  such  as  the 
Committee  on  Public  Health  and  Pre- 
ventive Medicine,  the  Nominating  Com- 
mittee, and  the  PR  Committee. 

Dr.  Soisson  said  his  special  interest 
lies  in  public  relations.  “I  perceive  a real 
deficiency  in  organized  medicine  as  far 
as  PR  goes.  Organized  medicine  main- 
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The  Ibwiality  Disorder 
Tealment  Program  of 
Sheppard  PrattHospital. 


You  know— perhaps  firsthand— how  treating  a borderline 
patient  can  become  a vicious  circle.The  harder  you  try  to  help,  the 
more  resistant  or  even  abusive  your  patient  becomes,  until  both 
of  you  are  left  frustrated  and  e^austed. 

But  how  do  you  break  the  therapeutic  deadlock?  Ch^ging 
therapists  may  ordy  begin  the  cycle  all  over  again.  And  a brief 
hospital  stay  usually  produces  only  temporary  improvement. 

At  Sheppard  Pratt,  our  experience  has  shown  that  specialized 
inpatient  treatment,  coupled  with  the  opportunity  for  a longer 
hospital  stay,  may  be  the  only  effective  way  to  interrupt  this  pattern 
of  behayior  and  uncover  and  resolve  the  deep-seated  problems 
underlying  the  patient’s  longstanding  difficulties. 

The  Personality  Disorder  Treatment  Program  at  Sheppard 
Pratt  is  designed  to  provide  such  long-term  care.  Our  objective  is 
to  bring  about  lasting  improvement  in  patients  with  personality 


disorders.  , . v i j 

The  process  is  not  easy.  Serious  personality  disorders  do  not 

lend  themselves  to  a “quick  fix.”  But  we  are  encouraged  by  the 
number  of  our  patients  who  have,  in  time,  broken  out  of  the 
vicious  circle. 

K you  would  like  to  know  more  about  the 
Sheppard  Pratt  approach  to  the  borderline  patient 
and  other  patients  with  severe  personality 
disorders,  contact  the  Admissions  Office, 

(301)339-4070,  The  Sheppard  and  Enoch  Pratt 
Hospital,  6501  North  Charles  Street,  PO.  Box 
6815,  Bdtimore,  MD  21285-6815. 


THE  PERSONALITY 
DISORDER  TREATMENT 
PROGRAM 


nem£ro»ts 


tains  a poor  image  in  the  public’s  eyes.” 

He  was  instrumental  in  establishing 
Cambria  County’s  PR  committee.  He 
worked  to  get  physicians  organized  on  a 
county-wide  basis  and  convinced  the 
county  society  to  fund  the  committee. 
Currently  25  to  30  members  serve  on 
the  committee. 

Another  weakness  Dr.  Soisson  sees  in 
organized  medicine  is  that  there  is  not  a 
sufficient  number  of  physicians  willing 
and  able  to  serve  at  the  Board  level,  es- 
pecially in  hospitals.  To  make  up  for 
this  deficiency,  lay  people  who  are  not 
well  informed  must  serve.  He  said  that 
in  no  other  discipline  would  such  a sys- 
tem be  allowed. 

Again,  Dr.  Soisson  explained,  this 
lack  of  involvement  goes  back  to  the 
sacrifice  the  physician  must  make.  “Be- 
ing involved  in  org2inized  medicine  is  a 
time-consuming  part  of  the  practice  of 
medicine  if  you  do  it  right,”  he  said. 
“It’s  difficult  to  be  active  until  your 
own  practice  is  sufficiently  staffed  and 
economically  stable.  The  sacrifice  is 
costly.” 

Dr.  Soisson  said  he  has  had  to  sacri- 
fice part  of  his  practice  to  be  involved  in 
organized  medicine.  Now,  he  practices 
only  gynecology. 


Medical  education 

Surprisingly,  Dr.  Soisson  did  not  start 
out  to  be  a physician.  Instead,  he  in- 
tended to  become  a priest  and  began  his 
studies  at  St.  Vincent  College  in  La- 
trobe.  During  the  course  of  his  studies, 
however.  Dr.  Soisson  changed  his  mind 
and  decided  to  pursue  a pre-med  degree. 
He  attended  medical  school  at  George- 
town University  and  chose  to  specialize 
in  obstetrics.  He  did  his  internship  and 
residencies  in  Fitzsimons  Army  Hospi- 
tal in  Denver,  Colorado,  and  Tripler 
Army  Hospital  in  Honolulu,  Hawaii.  In 
1963  he  returned  to  Pennsylvania  and 
began  in  the  partnership  he  still  main- 
tains today. 


Bountiful  home  life 

Besides  running  a busy  partnership 
and  participating  in  organized  medi- 
cine, Dr.  Soisson  had  his  hands  full  at 
home.  He  and  his  wife,  Dorothy,  have 
nine  children,  ranging  in  age  from  32  to 
15.  His  oldest  son,  Patrick,  is  a physi- 
cian specializing  in  obstetrics/ 
gynecology.  Ann,  his  oldest  daughter,  is 
a speech  pathologist  in  Plymouth,  Mas- 
sachusetts. Mary  ^md  Keiren,  who  are 
twins,  are  also  in  medical  fields.  Mary  is 
a pharmacist  in  Pittsburgh;  Karen  is  a 
nurse  in  pediatric  critical  care  at  Chil- 
dren’s Hospit2il  in  Pittsburgh.  Dr.  Sois- 


son’s  second  son,  Michael,  is  a rehabUi- 
tation  program  director  at  a Pittsburgh 
hospital.  Amy,  the  sixth  child,  is  a law- 
yer. Laura,  the  seventh,  is  a teacher. 
Theresa,  a recent  St.  Vincent  graduate, 
is  studying  for  her  master’s  degree  in 
child  development.  And  Tim,  the 
youngest,  is  stUl  in  high  school. 

“I’ve  had  a very  full  hfe,”  Dr.  Soisson 
said.  In  his  spare  time  he  enjoys  hunt- 
ing, fishing,  football,  and  aU  types  of 
art.  He  also  has  a Jim  Beam  bottle  col- 
lection. 

Dr.  Soisson  cites  the  personal  sacri- 
fice physicians  must  make  as  one  rea- 
son for  the  difficulties  facing  practition- 
ers today.  He  said  that  many  older 
physicians,  in  particular,  have  failed  to 
have  a chance  to  be  well-rounded  so- 
cially and  that  this  deficiency  is  another 
factor  that  led  to  the  deterioration  of 
the  physician-patient  relationship. 

He  also  said  that  the  physician  must 
realize  that  the  sacrifices  he  makes  spill 
over  to  others— in  particular,  one’s 
spouse  and  family.  “Your  spouse  must 
be  willing  to  be  a part  of  the  process  and 
must  be  anything  but  selfish,”  he  said. 

Seeing  the  end  result,  however,  is  well 
worth  the  sacrifice,  he  said.  “Seeing  the 
appreciation  patients  express  either  ac- 
tively or  passively  makes  me  realize 
I’ve  been  a success.” 


The  complete 
journal  for 
family  practice 
physicians 

■ Reaches  79,000  family  physicians  monthly 

■ Presents  the  most  commonly  seen  patient 
problems  in  family  practice 

■ Written  by  physicians  for  physicians 

■ The  most  current  clinical  updates  in: 

Cardiology  Ob/Gyn 
Diabetes  Psychiatry 

Pediatrics  Gastroenterology 

■ Provides  20  hours  of  CME  Category  1 Credit 
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WE  SCHEDULE  LITHOTRIPSY  FOR 
THE  PATIENTS  CONVENIENCE 

AND  YOURS. 


The  Mid' Atlantic  Kidney  ■ 
Stone  Center  is  proud  of  its 
prompt  and  convenient 
scheduling.  Depending  on 
the  urgency  of  the  situation, 
your  patient  will  undergo 
lithotripsy  treatment 
promptly,  usually  within  one 
week  of  referral.  In  urgent 
cases,  we  combine  evalua- 
tion and  treatment  on  the 
same  day. 


In  our  nearly  two  years  of 
practice  as  a lithotripsy  serv- 
ice, we  have  treated  more 
than  2000  patients,  gaining 
the  confidence  of  referring 
physicians  in  New  Jersey, 
Eastern  Pennsylvania, 
metropolitan  New  York, 
and  Delaware. 

Your  relationship  with 


THEMIDATLANTIC 
KIDNEY  STONE  CENTER 

A UTHOTRIPTER  SERVICE 
One  Brick  Road,  Suite  103 
Mariton,  NJ  08053 


your  patient  is  important  to 
us  and  you’ll  find  that  our 
experience,  prompt  schedul- 
ing, and  personalized  care  is 
a welcome  benefit.  To  find 
out  more  about  our  service, 
or  how  you  can  obtain  staff 
privileges  at  the  Mid- Atlan- 
tic Kidney  Stone  Center, 
call  (609)  983-7337. 

Outside  of  New  Jersey,  call 
(800)  53-LITHO. 


Managed  by  MEDIQ  Healthcare  Resources,  Inc. 


in  my  opinion 

Uninsurance  rate  high  in  Pittsburgh 


Walter  M.  Greissinger,  MD 

At  the  beginning  of  this  new  year,  it 
would  be  comforting  to  report 
that  we  have  a fresh  start  £ind  all  people 
are  being  taken  care  of  medically  speak- 
ing; however,  a recent  report,  “Health 
Care  of  the  Medically  Indigent  in  Penn- 
sylvania,” indicates  that  southwestern 
Pennsylvania  leads  the  state  with  its 
large  number  of  uninsured.  This  prehm- 
inary  report,  prepared  for  the  Pennsyl- 
vania Health  Care  Cost  Containment 
Council  by  Lewin  and  Associates, 
shows  that  13.3  percent  of  southwest- 
ern Pennsylvania  residents  (340,000 
people)  are  without  health  insurance. 
This  number  compares  with  a statewide 
average  of  8.6  percent. 

Moreover,  the  prehmin^lry  data  indi- 


cate that  many  employers,  particularly 
smaller  employers,  do  not  offer  health 
benefits— more  than  half  the  uninsured 
are  employed.  Forty  percent  of  sampled 
firms  with  less  than  twenty  employees 
do  not  offer  health  benefits  and  many 
firms  offer  only  hmited  coverage. 

The  Pittsburgh  area  has  a particu- 
larly high  rate  of  uninsurance,  accord- 
ing to  the  report,  22.8  percent,  com- 
pared with  6.5  percent  in  the 
metropohtan  Philadelphia  area. 

The  study  also  points  out  an  insur- 
ance coverage  is  often  not  available  for 
payment  of  routine  physician  visits  and 
for  prescription  drugs.  It  also  noted 
that  employers  paying  lower  wages  are 
less  hkely  to  cover  routine  physician 


visits  and  mental  health  services. 

Although  the  study  indicates  that  ac- 
cess to  continuous  primary  care  is  a 
problem  for  many  medically  indigent, 
limited  data  support  this  conclusion. 
The  study  indicates  that  85.5  percent  of 
people  who  are  insured  obtain  medical 
care  in  a private  doctor’s  office  com- 
pared with  66.9  percent  of  people  who 
are  uninsured.  Hospital  outpatient  cHn- 
ics  provide  7 percent  of  the  care  of  the 
insured  and  11.9  percent  of  the  care  of 
the  uninsured.  Hospital  emergency  de- 
partments provide  2.4  percent  of  the 
CEire  of  the  insured  and  8.2  percent  of 
the  care  of  the  uninsured.  Therefore, 
not  only  is  care  not  being  reimbursed 
but  it  is  also  being  dehvered  in  a costher 


Physician  responsibility  to  needy  controversial 


Barton  L.  Smith,  MD 
The  gratuitous  sermon  of  Leif  C. 
Beck  in  the  December  1987  Pennsylva 
NIA  Medicine  is  especially  ironic  com- 
ing from  a man  whose  firm  has  given  us 
such  advice  in  recent  years  as  “Practice 
Marketing:  Stop  Worrying  What  Your 
Colleagues  Will  Think”  (an  article  from 
the  “Health  Care  Group”  distributed 
for  pubhcation  in  local  medical  journals 
that  advocates  such  measures  as  hiring 
a public  relations  firm  for  your  practice 
and  taking  out  a “large  Yellow  Pages 
ad”).  I think  I know  what  Beck  means 


when  he  makes  statements  about  physi- 
cians for  whom  “helping  someone  for 
free  is  virtually  anathema  isic)"  and 
those  who  “may  not  affirmatively  reach 
out  and  seek  those  people  who  really 
need  her  skills”  (shades  of  “Ma  Bell”). 
However,  Beck  should  consider  the  pos- 
sibihty  that  the  physicians  he  knows  as 
chents  of  the  “Health  Care  Group”  are 
not  representative  of  the  medical  pro- 


Dr.  Smith  is  a gastroenterologist  in  West 
Reading. 


Free  service  to  poor  an  obligation 


Leif  C.  Beck 

It  need  not  be  incompatible  to  run  a 
practice  as  an  income-producing  “busi- 
ness” while  also  considering  one’s  obli- 
gations as  an  individual.  The  editors  of 
both  the  American  Medical  Association 
journal  and  the  American  Bar  Associa- 
tion journal  strongly  made  this  point  in 
a joint  editorial,  which  was  pubhshed  in 
December,  coinciding  with  Pennsylva- 
nia Medicine’s  article. 

Those  journals  suggested  a profes- 
sional responsibility  for  each  physician 


(and  lawyer)  to  devote  50  hours  of  work 
per  year  for  the  poor.  They  were  not 
suggesting  that  doctors  and  lawyers 
abandon  or  change  their  normal  busi- 
ness patterns,  presumably  including 
work  under  Medicare,  Blue  Shield,  and 
Medicaid  fee  constraints,  but  direct 

Mr.  Beck  is  an  attorney  and  certified  practice 
management  consultant  in  Plymouth  Meet- 
ing. He  is  a founding  partner  of  the  Health 
Care  Group. 


fession  as  a whole. 

Most  physicians  I know  are  contin- 
ually trying  to  improve  their  skills,  care 
deeply  about  their  patients,  and  carry 
out  their  duties  honestly  and  conscien- 
tiously. If  Beck  and  the  physicians  he 
admires  feel  they  must  travel  out  of 
their  own  neighborhoods  “to  provide  di- 
rect, ‘hands  on’  service  to  needy  peo- 
ple,” so  be  it;  but  let  them  also  consider 
the  possible  truth  in  someone’s  state- 
ment that  “benevolence  is  the  exercise 
of  power  in  disguise.” 


non-fee  service  for  those  unable  to  pay. 
As  I see  it,  the  editorial  suggests  a di- 
rect professional  responsibihty  for  ser- 
vice, along  with  the  individual  religious 
and  soci^d  responsibility  suggested  in 
my  article. 

I agree  with  Dr.  Smith  that  physi- 
cians are  indeed  conscientious  and  con- 
cerned for  their  patients.  The  question 
is  whether  those  attributes  should  be 
augmented  with  some  direct  and  proba- 
bly uncompensated  service  as  well. 
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hydrocodone  bitartrate  5 mg.  (Warning;  May  be  habit 
forming)  with  acetaminophen  500  mg. 

The  original  hydrocodone  analgesit 


Freedom 


Just  one  part  of 
pain  relief  therapy. 

Vicodin®  provides  greater 
patient  acceptance 


COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS 

CONSTIPATION 

RESPIRATORY 

DEPRESSION  SEDATION  EMESIS 

PHYSICAL 

DEPENDENCE 

HYDROCODONE 

X 

X 

CODEINE 

X 

X XX 

X 

OXYCODONE 

XX 

XX  XX  XX 

XX 

Blank  space  indicates  that  no  such  activity  has  been  reported. 

Table  adapted  from  Facts  and  Comparisons  (Nov.)  1984  and  Catalano  RB,  The 

medical  approach  to  management  of  pain  caused  by  cancer.  "Semin  Oncol"  1975; 

2;  379-92  and  Reuler  J8,  et.  al.  The  chronic  pain  syndrome;  misconceptions  and 

management.  "Ann  Intern  Med"  1980;  93;  588-96. 

♦ Vicodin  offers:  less  nausea,  less  sedation,  less 
constipation. 

. . . and  longer  lasting  pain  relief- 
up  to  6 hours. 

♦ Vicodin  containshydrocodone  not  codeine.  In 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg.  of  codei  ne.’ 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  relief  than  60  mg. 
of  codeine.^ 

Plus... 

♦ Vicodin  offers  the  convenience  of  Clll 
prescribing. 

♦ Dosage  flexibility-1  tablet  every  6 hours  or 
2 tablets  every  6 hours  (up  to  8 tablets  in  24 
hours). 


hydrocodone  bitartrate  5 mg.  (Warning:  May  be  habit 
idrming)  with  acetaminophen  500  mg. 


"Dispense  as  written"  for  the  original 
hydrocodone  analgesic. 


: r ■ :$:(NDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pain. 
CONTRAINDICATIONS;  Hypersensitivity  to  acetaminophen  or  hydrocodone. 

WARNINGS: 

DrugAbuseand Dependence;  VICODIN'  issubjecttotheFederalControlledSubstancesAct 
• ' (Schedule  III).  Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon 

repeated  administration  of  narcotics;  therefore,  VICODIN  should  be  prescribed  and  admin- 
istered with  the  same  caution  appropriate  to  the  use  of  other  oral-narcotic-containing 
medications. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce 
dose-related  respiratory  depression  by  acting  directly  on  brain  stem  respiratory  centers. 
Hycfrocodone  also  affects  centers  that  control  respiratory  rhythm,  and  may  produce  irregu- 
lar and  periodic  breathing. 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant  effeas  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exag- 
gerated in  the  presence  of  head  injury,  other  intracranial  lesions  or  a preexisting  increase  in 
intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure 
the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diagnosis 
or  clinical  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated 
patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism, 
Addison's  disease,  prostatic  hypertrophy  or  urethral  stricture. 

Information  For  Patients:  VICODIN,  like  all  narcotics,  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially  hazardous  tasks  such  as  driving  a car 
or  operating  machinery:  patients  should  be  cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  caution  should  be  exercised 
when  VICODIN  is  used  postoperatively  and  in  patients  with  pulmonary  disease. 

Drug  Interactions:  The  CNS-depressant  effects  of  VICODIN  may  be  additive  with  that  of 
other  CNS  depressants.  When  combined  therapy  is  contemplated,  the  dose  of  one  or  both 
agents  should  be  reduced.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with 
hydrocodone  preparations  may  increase  the  effect  of  either  the  antidepressant  or 
hydrocodone.  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  para- 
lytic ileus. 

Usage  in  Pregnancy:  Pregnancy  Category  C.'  Hydrocodone  has  been  shown  to  be 
teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  VICODIN  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
Nonteratogenic  Effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly 
prior  to  delivery  will  be  physically  dependent.  The  intensity  of  the  syndrom^  does  not 
always  correlate  with  the  duration  of  maternal  opioid  use  or  dose. 

Labor  and  Delivery:  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  may 
result  in  some  degree  of  respiratory  depression  in  the  newborn,  especially  if  higher  doses 
are  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk;  therefore, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of 
mental  and  physical  performance,  anxiety,  fear,  dysphoria,  dizziness,  psycnic  dependence, 
mood  changes. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  frequent  in 
ambulatory  than  in  recumbent  patients.  Prolonged  administration  of  VICODIN  may  pro- 
duce constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention 
have  been  reported. 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of 
the  pain  and  the  response  of  the  patient.  However,  tolerance  to  hydrocodone  can  develop 
with  continued  use,  and  the  incidence  of  untoward  effects  is  dose  related. 

The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain.  (If  necessary,  this  dose  may 
be  repeated  at  four-hour  intervals.)  In  cases  of  more  severe  pain,  two  tablets  every  six  hours 
(up  to  eight  tablets  in  24  hours)  may  be  required. 

Revised,  April  1982.  ■ 5685 
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in  my  opinion 


setting. 

The  report  states  that  the  data  and 
conclusions  of  the  study  are  subject  to 
review  and  modification  by  the  Penn- 
sylvania Health  Care  Cost  Contain- 
ment Council  (PHCCCC).  It  seems  to 
me  that  the  preliminary  findings  of  this 
report  deserve  to  be  discussed  with  rep- 
resentatives of  concerned  health  care 
providers  at  the  earliest  opportunity. 

The  most  disturbing  issue  is  that 
over  40  percent  of  this  group  is  em- 
ployed. It  is  also  disturbing  to  note  that 
the  PHCCCC  has  only  one  physician 
representative,  yet  there  are  six  repre- 
sentatives from  industry  who  are  trying 
to  blame  the  providers  for  inadequacies 
when  the  high  number  of  uninsured  is 
an  industry  generated  problem.  The  ar- 
rogance of  some  members  of  the  PHC- 
CCC has  been  noted  statewide.  It  is  un- 
fair to  lay  the  blame  for  health  care 
costs  on  the  provider  community. 

The  attempt  by  PHCCCC  to  require 
that  anybody  affiliated  with  an  institu- 
tion must  present  its  financial  state- 
ment three  months  after  the  close  of  the 
fiscal  year  is  an  example  of  an  attempt 
to  gain  control  of  the  health  care  profes- 
sion. Fortunately,  this  attempted  re- 
striction was  withdrawn.  The  council’s 
action  appears  to  relegate  the  health 
care  professions  to  a public  utihty  sta- 
tus, and  omits  recognizing  the  unique 
patient-physician  relationships  in- 
volved. (For  example,  how  many  council 
members  attended  a patient  emergency 
on  Christmas  Eve?)  Physicians  fully 
recognize  that  health  care  costs  mu^t  be 
contained;  but  it  is  doubtful  that  deci- 
sions made  by  a lay  council  with  httle 
opportunity  for  physician  input  will 
result  in  better  medical  care  at  a more 
Eiffordable  cost.  Maybe  the  better  role 
for  this  business  dominated  group 
would  be  to  apply  its  business  acumen 
to  providing  a means  of  obtaining  insur- 
ance for  these  patients. 

Perhaps  the  New  Year  will  bring  a 
more  professional  coalition  of  effort  to 
achieve  a better  understanding  of  is- 
sues affecting  the  quality,  accessibihty, 
and  affordability  of  health  care  in  our 
community.  □ 


Dr.  Greissinger  is  a family  practitioner  in 
Pittsburgh  and  the  Tenth  District  trustee  of 
the  Pennsylvania  Medical  Society.  The  essay 
is  reprinted  from  the  Bulletin  of  the  Alle- 
gheny County  Medical  Society. 


Use  our 

Physician  Services 
and  you  won’t 
need  these. 

Pentamation.  We’ve  been  taking  the  hea6- 
aches  out  of  patient  billing  for  over  1 8 years. 

With  our  Physicians  Services,  you  can  relieve 
yourself  of  collection  problems,  cut  your 
billing  costs  and  recover  those  professional 
fees  you’ve  been  losing  out  on. 

We’d  be  happy  to  discuss  a receivables  analysis 
with  you.  And  provide  you  with  details  of 
Pentamation’s  “PLEDGE  OF  SATISFACTION’’. 

Contact  Russ  Kopy,  Group  General  Manager, 
for  more  information. 

And  you  can  call  us  in  the  morning. 
(215)  691-3616 
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One  Bethlehem  Plaza 
Bethlehem,  PA  18018 


physicians  in  the  news 


Arthur  M.  Gershkoff,  MD,  attending 
physician  at  Magee  Rehabilitation  Hos- 
pital and  medical  director  of  the  hospi- 
tzd’s  Chronic  Pain  Management  Pro- 
gram, is  chairman  of  the  Regional 
Experts  Roster  subcommittee  of  the 
Public  Affairs  Committee  of  the  Ameri- 
can Pain  Society.  He  is  developing  a na- 
tional roster  of  experts  in  pain  manage- 
ment and  research  that  will  allow  the 
public  and  media  access  to  the  expertise 
of  the  membership  of  the  American 
Pain  Society. 

Neil  J.  Farber,  MD,  has  been  appointed 
director  of  medicine  at  Fitzgerald 
Mercy  Hospital,  Darby.  Previously,  he 
was  director  of  the  internal  medicine 
program  at  Presbyterian  Hospital. 

Burton  T.  Mark,  DO,  FACN,  West  Ches- 
ter, has  been  appointed  chairman  of  the 
department  of  psychiatry  at  Osteo- 
pathic Medical  Center  of  Philadelphia 
and  professor  of  psychiatry  at  Philadel- 
phia College  of  Osteopathic  Medicine. 

Samuel  J.  Amuso,  MD,  Harrisburg,  is 
the  new  president  of  the  medical/dental 
staff  at  Polychnic  Medical  Center.  Dr. 
Amuso  serves  as  chief  of  the  orthopedic 
division  of  the  department  of  surgery. 

Kenneth  Brayman,  MD,  assistant  in- 
structor in  surgery  at  the  University  of 
Pennsylvania  School  of  Medicine,  has 
been  granted  a 1988  Achievement 
Award  from  the  American  College  of 
Surgeons.  The  aweads  are  given  to  resi- 
dents who  have  demonstrated  scholarly 
achievement  and  show  outstanding 
promise  for  future  academic  achieve- 
ment. 

Jerry  Strauss,  MD,  director  of  the  divi- 
sion of  reproductive  biology  at  the  Hos- 
pital of  the  University  of  Pennsylvania 
(HUP),  has  been  appointed  associate 
chairman  of  the  department  of  obstet- 
rics and  gynecology  for  research  and  de- 
velopment at  HUP.  Dr.  Strauss  will 
oversee  basic  and  applied  research, 
identify  funding  sources  for  research 
trEiining  and  conduct,  and  examine  ca- 
reer development  for  the  faculty. 


Cyril  H.  Wecht,  MD,  JD,  a faculty  mem- 
ber at  the  University  of  Pittsburgh 
Schools  of  Medicine,  Dentistry,  and 
Public  Health,  and  Duquesne  Univer- 
sity Schools  of  Law  and  Pharmacy,  was 
the  keynote  speaker  at  the  first  annual 
meeting  of  the  Section  of  Chnical  Foren- 
sic Medicine  of  the  Royal  Society  of 
Medicine  in  London,  England,  in  Janu- 
ary. Dr.  Wecht  spoke  on  “The  Future 
Development  of  Clinical  Forensic  Medi- 
cine.” 

Donald  H.  Silberberg,  MD,  chairman  of 
the  department  of  neurology  at  the 
Hospital  of  the  University  of  Pennsyl- 
vania and  the  University  of  Pennsylva- 
nia School  of  Medicine,  dehvered  the 
first  Mary  and  Sandy  McEwan  Memo- 
rial Lecture  in  neurological  disorders  at 
the  University  of  Toronto  School  of 
Medicine  in  November.  He  spoke  on 
current  concepts  of  multiple  sclerosis. 


M.H.  Samitz,  MD,  (left)  helped  his  former 
student,  Aaron  Masawe,  MD,  establish  a 
department  of  dermatology  at  the  Univer- 
sity of  Dar-Es-Salaam  in  Tanzania.  Dr.  Ma- 
sawe, (right)  returned  to  Philadelphia  for 
the  first  time  since  his  student  days  at  the 
Graduate  Hospital  in  1971-1972  to  deliver 
the  12th  M.H.  Samitz  Lectureship  in  Cuta- 
neous Medicine  at  the  University  of  Penn- 
sylvania School  of  Medicine.  Dr.  Masawe 
travels  through  Tanzania  teaching  the  peo- 
ple about  proper  health  procedures  and 
conditions.  In  a country  of  23  million  peo- 
ple, Dr.  Masawe  is  one  of  only  three  quali- 
fied dermatologists. 


Steven  Mandel,  MD,  PC,  Philadelphia, 
clinical  associate  professor  of  neurology 
at  Thomas  Jefferson  University  Hospi- 
tal and  chief  of  the  division  of  neurology 
at  Albert  Einstein-Mt.  Sinai  Medical 
Center,  has  been  elected  to  the  Board  of 
Directors  of  the  Philadelphia  Occupa- 
tional Medical  Association.  Dr.  Mandel 
has  studied  both  acute  and  slow  repeti- 
tive trauma  related  to  musculoskeletal 
injuries  at  work. 

Cheryl  Cantrell,  MD,  has  been  ap- 
pointed director  of  psychiatric  services 
at  Fitzgerald  Mercy  Hospital,  Darby. 
Dr.  Cantrell  was  medical  director  of 
psychiatric  emergency  services  at 
Pennsylvania  Hospital’s  Hall  Mercer 
Mental  Health  Chnic. 

C.  William  Schwab,  MD,  chief  of  the  di- 
vision of  traumatology  and  surgical 
critical  care  at  the  HospitEil  of  the  Uni- 
versity of  Pennsylvania,  has  been  ap- 
pointed to  the  Committee  on  Trauma 
by  the  Board  of  Regents  of  the  Ameri- 
can College  of  Surgeons. 

Mark  S.  Granick,  MD,  FACS,  Wynne- 
wood,  has  been  named  director  of  Grad- 
uate Hospital’s  new  Head  and  Neck 
Center.  Previously,  Dr.  Gr2inick  was  at- 
tending surgeon  at  the  Western  Penn- 
sylvania Hospital,  Montefiore  Hospital, 
Children’s  Hospital,  and  Eye  and  Ear 
Hospital  in  Pittsburgh. 

Four  Northampton  County  physicians 
were  honored  for  50  years  of  service  by 
the  Northampton  County  Medical  Soci- 
ety. The  four  honorees  were:  Merton  E. 
Cohen,  MD,  Easton,  Warren  C.  Die- 
trich, MD,  Bethlehem,  Stewart  G.  Wolf, 
MD,  Bangor,  and  Thomas  H.  Low,  MD, 
formerly  of  Bethlehem. 

The  Northampton  County  Medical  So- 
ciety installed  its  1988  officers  last  Jan- 
uary. Installed  were:  Robert  C.  Hun- 
sicker,  MD,  president;  James  J.  Boylan, 
MD,  president  elect;  Terry  J.  Pundiak, 
MD,  vice  president;  Evan  C.  Reese  Jr., 
MD,  secretary;  and  Walter  K.  Peters, 
MD,  treasurer. 
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The  World’s 
Most  Popular  K 

Slow-IC 

potcissium  chloride 
slow-retecise  tablets 

8 mEq  (600  mg) 

It  means  dependability”  in  almost  any  lar^uage 

* Based  on  worldwide  sales  data  on  file,  CIBA  Pharmaceutical  Company. 

Capsule  or  tablet  slow-release  potassium  chloride  preparations  should  be  reserved  for  patients 
who  cannot  tolerate,  refuse  to  take,  or  have  compliance  problems  with  liquid  or  effervescent 
potassium  preparations  because  of  reports  of  intestinal  and  gastric  ulceration  and  bleeding 
with  slow-release  KCI  preparations. 

Before  prescribing,  please  consult  Brief  Prescribing  Information  on  next  page. 


The  Worlds 
Most  Popular  K 

For  good  reasons 

□ It  works— a 12 -year  record  of  efficacy' 

□ it’s  safe— unsurpassed  by  any  other  KCl  tablet  or  capsule^* 

□ It’s  acceptable  vs  liqulds-greater  palatability,  fewer  Gl  complaints, 
lower  incidence  of  nausea^ 

□ Ifs  comparable  to  10  mLq— in  low-dosage  supplementation^^ 

□ It^S  economical— less  expensive  than  all  other  leading  KCl  slow-release 
supplements  on  a per  tablet  cost  to  the  patient ' 

Slow-K^ 

potassium  chloride 
slow-release  tablets  s mEq  (6oo  mg) 


For  patients  who  can  t or  won't  tolerate  liquid  KCl. 

*The  most  common  adverse  reactions  to  potassium  salts  are  gastrointestinal  side  effects. 
^^Pooled  mean  serum  potassium  following  oral  administration  of  30  mEq  K-Tab 
compared  to  24  mEq  Slow-K  in  diuretic-treated  hypertensives  (n  ^ 20)  over  8 weeks. 
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patients  treated  with  thiazide  diuretics.  Drug  Inlell  Chn  Pharm 
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Slow-K' 

potassium  chloride  USP 
Slow-Release  Tablets 
8 mEq  (600  mg) 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  SEE 
PACKAGE  INSERT) 

INDICATIONS  AND  USAGE 

BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARA- 
TIONS. THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE  PATIENTS 
WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EFFERVES- 
CENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE 
IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS. 

1 For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  meta- 
bolic alkalosis:  in  digitalis  intoxication  and  in  patients  with  hypokalemic 
familial  periodic  paralysis 

2,  For  prevention  of  potassium  depletion  when  the  dietary  intake  of  potas- 
sium IS  inadequate  in  the  following  conditions  patients  receiving  digitalis 
and  diuretics  for  congestive  heart  failure;  hepatic  cirrhosis  with  ascites; 
states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing 
nephropathy;  and  certain  diarrheal  states 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncompli- 
cated essential  hypertension  is  often  unnecessary  when  such  patients  have 
a normal  dietary  pattern  Serum  potassium  should  be  checked  periodically, 
however,  and  if  hypokalemia  occurs,  dietary  supplementation  with  potas- 
sium-containing foods  may  be  adequate  to  control  milder  cases  In  more 
severe  cases  supplementation  witb  potassium  salts  may  be  indicated 
CONTRAINDICATIONS 

Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia, 
since  a further  increase  in  serum  potassium  concentration  in  such  patients 
can  produce  cardiac  arrest.  Hyperkalemia  may  complicate  any  of  the  follow- 
ing conditions:  chronic  renal  failure,  systemic  acidosis  such  as  diabetic 
acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic 
(e  g . spironolactone,  triamterene)  (see  OVERDOSAGE). 

All  solid  dosage  forms  of  potassium  supplements  are  contraindicated  in 
any  patient  in  whom  there  is  cause  tor  arrest  or  delay  in  tablet  passage 
through  the  gastrointestinal  tract.  In  these  instances,  potassium  supple- 
mentation should  be  with  a liquid  preparation  Wax-matrix  potassium  cnlo- 
nde  preparations  have  produced  esophageal  ulceration  in  certain  cardiac 

Salients  with  esophageal  compression  due  to  an  enlarged  left  atrium 
lARNINGS 

Hyperkalemia  (See  OVERDOSAGE) 

In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  admin- 
istration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest. 
This  occurs  most  commonly  In  patients  given  potassium  by  the  intravenous 
route  but  may  also  occur  in  patients  given  potassium  orally.  Potentially  fatal 
hyperkalemia  can  develop  rapidly  and  be  asymptomatic. 

The  use  of  potassium  salts  in  patients  with  chrohic  renal  disease,  or  any 
other  condition  which  impairs  potassium  excretion,  requires  particularly 
careful  monitoring  of  the  serum  potassium  concentration  and  appropriate 
dosage  adiustment 


Interaction  With  Potassium-Sparing  Diuretics 

Hypokalemia  should  not  be  treated  by  the  concomitant  administration  of 
potassium  salts  and  a potassium-sparing  diuretic  (e  g , spironolactone  or 
triamterene),  since  the  simultaneous  administration  of  these  agents  can 
produce  severe  hyperkalemia 

Gastrointestinal  Lesions 

Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative  lesions 
of  the  small  bowel  and  deaths  These  lesions  are  caused  by  a high  localized 
concentration  of  potassium  ion  in  the  region  of  a rapidly  dissolving  tablet, 
which  iniures  the  bowel  wall  and  thereby  produces  obstruction,  hemor- 
rhage, or  perforation  Slow-K  is  a wax-matrix  tablet  formulated  to  provide  a 
controlled  rale  of  release  of  potassium  chloride  and  thus  to  minimize  the 
possibility  of  a high  local  concentration  of  potassium  ion  near  the  bowel 
wall  While  the  reported  frequency  of  small-bowel  lesions  is  much  less  with 
wax-matrix  tablets  (less  than  one  per  100.000  patient-years)  than  with 
enteric-coated  potassium  chloride  tablets  (40-50  per  100,000  patient- 
years)  cases  associated  with  wax-matrix  tablets  have  been  reporter!  both  in 
foreign  countries  and  in  the  United  States  In  addition,  perhaps  because  the 
wax-matrix  preparations  are  not  enteric-coaled  and  release  potassium  in  the 
stomach,  there  have  been  reports  of  upper  gastrointestinal  bleeding  asso- 
ciated with  these  products  The  total  number  of  gastrointestinal  lesions 
remains  approximately  one  per  100,000  patient-years  Slow-K  should  be 
discontinued  immediately  and  the  possibility  of  bowel  obstruction  or  perto- 
ralion  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastro- 
intestinal bleeding  occurs 
Metabolic  Acidosis 

Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  ci- 
trate, or  potassium  acetate 

PRECAUTIONS 

General: 

The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating 
hypokalemia  in  a patient  with  a clinical  history  suggesting  some  cause  for 
potassium  depletion  In  interpreting  the  serum  potassium  level,  the  physi- 
cian should  bear  in  mind  that  acute  alkalosis  per  se  can  produce  hypokale- 
mia in  the  absence  of  a deficit  in  total  body  potassium,  while  acute  acidosis 
per  se  can  increase  the  serum  potassium  concentration  into  the  normal 
range  even  in  the  presence  of  a reduced  total  body  potassium 
lr..ormalion  lor  Patients 

Physicians  should  consider  reminding  the  patient  of  the  following: 

To  take  each  dose  without  crushing,  chewing,  or  sucking  the  tablets 
To  take  this  medicine  only  as  directed.  This  is  especially  important  if  the 
patient  is  also  taking  both  diuretics  and  digitalis  preparations 
To  check  with  the  physician  if  there  is  trouble  swallowing  tablets  or  if  tbe 
tablets  seem  to  stick  in  the  throat. 

To  check  with  the  doctor  at  once  if  tarry  stools  or  other  evidence  of 
gastrointestinal  bleeding  is  noticed. 

Laboralory  Tests 

Regular  serum  potassium  determinations  ate  recommended  In  addition, 
during  the  treatment  of  potassium  depletion,  careful  attention  should  be 
paid  to  acid-base  balance,  other  serum  electrolyte  levels,  the  electrocardio- 
gram, and  the  clinical  status  of  the  patient,  particularly  in  the  presence  of 
cardiac  disease,  renal  disease,  or  acidosis 
Drug  Interactions 

Potassium-sparing  diuretics;  see  WARNINGS 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility 

Long-term  carcinogenicity  studies  in  animals  have  not  been  performed 

Pregnancy  Category  C 

Animal  reproduction  studies  have  not  been  conducted  with  Slow-K,  It  is  also 
not  known  whether  Slow-K  can  cause  fetal  harm  when  administered  to  a 
pregnant  woman  or  can  affect  reproduction  capacity  Slow-K  should  be 
given  to  a pregnant  woman  only  it  clearly  needed. 

Nursing  Mothers 

The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq/L  It  is  not 
known  if  Slow-K  has  an  effect  on  this  content  Caution  should  be  exercised 
when  Slow-K  is  administered  to  a nursing  woman 


Pediafric  Use 

Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDI- 
CATIONS, WARNINGS,  and  OVERDOSAGE)  There  also  have  been  reports 
of  upper  and  lower  gastrointestinal  conditions  including  obstruction,  bleed- 
ing, ulceration,  and  perforation  (see  CONTRAINDICATIONS  and  WARN- 
INGS). other  factors  known  to  be  associated  with  such  conditiohs  were 
present  in  many  of  these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea, 
vomiting,  abdominal  discomfort,  and  diarrhea  These  symptoms  are  due  to 
irritation  of  the  gastrointestinal  tract  and  are  best  managed  by  taking  the 
dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely 
OVERDOSAGE 

The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory 
mechanisms  lor  potassium  rarely  causes  serious  hyperkalemia  However,  if 
excretory  mechanisms  are  impaired  or  if  potassium  is  administered  too 
rapidly  intravenously,  potentially  fatal  hyperkalemia  can  result  (see  CON- 
TRAINDICATIONS and  WARNINGS) , It  is  important  to  recognize  that  hyper- 
kalemia IS  usually  asymptomatic  and  may  be  manifested  only  by  an 
increased  serum  potassium  concentration  (6  5-8  0 mEq/L)  and  character- 
istic electrocardiographic  changes  (peaking  of  T waves,  (oss  of  P wave, 
depression  of  S-T  segment,  and  prolongation  of  the  Q-T  interval)  Late 
manilestations  include  muscle  paralysis  and  cardiovascular  collapse  from 
cardiac  arrest  (9-12  mEq/L) 

Treatment  measures  for  hyperkalemia  include  the  following;  (1 ) elimina- 
tion of  foods  and  medications  containing  potassium  and  of  potassium- 
sparing  diuretics;  (2)  intravenous  administration  of  300-500  ml/hr  of  10% 
dextrose  solution  containing  10-20  units  of  insulin  per  1 .000  ml;  (3)  correc- 
tion of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate:  (4)  use  of 
exchange  resins,  hemodialysis,  or  peritoneal  dialysis 

In  treating  hyperkalemia  in  patients  who  have  been  stabilized  on  digitalis, 
too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce 
digitalis  toxicity 

DOSAGE  AND  ADMINISTRATION 

The  usual  dietary  intake  of  potassium  by  the  average  adult  is  40-80  mEq  per 
day.  Potassium  depletion  sufficient  to  cause  hypokalemia  usually  requires 
the  loss  of  200  or  more  mEq  of  potassium  from  the  total  body  store.  Dosage 
must  be  adjusted  to  the  individual  needs  of  each  patient  but  is  typically  in  the 
range  of  20  mEq  per  day  for  the  prevention  of  hypokalemia  to  40-100  mEq  or 
more  per  day  lor  the  treatment  of  potassium  depletion  Large  numbers  of 
tablets  should  be  given  in  divided  doses. 

Note:  Slow-K  slow-release  tablets  must  be  swallowed  whole  and  never 
crushed,  chewed,  or  sucked 
HOW  SUPPLIED 


Tablets-WO  mg  ol  potassium  chloride  (equivalent  to  8 mEq)  round,  buff 
colored,  sugar-coaled  (imprinted  Slow-K) 

Bottles  of  too NDC  0083-0165-30 

Bottles  of  1000  NDC  0083-0165-40 

Consumer  Pack— One  Unit 

12  Bottles -100  tablets  each  NDC  0083-0165-65 

Accu-Pak’  Unit  Dose  (Blister  pack) 

Box  ot  100  (strips  of  10) NDC  0083-0165-32 

Do  not  store  above  86°F  (30X),  Protect  from  moislure  ProtecI  from  light 


Dispense  in  tight,  lighl-resislani  container  (USP). 


DIst.  by: 

CIBA  Pharmaceutical  Company 
Division  ol  CIBA-GEIGY  Corporation 

Summit,  New  Jersey  07901  C87-31  (Rev  8/87) 
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‘To  do  good’  is  purpose  of  PMS  Trust 


Patricia  L.  Hogg 

What’s  the  benefit?  The  PMS  Ed- 
ucational and  Scientific  Trust 
staff  ask  themselves  this  question  ev- 
eryday. The  answer  is  simple.  The  pro- 
grams and  projects  that  the  Trust 
funds,  develops,  and  manages  benefit 
everyone— Pennsylvania  physicians, 
Pennsylvania  residents,  physicians  in 
foreign  countries,  society  as  a whole. 

“Our  purpose  can  be  stated  in  three 
words,’’  Executive  Director  LeRoy 
Erickson  said.  “To  do  good.’’ 

“Ultimately,  our  responsibihty  is  to 
the  public,  but  we  work  a little  differ- 
ently from  most  charities  in  that  we 
work  through  the  professionals  and 
make  the  professionals  better.  In  the 
end,  the  public  benefits.” 

Abram  M.  Hostetter,  MD,  chairman 
of  the  Trust’s  Board  of  Trustees,  be- 
lieves that  the  pubhc  benefactor  role  of 
the  Trust  needs  to  be  better  developed. 
“It  is  important  for  the  Trust  to  demon- 
strate that  the  medical  society  and  its 
members  are  interested  in  more  than 
just  the  good  of  the  members,”  he  said. 
“The  Trust  should  show  that  PMS 
members  are  interested  in  the  health  of 
the  pubhc  and  service  to  the  pubhc.  The 
Trust  is  a way  for  members  to  demon- 
strate that  they  have  a wide  interest  in 
the  good  of  our  society.” 

History  of  the  Trust 

PMS  realized  the  need  to  develop  the 
area  of  pubhc  health  more  than  30  years 
ago.  In  the  late  faU  of  1954,  PMS  estab- 
hshed  The  Educational  and  Scientific 
Trust.  At  that  time  the  State  Society’s 
steiff  was  smah.  To  develop  a progreun 
in  the  area  of  public  health,  PMS 
needed  a funding  source.  They  found 
the  money  with  the  MeUons  in  Pitts- 
burgh, but  the  MeUons  couldn’t  give 
the  medical  society  the  money,  so  PMS 
created  the  Trust. 

The  Trust  became  a free  st2mding 
arm  of  the  State  Society.  It  is  classed  as 
a nonprofit,  tax-exempt  501(c)(3)  organi- 
zation and  operates  exclusively  for 
charitable,  educational,  and  scientific 
purposes.  In  creating  a pubhc  charity, 
PMS  enabled  the  MeUons  to  donate. 
The  first  foundation  of  its  kind,  the 


Trust  worked  to  provide  better  health 
care  for  Pennsylvanians.  It  provided 
Pennsylvania  physicians  with  educa- 
tional materials  on  health  issues  such 
as  pohomyehtis,  Asian  influenza,  and 
immunization  vaccinations. 

Unfortunately,  httle  effort  was  made 
to  find  additional  sources  of  money  and 
the  MeUon  money  graduaUy  was  used. 
To  keep  the  Trust  ahve,  PMS  trans- 
ferred a smaU  student  loan  program  to 
the  Trust  in  the  early  1960s.  That  loan 
program  became  the  focus  of  the  Trust 
emd  stiU  remains  a large  part  of  the 
Trust’s  business. 

However,  the  Trust  does  much  more 


development  of  projects  and  services, 
and  some  on  the  loan  program. 

Fund  raising 

“I’d  hke  to  develop  a relationship 
with  each  of  our  donors,”  Kristi  Jordan, 
marketing  manager,  smd.  “1  think  our 
fund  raising  would  benefit  greatly  if  we 
had  some  personal  contact  with  the  do- 
nors. Likewise,  I think  the  donors 
would  benefit  because  they  would  feel  a 
greater  sense  of  recognition  for  the 
money  they  have  contributed.  Often,  I 
recognize  a donor’s  name  when  I see  it 
and  I wish  I could  put  a face  with  it.” 

In  1987,  donations  totaled  $77,000,  a 


Since  1982,  the  Trust  has  more  than  doubled  in  size.  The  Trust  currently  employs  a full 
time  staff  of  five  and  raises  more  than  $75,000  annually  to  support  its  loan  program  and 
growing  number  of  service  and  research  projects. 


than  administer  the  loan  program  to- 
day. With  a board  of  five  and  a full  time 
staff  of  five,  the  Trust  raises  thousands 
of  dollars  annually  to  support  the  loan 
program  and  its  growing  number  of  re- 
search and  service  projects.  “First,  you 
have  to  get  money  to  do  good  things. 
Then,  you  have  to  get  people  to  do  good 
things.  Then,  you  have  to  have  imagina- 
tion for  what  these  good  things  are,” 
Erickson  ssiid. 

To  operate  efficiently,  the  Trust  staff 
works  together  but  has  split  its  respon- 
sibilities. Some  of  the  staff  concentrates 
on  raising  funds,  some  on  research  and 


record  high.  Another  measure  of  the 
success  of  the  Trust’s  fund  raising  is  in 
the  increased  number  of  donors.  In 
1982,  less  than  50  people  made  contri- 
butions to  the  Trust.  In  1987,  more 
than  460  people  made  contributions. 
Moreover,  the  1987  contributors  gave 
larger  sums  of  money,  some  as  much  as 
$500  or  $1,000.  “It’s  good  to  know 
somebody  beheves  in  us  and  what  we 
are  doing,”  Erickson  said. 

“We  target  our  fund  raising,”  Natahe 
Harley,  assistant  marketing  manager, 
said.  “We  take  our  list  of  potential  do- 
nors and  segment  it— former  Trust  bor- 
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rowers,  previous  Trust  contributors, 
PMS  members.  We  find  that  this  in- 
creases our  response  rate.” 

The  Trust  sends  out  three  or  four  di- 
rect mailing  efforts  each  year.  Once  a 
person  contributes,  he  or  she  is  recog- 
nized in  the  Trust’s  quarterly  hst  of  do- 
nors published  in  Pennsylvania  Medi- 
cine, and  he  or  she  receives  a token  of 
appreciation— a calculator,  a keyring,  a 
money  clip.  All  donors  also  receive  the 
Trust’s  annual  report. 

Although  one-to-one  communication 
between  the  staff  and  donors  does  not 
occur,  there  is  a possibility  that  in  three 
or  four  years  the  trustees  will  be  able  to 
make  some  personal  contact  with  do- 
nors. 

Research  and  service  projects 

As  the  Trust  raises  more  money,  more 
funds  are  available  to  finance  research 
and  service  projects.  However,  it  is  only 
recently  that  the  Trust  has  been  able  to 
support  its  own  projects.  Most  projects 
are  funded  through  outside  sources— 
the  government,  corporations,  or  other 
foundations.  “Our  funding  is  always 
precarious,  and  our  effectiveness  de- 
pends on  the  availability  of  support,” 
Erickson  said.  “Fortunately,  we’ve  been 
successful  so  far.” 

“I  spend  a lot  of  my  time  looking  for 
funding  sources,”  Amy  Jo  Haufler, 
projects  and  progr^uns  manager,  said. 
“I  look  for  money  mostly  to  finance 
projects  in  professional  education.  Our 
goal  is  to  educate  physicians  to  improve 
public  health.” 

“The  most  frustrating  thing  is  that 
we  get  very  little  immediate  return  on 
our  work.  Only  one  in  four  of  our  pro- 
posed projects  is  funded,”  she  said. 
“Getting  a project  funded  is  a very 
complex  process.  First,  you  develop  an 
idea  for  a project.  Then,  you  determine 
if  there  is  a need  for  the  project  and  if 
there  is  a need,  you  decide  how  best  to 
deliver  the  needed  information.  Then, 
you  write  a proposal  for  funding  and 
perhaps  wait  a year  or  more  to  hear  if 
your  project  will  receive  funding.  Some- 
times we  don’t  get  any  response.  It’s 
difficult  to  communicate  to  constitu- 
ents when  there  is  such  a low  rate  of  re- 
turn on  the  proposals,”  Haufler  said. 

“Even  if  we  are  not  funded,  there’s 
still  an  opportunity  to  estabhsh  a rela- 
tionship with  the  funding  source.  We 
try  to  find  out  why  funding  for  our  proj- 
ect wasn’t  approved  and  then  use  that 


feedback  to  develop  better  project  ideas 
or  to  write  better  proposals  in  the  fu- 
ture.” 

One  unique  aspect  of  the  Trust’s  proj- 
ect research  is  the  qualitative  market- 
ing approach  the  staff  takes.  “We  use 
questionnaires  and  personal  and  phone 
interviews  with  physicians  to  determine 
their  attitudes,  behaviors,  and  needs  re- 
garding each  specific  project,”  Jordan 
said.  “Sometimes  the  best  way  to  give 
physicians  the  information  is  in  a news- 
letter, sometimes  in  a series  of  bro- 
chures, sometimes  in  a videotape.” 

“We  develop  each  project  with  the 
end  consumer  in  mind,”  Hjaley  said. 
“That  way  we  don’t  have  to  do  a sales 


job  once  the  project  is  complete  because 
we  know  what  we  have  produced  is 
what  physicians  will  find  most  useful.” 

One  Trust-funded  project  the  staff  is 
working  on  now  is  assessing  physicians’ 
needs  for  leadership  skills.  In  March, 
the  Trust  will  conduct  a pilot  study  to 
determine  if  a Center  for  Physician 
Leadership  wiU  be  useful  to  physicians. 
The  pilot  study  will  be  a mini  confer- 
ence where  three  leadership  experts  will 
speak  amd  then  the  attending  physi- 
cians will  meet  in  focus  groups  to  re- 
spond to  the  speakers  and  to  discuss 
their  perceptions  of  the  need  for  a cen- 
ter. 

Another  recently  completed  Trust- 
funded  project  examined  the  strengths 
and  weaknesses  of  the  coroners  system 


and  identified  the  perceptions  and  atti- 
tudes that  physician  and  non-physician 
coroners  hold  concerning  the  system. 

One  major  project  the  staff  hopes  wiU 
be  funded  is  a study  on  professional  Ua- 
bUity.  The  project  wiU  identify  commu- 
nication characteristics  of  the  patient/ 
physician  relationship  that  affect  a 
physician’s  risk  for  malpractice  and  wiU 
suggest  ways  a physician  can  change 
patterns  of  behavior  to  decrease  the 
risk. 

Most  recently  the  Trust  has  been 
working  with  PMS  on  projects  related 
to  acquired  immune  deficiency  syn- 
drome. The  Trust  researched  and  devel- 
oped the  AIDS  information  packets 


that  PMS  is  distributing  and  helped  es- 
tablish PMS’s  AIDS  Speakers  Bureau 
and  AIDS  Physician  Referral  Network. 

Two  ongoing  projects  the  Trust  be- 
gan more  than  a year  ago  eire  prepara- 
tion of  educational  materials  on  Alz- 
heimer’s disease  for  the  Department  of 
Aging  and  administration  of  the  Penn- 
sylvania Diabetes  Academy,  which  the 
Trust  developed  in  1983. 

These  projects  are  seen  by  the  staff 
as  examples  of  the  usefulness  of  the 
marketing  approach  to  project  re- 
search. Working  through  a project  leads 
to  new  or  expanded  ideas. 

This  approach  also  creates  problems 
for  the  Trust.  “Many  funding  sources 
and  physicians  still  think  education 
must  be  delivered  in  the  traditional 


Abram  M.  Hostetler,  MD,  chairman  of  the  Trust’s  Board  of  Trustees,  discusses  future 
plans  with  Executive  Director  LeRoy  Erickson. 
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methods  of  teaching— a book,  a journal, 
a conference— and  for  some  topics  one 
of  these  methods  may  be  best,”  Haufler 
said.  “But  the  Trust  identifies  an  area 
of  concern,  and  then  tries  to  find  out 
what  level  of  concern  physicians  have 
on  the  issue,  what  they  feel  they  need  to 
know,  how  they  can  best  use  the  infor- 
mation, and  how  we  can  best  deliver  it 
to  them.  It’s  hard  to  get  the  right  strat- 
egy to  the  right  physicians.” 

Another  challenge  the  Trust  faces  is 
to  keep  a steady  flow  of  projects 
throughout  the  year.  In  the  past  the 
staff  had  periods  of  intense  activity  on 
a project  and  then  suffered  “post  proj- 
ect depression”  until  the  next  project 
came  along.  Now  that  it  has  a number 
of  projects  to  its  credit,  the  Trust’s 
credibility  is  high  and  obtaining  fund- 
ing is  not  as  difficult.  Ideally  the  staff 
hopes  for  two  big  projects  that  will  last 
two  or  three  years,  several  medium 
sized  projects  that  will  take  approxi- 
mately a year  to  complete,  and  as  many 
small  projects  as  possible  each  year  to 
maintain  a steady  flow  of  work. 

Being  a branch  of  the  PMS  is  an  as- 
set, the  staff  agrees.  “We  have  access  to 
physicians  and  can  more  easily  estab- 
lish a relationship  with  physicians  be- 
cause we  are  a part  of  the  State  Soci- 
ety,” Haufler  said.  “That’s  a point  in 
our  favor  when  we  conduct  interviews. 
Physicians  are  cooperative  because  we 
represent  the  medical  community.” 

The  staff  also  uses  PMS,  its  specialty 
departments,  and  its  subsidiaries, 
PMSLIC  emd  KePRO,  as  sources  for  re- 
sesirch  ideas.  Dr.  Hostetter  said  the 
increasing  awareness  of  the  Trust’s  ca- 
pabilities and  the  increasing  support 
from  the  PMS  Board  and  House  of  Del- 
egates is  one  of  the  Trust’s  greatest 
strengths. 

He  said,  however,  that  many  PMS 
members,  leaders,  and  staff  still  do  not 
fully  understand  the  Trust  and  what  it 
can  do.  “It’s  difficult  to  have  a clarity  of 
mission  that  everybody  understands,” 
he  said.  “The  PMS  Board  wants  the 
Trust  to  be  more  aggressive  in  obtain- 
ing grants,  but  doesn’t  understand  that 
it  takes  lead  time  to  develop  capacity  to 
do  what  a grant  says  you  must  do.  In  a 
sense,  it  is  asking  us  to  run  before  we 
walk  sometimes,”  he  said.  He  also  said 
there  is  a lack  of  knowledge  about  the 
Trust  among  PMS  members  and  a lack 
of  clarity  on  how  they  can  use  the 
Trust. 

In  the  future,  the  Trust  hopes  to  de- 
velop projects  in  three  important 
areas— foreign  medical  continuing  edu- 
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cation  aid,  women  physician  needs,  and 
retired  physician  needs.  Already  a phi- 
lanthropy to  raise  money  to  expand  the 
amount  of  information  available  in  na- 
tions like  China  is  in  progress.  A letter 
was  sent  to  foreign  medical  graduates 
practicing  in  Pennsylvania  in  Decem- 
ber, asking  them  to  donate  money  to 
provide  educational  materials  and  medi- 
cal equipment  to  physicians  in  third 
world  countries. 

Loan  program 

“The  understanding  relationship  and 
personal  contact  we  have  with  our  bor- 
rowers is  a definite  advantage  the  Trust 
has  over  any  other  loan  program,” 
Administration/Loans  Manager  Shelley 
Urich  said. 

“Many  times  a student  will  call  me 
and  ask  for  me  by  name.  They  know 
who  1 ^un  and  they  know  I’ll  listen  to 
their  financial  ^lid  problems.  They  feel 
secure  because  they  know  we  want  to 
help  them,”  she  S6iid. 

Since  1954,  PMS  and  the  Trust  have 
lent  nearly  $7  million  to  more  than 
2,800  medical  and  allied  health  stu- 
dents. In  1987  alone,  the  Trust  gave 
188  medical  students  and  49  allied 
health  students  more  than  $476,000  in 
financial  ^dd. 

“We  make  a long  term  commitment 
when  we  give  out  a loan,”  Erickson 
said.  “If  you  secure  a loan  in  your  first 
year  of  medical  school  and  get  a loan 
each  year  afterward,  then  defer  your 
payments  through  your  residency,  it 
will  take  19  years  before  we  see  all  of 
the  money  back.”  In  1987,  the  Trust 
was  managing  1,200  accounts,  valued 
at  $4.1  million. 

The  low  interest  rate  of  the  Trust’s 
loans  is  another  attractive  feature.  The 
renewable  loans  are  always  below  the 
prime  rate.  In  1987  the  rate  was  6 per- 
cent while  students  were  still  in  school 
2md  in  their  residencies,  and  8 percent 
while  borrowers  paid  back  their  loans. 

To  be  considered  for  a loan,  students 
must  apply  between  April  1 and  June  1. 
The  applicants  are  then  entered  in  the 
Trust’s  computer  system  by  school  and 
by  semester  standing.  The  Trust  then 
sends  a request  for  information  on  the 
applicants  to  the  financial  aid  officers 
(FAOs)  at  the  various  schools.  Then,  the 
FAOs  send  a ranked  list  of  eligibility  to 
the  Trust.  The  Trust  uses  this  list  to  de- 
termine who  most  needs  financial  assis- 
tance. “A  lot  of  times  we  decide  to  help 


students  who  do  not  rank  high  on  the 
FAO  list,  even  if  they  are  risky  loans, 
because  we  think  it  is  important  to  give 
people  a chance,”  Urich  said. 

The  Trust  gives  preference  to  appli- 
cants who  are  Pennsylvania  residents, 
are  ineligible  for  a maximum  Pennsyl- 
vania Higher  Education  Assistance 
Agency  (PHEAA)  loan  in  any  given 
year,  are  committed  to  practicing  in  un- 
derserved areas  of  Pennsylvania,  and 
are  attending  medical  schools  in  Penn- 
sylvania. The  Trust  also  gives  prefer- 
ence to  married  students,  who  often 
rank  low  on  the  lists  provided  by  the 
FAOs.  Children  of  deceased  or  disabled 
PMS  members  also  qualify  for  a special 
program— any  loans  they  get  from  the 
Trust  do  not  accrue  interest  while  they 
are  in  medical  school. 

Another  type  of  loan  the  Trust  offers 
is  the  practice  start-up  loan,  which  is 
given  to  a physician  who  wants  to  start 
a practice  in  one  of  Pennsylvania’s  med- 
ically underserved  areas.  So  far,  only 
one  such  loan  has  been  granted. 
Catherine  Scholl-Gerson,  MD,  a family 
physician,  and  her  husband,  James  M. 
Gerson,  MD,  a pediatrician  and 
hematologist-oncologist,  got  the  loan 
when  they  moved  to  Pike  County  and 
established  Pike  County  Medical  Asso- 
ciates. 

Although  the  loan  program  was  com- 
puterized in  1982,  which  cut  adminis- 
trative costs  and  headaches,  maintain- 
ing communications  with  the  borrowers 
is  difficult.  “It  can  be  up  to  10  years  af- 
ter a student  first  gets  a loan  that  he  or 
she  starts  to  make  payments.  It’s  hard 
to  keep  track  of  the  students  once  they 
graduate  ^md  move  around  in  their  resi- 
dencies,” Urich  said. 

Despite  this  difficulty,  the  Trust  has  a 
low  dehnquency  rate  on  the  paybacks. 
The  one-to-one  contact  the  staff  has 
with  the  borrowers  is  credited  as  a rea- 
son for  the  success  of  the  program. 
“The  stability  and  security  are  the  key,” 
Urich  said. 

“I  see  the  student  loan  support  we 
provide  as  our  greatest  success  or  ac- 
complishment,” Erickson  seiid.  “It  has 
the  greatest  impact  on  everybody  in 
Pennsylvania.  We’ve  got  people  coming 
out  of  the  program  doing  good  things. 
It’s  a good  reflection  on  the  Trust  ^lnd 
on  PMS.  It’s  a charitable  output.” 

Future  plans 

Perhaps  the  greatest  indication  of 
what  the  future  holds  for  the  Trust  is  in 
the  growth  of  the  organization  since 
1982.  In  1982,  the  Trust  operated  on  a 


budget  of  $80,000;  in  1988,  the  budget 
is  $311,000.  Moreover,  in  1986,  PMS 
cut  its  administrative  grant  to  the 
Trust  in  half.  The  Trust  now  raises 
more  than  $250,000  of  its  annual  bud- 
get. 

Dr.  Hostetter  said  the  strong  staff 
and  a dedicated  Board  are  two  main 
reasons  for  the  success  of  the  Trust.  He 
hopes  that  the  Trust  continues  to  in- 
crease its  ability  to  obtain  grants  and 
attract  donations  from  foundations, 
that  the  Trust  keeps  the  loan  program 
going,  and  that  the  Board  of  the  Trust 
more  actively  manages  the  invest- 
ments. 

If  it  can  attedn  all  of  these  goals.  Dr. 
Hostetter  said,  the  Trust  will  continue 
to  grow  and  serve  both  the  State  Soci- 
ety and  public  health  agenda. 

The  difficulties  the  Trust  must  over- 
come are  in  getting  visibility,  refining 
its  direction,  and  maintaining  the  suc- 
cess of  recent  years.  Telling  the  story  of 
the  Trust  ^md  showing  its  worth  are  dif- 
ficult problems  in  communications, 
Erickson  said.  “We  keep  at  it.  We’ve 
learned  where  it  pays  and  doesn’t  pay.” 

He  said  that  explaining  what  the 
Trust  is  and  does  is  a problem  because 
there  is  no  other  organization  like  it. 
“Medical  societies  may  have  similar  or- 
ganizations, but  nobody  is  as  far  along 
as  we  are.  We’re  on  the  leading  edge,” 
he  said.  Being  in  the  lead  means  finding 
ideas  and  direction  is  not  easy.  “Even 
other  organizations  that  have  been 
around  as  long  as  we  have,  do  not  know 
how  to  use  a charitable  organization 
within  a medical  community  effectively. 
We’re  trying  to  make  the  Trust  an  effec- 
tive instrument.  We  .became  nosy, 
talked  a lot,  asked  a lot,  2md  tried  not  to 
step  on  somebody  else’s  toes  and  take 
away  somebody  else’s  initiative.  That’s 
the  only  way  to  do  it.” 

And  the  only  way  to  assure  continued 
success  is  to  highlight  milestones  or  ac- 
complishments, what  Erickson  calls 
“wows.” 

“You  have  to  have  happenings  that 
are  uplifting— forward  moving,”  he  said 
“A  perfect  example  is  that  of  the  Bea- 
ver County  Auxilary,  which  donated 
$12,000  to  the  loan  program  from  one 
fund-raiser  they  held.  That’s  a wow!” 

Just  about  everything  the  Trust  does 
is  a wow.  It  r^lises  thousands  of  dollars 
annually,  it  helps  hundreds  of  students 
pay  for  their  medical  education  each 
year,  it  produces  continuing  educational 
materials  and  programs  and  services 
for  physicians,  and  in  the  end,  it  bene- 
fits public  health.  Wow! 
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THE  TRUST,,. 

A Unique  Institution 

STATEMENT  OF  PURPOSE 

This  year,  the  Trustees  of  the  Pennsylvania  Medical  Society  reaffirmed  their  commitment 
to  The  Educational  and  Scientific  Trust,  and  redefined  the  Trust’s  Statement  of  Purpose  to 
reflect  its  growth  and  expansion  since  it  was  estabhshed  in  the  mid-50s.  The  Purpose 
addresses  the  broad  range  of  issues  the  Trust  can  pursue; 

• Provide  research  and  develop  pertinent  programs  on  professional  and  public  health  issues 
for  the  Pennsylvania  Medical  Society  (PMS),  its  subsidiaries,  and  affiliates; 

• Utilize  to  the  fullest  extent  the  Trust’s  charitable  donor  status  to  attract  grants  and 
other  outside  funding  for  specific  projects  which  enhance  the  public’s  perception  of  the 
profession  and  PMS;  and 

• Support  educational  and  practice  opportunities  in  medicine  by  providing  loans  and  other 
financial  assistance  which  benefit  hedth  care  professionals. 

In  its  early  years,  the  Trust  was  a pioneer  as  the  first  organization  of  its  kind  in  helping 
practicing  physicians  understand  and  evaluate  the  importance  of  preventive  and  protective 
health  measures  for  the  citizens  of  Pennsylvania.  The  Trust  provided  educational  and 
financial  assistance  through  scholarships  and  loans  to  medical  and  other  health  care  students. 
Its  initial  projects  included  recruiting  physicians  with  pubhc  health  backgrounds  to  work  for 
the  Pennsylvania  Department  of  Health,  encouraging  the  formation  of  county  health 
departments,  and  providing  physicians  with  timely  information  on  important  health  issues, 
such  as  poUomyehtis,  Asian  influenza,  and  immunization  vaccinations. 

Today,  the  Trust  continues  to  provide  educational  resources  to  physicians  on  a variety  of 
subjects,  ranging  from  critical  health  issues  such  as  cancer,  Alzheimer  s Disease,  and 
diabetes,  to  career  and  financial  planning,  helping  them  to  manage  their  practices  with  care 
and  attention  based  on  patient  needs.  In  addition  to  providing  these  valuable  educational 
resources  to  physicians,  the  Trust  continues  to  offer  significant  financial  aid  for  medical  and 
allied  health  students  in  the  form  of  loans. 

MISSION  STATEMENT 

The  Educational  and.  Scientific  Trust  of  the  Pennsylvania  Medical  Society  is  a nonprofit, 
tax-exempt  pubhc  enterprise  whose  Mission  is: 

• Research  to  build  the  future,  and  education  to  protect  it. 

Estabhshed  in  1954,  the  Trust  provides  research  on  professional  and  pubhc  health  issues, 
educational  programs  for  health  professionals,  and  loans  for  medical  and  alhed  health 
students. 

Our  unique  relationship  with  practicing  physicians,  medical  schools,  and  medical  and  ahied 
health  students  ahows  the  Trust  to  see  changes  in  the  health  care  environment  from  many 
different  perspectives. 

As  speciahsts  in  educational  communications,  the  Trust  responds  to  these  changes  with 
strategies  that  can  be  developed  into  education  programs  to  meet  the  needs  of  health  care 
professionals. 


The  Educational 
1 Scientific  Trust 


of  the  PENNSYLVANIA  MEDICAL  SOCIETY 
20  Erford  Road.  Lemoyne.  PA.  17043-1195  USA 
(717)  763-7151 


WHAT  DID  THE  TRUST  ACCOMPLISH  IN  1987? 


Grants  and  Studies 

Pennsylvania  Diabetes  Academy  — The  Trust 
awarded  a $5,000  grant  to  the  Academy  for 
continued  development  of  its  Physician  Leadership 
Series.  The  educational  materials  in  this  series  are 
intended  to  increase  the  awareness  and  enhance  the 
practice  techniques  of  primary  ceire  physicians  in 
the  diagnosis  emd  management  of  diabetes  and  its 
major  complications. 

Coroner  Study  — President-Elect  Donald  E. 

Harrop,  M.D.,  in  his  speech  to  the  1986  PMS 
House  of  Delegates,  c^ed  for  a study  of  the 
Pennsylvania  coroner  system  to  determine  how 
that  county-level  office  could  be  improved.  The 
Trust  completed  this  study. 

Drug  Congress  Feasibility  Study  — The  Trust 
conducted  a study  for  PMS  to  determine  the 
feasibihty  of  convening  a Drug  Congress  of 
Professionals  to  address  the  issue  of  narcotics 
abuse. 

AIDS  Educational  Materials  — The  Trust 
researched  physicians’  information  needs  concerning 
Acquired  Immune  Deficiency  Syndrome  (AIDS), 
and  prepared  professional  educational  materials  on 
the  disease  for  distribution  to  PMS  members. 
Acquisition  of  Student  Memberships  — As  part  of 
the  Trust’s  commitment  to  the  continuing  support 
of  activities  of  the  Pennsylvania  Medical  Society,  it 
win  purchase  student  memberships  for  all  loan 
borrowers  beginning  in  1988.  This  action  will 
benefit  medical  students  by  enabhng  them  to  be  a 
part  of  organized  medicine. 

Research  Support  — The  Trust  provided  research 
support  to  the  PMS  Legal  Department  on 
amphetamine  regulations. 

Financial  Aid  Officers  Workshop  — For  the  14th 
consecutive  year,  the  Trust  conducted  a workshop 
for  financial  aid  officers  of  Pennsylvania’s  medical 
schools.  This  program  continues  to  encourage  an 
active  interchange  of  ideas  related  to  student 
financial  support  and  the  regulation  of  financial 
resources.  Participating  agencies  included  the 
Division  of  Student  Assistance  of  the  U.S. 
Department  of  Health  and  Human  Services,  the 
Pennsylvania  Higher  Education  Assistance  Agency, 
and  the  Pennsylvania  Medical  Society  Auxiliary 
Charitable  Projects/Foreign  Medical  Continuing 
Education  — The  Trust  is  conducting  a special 
project  to  promote  and  support  the  continuing 
medical  education  of  foreign  physicians.  The 
project’s  objectives  are  to  increase  the  amount  of 
professional  education  available  in  selected  foreign 
areas  and  to  estabhsh  contact  and  develop  a 
relationship  with  physicians  abroad  through  PMS 
members  who  are  foreign  medical  graduates.  These 
foreign  medical  school  graduates  will  comprise  the 
primary  audience  of  the  Trust’s  fundraising 
campaign.  Contributions  will  be  used  to  provide 
CME  support  through  journal  subscriptions,  new 
medical  textbooks,  and  specialty  society 
memberships  for  predetermined  locations  in 
developing  foreign  countries. 


Management  Services 

• For  Pennsylvania  Diabetes  Academy,  the  Trust 
continues  to  provide  accounting  services,  and 
recently  added  executive  management  consulting 
services. 

• For  Pennsylvania  Oncologic  Society,  a special 
interest  group,  the  Trust  performs  accounting, 
scientific  assembly,  and  administrative  management 
services. 

• For  Keystone  Safety  Belt  Network,  the  Trust 
provides  accounting  services. 

• For  Pennsylvania  Medical  Society,  the  Trust 
performed  executive  management  services  for  the 
Council  on  Education  and  Science  during  the 
absence  of  an  Educational  Director. 

• For  Pennsylvania  Psychiatric  Society  and 
Pennsylvania  Chapter,  American  College  of 
Emergency  Physicians,  the  Trust  provided 
consulting  services  on  various  aspects  of 
communications  with  their  members. 

Student  Loans 

More  than  $6  miUion  has  been  distributed  to 
more  than  2,600  medical  and  aUied  health  students 
since  the  Trust  began  providing  financial 
assistance.  For  the  1987-88  school  year,  the  Trust 
awarded  189  medical  students  with  $409,350  in 
financial  support  and  provided  $69,900  in  aid  to  49 
aUied  health  students,  for  a total  loan  program  of 
$479,250.  A major  emphasis  of  the  trust  continues 
to  be  to  provide  financial  assistemce  to  medical 
students. 

The  Trustees  this  year  approved  an  increase  in 
the  amount  of  basic  loans  for  medical  students  from 
$2,000  to  $2,500  and  for  allied  health  students  from 
$1,000  to  $1,500.  This  action  is  intended  to  provide 
funding  to  fewer  students,  while  making  a 
significant  financial  impact  on  those  who  receive 
funding. 

While  the  loan  program  continues  to  grow,  the 
frequency  of  bankruptcy  among  borrowers  remains 
a principal  concern  of  the  Trust.  By  working 
through  the  legislative  efforts  of  PMS,  this  issue  is 
being  addressed  through  Congress  by  seeking 
amendments  to  laws  governing  bankruptcy. 

Fundraising 

The  Trust’s  fundraising  efforts  intensified  this 
year  to  the  general  membership  of  the  Pennsylvania 
Medical  Society.  We  continually  keep  in  contact 
with  our  current  contributors.  Our  appeals  address 
the  members’  benevolent  and  charitable  values 
through  support  of  student  loans  and  the  Trust’s 
research  activities.  We  also  have  invited 
organizations  to  support  the  Trust’s  efforts  by 
becoming  Charter  Donor  Organizations  with  a 
contribution  of  $500  or  more.  (These  contributing 
organizations  are  hsted  in  this  report.) 

Looking  to  the  Future 

The  Trust  again  gratefully  acknowledges  the 
Pfahler  Foundation,  administered  by  the 
Philadelphia  County  Medical  Society,  for  its  1982 
gift  of  student  loans  receivable.  We  have  collected 


more  than  $109,000  to  date  from  this  gift,  and 
continue  to  turn  these  monies  into  new  student 
loans. 

The  Trust  continues  to  buUd  on  our  proven  record 
of  accompHshments.  We  are  unique  in  the  field  of 
medicine  and  professional  education  activities, 
offering  programs  and  services  not  readily  available 
to  the  practicing  physician.  With  a Board  of  five 
Trustees,  the  Trust  is  able  to  move  quickly  on 
pertinent  issues.  Our  staff  is  efficient  in 
administering  programs  and  coordinating  expert 
resources  to  help  physicians  and  medical  students 
meet  their  own  needs,  as  well  as  those  of  their 
patients. 


Our  purpose  has  been  redefined  and  expanded; 
our  fundraising  efforts  are  reahzing  measurable 
results;  the  loan  program  is  a proven,  indispensable 
contribution  to  medical  education  in  Pennsylvania; 
and  our  educational  research  and  management 
services  have  created  an  awareness  and 
appreciation  of  the  versatihty  and  capabilities  of 
our  programs  and  staff.  We  will  continue  to  be 
responsive  to  the  changing  needs  of  physicians  and 
their  patients.  The  Educational  and  Scientific  Trust 
is  indeed  unique  in  its  functions,  and  the  more 
successful  we  are  in  carrying  out  our  mission  and 
goals,  the  greater  the  benefit  for  individual 
physicians,  organized  medicine  and  the  pubhc  alike. 


Trust  Benefactors  in  1987 

The  Giving  Levels  listed  represent  and  honor  individuals,  associations 
and  foundations  for  their  contributions  which  demonstrate  their  belief 
in  the  future  of  the  Educational  and  Scientific  Trust.  The  Trust  is 
pleased  to  recognize  all  the  individuals  and  organizations  whose  support 
has  been  vital  in  making  the  past  year  a success. 


THE  COLLEGE 

The  most  distinguished  group  of  benefactors  contributes  $1,000  or  more. 
Membership  is  on  an  annual  basis. 

Joseph  Danyo,  MD  Samuel  P.  Mandell  Foundation  *John  P.  ScuUin,  III,  MD 

*Joan  A.  Ke^iora,  MD  ConneU  H.  Miller  Trust  Fund  *Edward  J.  Zobian,  MD 

Linda  E.  Krach,  MD  Pennsylvania  Medical  Society 


THE  LEAGUE 

This  giving  level  recognizes  individuals  making  substantial  annual  gifts 
of  $500  to  $9991.  Their  support  helps  to  meet  urgent  needs  of  the  Trust. 

* Victor  T.  Ambruso,  MD  *Jack  P.  Failla,  MD  Thomas  C.  Michaelson,  MD 

Charles  A.  Bikle,  MD  *Abram  M.  Hostetter,  MD  *David  L.  Miller,  MD 

♦David  W.  Clare,  MD  Guy  L.  Kratzer,  MD  *Frank  J.  Szarko,  MD 


THE  ACADEMY 

Those  who  contribute  $250  to  $499  annually  become  Academy  members. 
Members  at  this  level  understand  the  ever  increasing  need  for  funding 
from  the  private  sector. 


R.  Wm.  Alexander,  MD 
♦John  W.  Barrett,  MD 
Mrs.  John  V.  Blady 
♦Richard  A.  Borrison,  MD 
Mary  E.  Christenson,  MD 
Fayette  CMSA 
Lancaster  CMSA 
Montgomery  CMSA 
Northampton  CMSA 
Northumberland  CMSA 
Washington  CMSA 


♦Mrs.  Virginia  Collins 
♦LeRoy  C.  Erickson 
John  H.  Eves,  MD 
♦Carla  Elisabeth  Goepp,  MD 
♦Jean  Gowing,  MD 
♦William  P.  Graham,  III,  MD 
♦Dr.  and  Mrs.  Raymond  C.  Grandon 
♦Jerrold  Grofe,  MD 
♦Dr.  and  Mrs.  Joseph  P.  Guaraldo 
♦Angie  Stiles  Hamilton,  MD 
♦Kenneth  P.  Heaps,  MD 


♦James  E.  Hertzog,  MD 
♦Jeffery  M.  Hoffman,  MD 
♦Dr.  and  Mrs.  Dean  S.  Hoover 
♦Dolores  E.  Rodriquez,  MD 
♦David  N.  Schaffer,  MD 
♦Drs.  Lawrence  and  Carolyn  Shaffer 
Dr.  and  Mrs.  Theodore  A.  Tristan 
R.  Robert  Tyson,  MD 
♦Edward  R.  ViUella,  MD 
Drs.  Thomas  and  Edith  Welty 
A.  Roger  Wigle,  MD 


♦Charter  Donor 


THE  SOCIETY 


Membership  in  the  Society  reflects  contributions  of  $100  to  $249 
annually.  This  level  helps  insure  that  the  Trust  will  continue  to  prepare 
young  men  and  women  for  medical  careers. 


Richard  P Albertson,  MD 
Dr.  and  Mrs.  John  A.  Anthony 
*Doris  Bartuska,  MD 
Alan  Berger,  MD 
*Dr.  and  Mrs.  Manuel  A.  Bergnes 
Joseph  P Bering,  MD 
♦William  A.  Black,  Jr.,  MD 
Dr.  and  Mrs.  Ralph  S.  Blasiole 
♦Michael  Z.  Boris,  MD 
Anna  M.  Brady,  MD 
Joseph  F.  Brazel,  MD 
Myron  D.  Brenner,  MD 
David  R.  Brill,  MD 
Richard  H.  Bulger,  MD 
Walter  H.  Burgin,  MD 
John  A.  Burkholder,  MD 
Louis  F.  Campana,  MD 
William  T.  Chain,  Jr.,  MD 
Clem  A.  Ciccarelli,  MD 
Thomas  J.  Ciotola,  MD 
Beaver  CMS 
Bradford  CMS 
Indiana  CMSA 
Lackawaima  CMSA 
Lehigh  CMSA 
Mifflin-Juniata  CMSA 
Warren  CMSA 
York  CMSA 
♦James  M.  Cole,  MD 
Kenneth  D.  Cohen,  MD 
♦James  Gerald  P.  Collins,  MD 
Betty  L.  Cottle,  MD 
Harold  R.  Cottle,  MD 
Allen  W.  Cowley,  MD 
Joan  B.  Cracco,  MD 
Barbara  C.  Custer 
Eleanor  L.  Davis 
Dr.  and  Mrs.  F.  Dennis  Dawgert 
George  A.  Deitrick,  111,  MD 
Joseph  N.  Demko,  MD 
Edward  H.  Dench,  Jr.,  MD 
Philip  E.  Donahue,  MD 
Michael  S.  Dudich,  MD 
♦Amy  L.  Papalia  Early,  MD 
Kenneth  D.  Emkey,  MD 
Dr.  and  Mrs.  David  B.  Evans 
Jesse  G.  Fear,  MD 
Mr.  and  Mrs.  Arthur  L.  Ferns 
Joseph  L.  Finn,  MD 
Joseph  B.  Fitzgerald,  MD 
Wilbur  E.  Flannery,  MD 
♦Richard  E.  Fulton,  MD 
♦Frederick  A.  Furia,  MD 
Michael  A.  Gangloff,  MD 
Alan  J.  Garber,  MD 
James  J.  Gaul,  MD 
♦Dwight  G.  Geha,  MD 
D.  Michael  Geller,  MD 
M.  Agnes  Gowdey,  MD 
♦Jeffrey  M.  Greene,  MD 
Oren  W.  Gunnet,  MD 
Peter  M.  Guzy,  MD 


Jeannine  R.  Hahn,  MD 
Lettys  Hallock 
♦Louis  J.  Hampton,  MD 
♦Oliver  Handelsman,  MD 
Donald  E.  Harrop,  MD 
Charles  Heisterkamp,  III,  MD 
John  J.  Hennigan,  MD 
Sheldon  P.  Herman,  MD 
Henry  Hood,  MD 
♦Edward  W.  Jew,  Jr.,  MD 
Dorothy  E.  Johnson,  MD 
Alexander  Kalenak,  MD 
Thomas  J.  Kardish,  MD 
Peter  A.  Keblish,  MD 
G.  Gary  Kirchner 
Sam  I.  Krinsky  MD 
Kalyan  S.  Krishnan,  MD 
John  W.  Lawrence,  MD 
John  W.  Lentz,  MD 
Keimeth  Levin,  MD 
George  W.  Lilley,  MD 

Howard  H.  and  Robert  D.  MacDougall,  MDs 

Jay  W.  MacMoran,  MD 

Alan  L.  Magner,  MD 

Dr.  and  Mrs.  Matthew  Marshall,  Jr. 

Joye  A.  Martin,  MD 
Carol  N.  Maurer,  MD 
♦Drs.  Martin  and  Sandra  McCann 
William  D.  McCann,  MD 
Lee  H.  McCormick,  MD 
Donald  N.  McCoy 
Morgan  M.  McCoy,  II,  MD 
Pearl  G.  McNaU,  MD 
Pennsylvania  Medical  Society  Auxiliary 
Daniel  J.  Melkus,  MD 
Timothy  J.  Michals,  MD,  PC 
Mary  Ann  Michelis,  MD 
James  D.  Mickle,  Jr.,  MD 
♦William  E.  Miller,  Jr.,  Esq. 

George  R.  Moffitt,  Jr.,  MD 
Carmen  G.  Montaner,  MD 
Dr.  and  Mrs.  Martin  A.  Murcek 
Charles  R.  Nader,  MD 
Arlington  A.  Nagle,  MD 
Joseph  E.  Palascak,  MD 
Dondd  E.  Parlee,  MD 
Ashokkumar  B.  Patel,  MD 
Ronald  V.  Pellegrini,  MD 
Gerald  W.  Pifer,  MD 
Robert  S.  Pressman,  MD 
James  A.  Raub,  MD 
♦James  R.  Regan,  MD 
Regional  Gastroenterology  Associates 
♦Ronald  M.  Repice,  MD,  PC 
Blairanne  H.  Revak,  MD 
Howard  A.  Richter,  MD 
Thomas  V.  Rieser,  MD 
Andrew  B.  Roberts,  MD 
Brooke  Roberts,  MD 
♦Harold  Rosen,  MD 
Jerry  Rothenberger 
Joan  M.  Ruffle,  MD 


Drs.  Edward  and  Marie  Russell 
Gregory  J.  Salko,  MD 
E.  Ronald  Salvitti,  MD 
Eugene  W.  Sausser,  MD 
Barbara  Schepps,  MD 
♦Leonard  F.  Schickling,  MD 
♦Earl  S.  Scott,  MD 
♦Ann  M.  Showan,  MD 
Harry  Shubin,  MD 
♦William  D.  Slemenda,  MD 
Donald  H.  Smith,  MD 
A.  John  Smither 
John  J.  Snyder,  MD 
Kenneth  W.  Sommerville,  MD 
William  A.  Spohn,  MD 
♦Max  A.  Stoner,  MD 
Edward  H.  Stullken,  Jr.,  MD 
James  D.  Taggart,  MD 
Mohamed  K.  Tejpar,  MD 
Elizabeth  H.  Thilo,  MD 
Aram  Tumaian,  MD 
♦George  J.  Vukmer,  MD 
Robert  E.  Wagner,  MD 
Paul  K.  Waltz,  MD 
♦Sigmund  A.  Weitzman,  MD 
James  F.  Welsh,  MD 
Paul  A.  Wengert,  Jr.,  MD 
♦David  W.  Whitson,  MD 
Irving  Williams,  MD 
Dorothy  G.  Wilson,  MD 
Robert  E.  Wright,  MD 
Lee  H.  Yasgur,  MD 


CONTRIBUTORS 

• AMP  Incorporated 
Ernest  L.  Abernathy,  MD 
Isabelle  Amarose 
Edwin  D.  Arsht,  MD 
David  E.  Artzerounian,  MD 
William  A.  Atlee,  MD 
Ron  Bachman 
Anne  L.  Barlow,  MD 
James  C.  Barton,  MD 
Warren  J.  Beaver,  MD 
Walter  P.  Beh,  MD 
Richard  P.  Behrendt,  MD 
Christina  M.  Benamati,  MD 
Catherine  Benson 
Kathy  Dowd  Bemau 
Joseph  B.  Blood,  Jr.,  MD 
Helen  Book 

Herbert  S.  Bowman,  MD 
Frank  R.  Braden,  MD 
William  P.  Camp,  MD 
Kim  L.  Carpenter,  MD 
Robert  J.  Carroll,  MD 
Jan  0.  Carter,  MD 
Byron  Cl3onan,  MD 
Bucks  CMS 
Delaware  CMS 


♦Charter  Donor 


Erie  CMS 
Lancaster  CMS 
Adams  CMS  A 
Beaver  CMS  A 
Blair  CMSA 
Butler  CMSA 
Centre  CMSA 
Clearfield  CMSA 
Clinton  CMSA 
Columbia  CMSA 
Crawford  CMSA 
Cumberland  CMSA 
Franklin  CMSA 

Hazleton  Branch/Luzerne  CMSA 
Lawrence  CMSA 
Lebanon  CMSA 
Luzerne  CMSA 
Lycoming  CMSA 
Mercer  CMSA 
Montour  CMSA 
Westmoreland  CMSA 
Catherine  Colburn 
John  E.  Colburn,  MD 
F.  Boyd  Couch,  MD 
George  A.  Crawford,  MD 
Samuel  Cross,  Jr.,  MD 
Mr.  and  Mrs.  William  Davies 
Mary  C.  Davin 
Robert  L.  DeJoseph,  MD 
*Jan  R.  J.  DeVries,  MD 
Robert  H.  Dilcher,  MD 
Frederick  A.  Dodge,  MD 
John  M.  Doherty,  DO 
Mark  R Downey,  MD 
Gay  D.  Dunne,  MD 
Timothy  B.  Eckel,  MD 
Norman  L.  Ekberg,  MD 
U.  Berkley  EUis 
Donald  G.  Ferguson,  MD 
Susan  Foltz 
Gilbert  A.  Friday,  MD 
Dr.  and  Mrs.  Rodney  B.  Fritchley 
Robert  L.  Fry,  MD 
Alvin  Gaary,  MD 
James  A.  Garrettson,  MD 
J.  Claude  Gaulin,  MD 
*Dr.  and  Mrs.  LeRoy  A.  Gehris 
W.  C.  Gerhart,  MD 
Louis  Gerstley,  III,  MD 
Samuel  R.  Giamber,  MD 
Joseph  F.  Girone,  MD 
Norman  Goldstein,  MD 
Ellen  Z.  Goodman 
Robert  and  Gertrud  Green 
Daniel  H.  Gregory,  MD 
L.  Riegel  Haas 
Donna  Marie  Hahn 
Wilham  F.  Hallahan,  MD 
Margaret  E.  Hallock,  MD 
Lois  Johnson  Hamerman,  MD 
Natalie  A.  Harley 
Mr.  and  Mrs.  George  Harman 
Mr.  and  Mrs.  Roy  Harris 
Leo  M.  Hartz,  MD 
Amy  Jo  Haufler 
John  Helwig,  Jr.,  MD 
Margaret  Hevel 


George  G,  Hohberger,  MD 
Mr.  and  Mrs.  Jack  HoUister 
J.  Preston  Hoyle,  MD 
Mr.  and  Mrs.  David  Hultzapple 
Robert  C.  Hunsicker,  MD 
Sally  Lou  Hagan,  MD 
Kristi  L.  Jordan 
William  D.  Ju,  MD 
Edward  A.  Kepp,  MD 
Barbara  & EUen  Kline 
William  H.  Kilpatrick 
Joan  M.  Koiro 
Ronald  A.  Landay,  MD 
Mrs.  Robert  L.  Lasher 
Samuel  S.  Laucks  II,  MD 
Margaret  M.  Levin 
Ula  E.  Levin 
Wihna  C.  Light,  MD 
Doris  Litchfield 
Janet  L.  Loch 

Edward  E.  Longabaugh,  MD 
Mr.  and  Mrs.  Malcolm  Longshore 
Mark  A.  Lopatin,  MD 
John  J.  Maron,  MD 
Michael  S.  Marrone,  MD 
Charles  W.  Maxin,  MD 
Rose  May 

Stanley  P.  Mayers,  Jr.,  MD 

Robert  E.  McAfee,  MD 

Christine  L.  McClure 

Robert  J.  McCuimey,  MD 

Mary  M.  McKay  and  Son 

William  B.  McLaughlin,  MD 

Mary  Ellen  S.  Meiser,  MD 

Susan  E.  Metter,  MD 

Betsy  Metz 

John  W.  Mills,  MD 

Samuel  C.  Mines,  MD 

Donald  W.  Minteer,  Jr.,  MD 

Mrs.  John  Modarress 

Terence  N.  Moore,  MD 

Mr.  and  Mrs.  Jack  Moreton 

Drs.  David  and  Denise  Moylan 

Frances  Mummert  & Family 

Mr.  and  Mrs.  Fred  Mummert 

Mr.  and  Mrs.  Ralph  T.  Mummert,  Sr. 

Mr.  and  Mrs.  Fred  Murray 

Harold  E.  Musser,  Jr.,  MD 

Karl  R.  Myers 

Mr.  and  Mrs.  Rodman  Nepley 
Mrs.  Axel  K.  Olsen 
Richard  Orlandi 

Mr.  & Mrs.  John  Osipovitch  & Friends 

Arlene  and  Bob  Oyler 

Michael  H.  Palmer,  MD 

Dr.  and  Mrs.  Albert  Pantalone 

Richard  S.  Pataki,  MD 

Arthur  J.  Patterson,  Jr.,  MD 

James  M.  Pedigo,  MD 

Edward  J.  Pisko,  MD 

Leopold  A.  Potkonski,  MD 

Edward  R.  Preininger,  MD 

Terry  J.  Pundiak,  MD 

Allen  K.  Radkowsky 

Robert  D.  Reinecke,  MD 

Dr.  and  Mrs.  Edward  J.  Resnick 

John  F.  Rineman 


Frederick  A.  Robinson,  MD 
James  and  Carol  Rockwell  & Stephen 
Robert  and  Joyce  Roebuck 
Stephen  I.  Rosenthal,  MD 
Gerald  W.  Rothacker,  Jr.,  MD 
Karl  F.  Rugart,  MD 
Clarence  H.  Rutt,  Jr.,  MD 
Irving  J.  Sales,  MD 
Mr.  and  Mrs.  Edwin  Satterthwaite 
Nancy  M.  Satur,  MD 
Alan  H.  Schragger,  MD 
John  P.  Scully,  MD 
Irving  Shaffer,  MD 
Mohammed  N.  Shaikh,  MD 
Catherine  M.  Sharkness,  MD 
David  M.  Shearer,  MD 
Dr.  and  Mrs.  Donald  E.  Shearer 
Pamela  S.  Shirey,  MD 
Joseph  S.  Silverman,  MD 
Lawrence  Smarr 
Dr.  and  Mrs.  Herbert  Snyder 
Ferdinand  L.  Soisson,  Jr.,  MD 
William  A.  Sorber,  MD 
C.  Michael  Spina,  MD 
Helen  Stephens 
Mr.  and  Mrs.  Alex  H.  Stewart 
Joseph  M.  Stowell,  MD 
Dr.  and  Mrs.  Robert  B.  Stuart 
Mr.  and  Mrs.  Matthew  Suydam 
Mr.  and  Mrs.  Harold  Taimenbaum 
*Dr.  and  Mrs.  Morgan  F.  Taylor 
Mr.  and  Mrs.  Thomas  E.  Thomas 
H.  Gregory  Tornatore 
Guillermo  G.  Udarbe,  MD 
Mary  L.  Uehlein 
Shelley  J.  Urich 
Dorothy  P.  Valimont 
Mr.  and  Mrs.  James  Wallace 
Thomas  M.  Watson,  MD 
Nathan  Wei,  MD 
Bruce  Weidman 
David  A.  White,  MD 
Kim  Whiteley 
*Michael  R.  Wilson,  MD 
Deborah  Woodrow 
Anne  M.  Woods,  MD 
Ralph  M.  Wymer,  MD 
J.  Michael  Young,  MD 


♦Charter  Donor 


Charter  Donor  Organizations 


The  Trust  is  grateful  to  the  following  organizations  for  their 
contributions  of  $500  or  more: 


Biennially,  The  Pennsylvania  Medical  Society  Auxiliary  through 
its  county  auxiliary  members  conducts  a fund  raising  event  and 
donates  the  proceeds  to  the  trust.  This  year  the  PMSA  promoted 
county  involvement  through  individual  fund  raising  projects. 

The  top  contribution  counties  were  recognized  with  seals  of 
appreciation.  The  Trust  appreciates  the  auxiliaries’  support  in  its 
efforts  to  support  medical  and  aUied  health  students. 

“GOLD  SEAL  FOR  EXCELLENCE” 

Erie  County  Medical  Society  Auxihary 

“YELLOW  SEAL  FOR  EXCELLENCE” 

Berks  County  Medical  Society  Auxiliary 
Dauphin  County  Medical  Society  Auxiliary 
Schuylkill  County  Medical  Society 

“GREEN  SEAL  FOR  EXCELLENCE” 

Allegheny  County  Medical  Society  Auxiliary 
Philadelphia  County  Medical  Society  Auxihary 

The  Educational  and  Scientific  Trust  recognizes  the  fund  raising 
efforts  of  BEAVER  COUNTY  MEDICAL  SOCIETY  AUXILIARY. 
In  1986  and  1987  Beaver  County  Auxihary  has  contributed  a total 
of  $16,000  to  the  Trust.  Their  generous  contributions  represent 
their  commitment  to  the  future  of  medicine.  The  Trust  is  grateful 
to  share  in  their  success  as  we  work  towards  fulfhhng  a 
common  mission. 


Adams  County  Medical  Society 
Allegheny  County  Medical  Society 
Allegheny  County  Medical  Society  Auxiliary 
Beaver  County  Medical  Society  Auxiliary 
Berks  County  Medical  Society  Auxiliary 
Bradford  County  Medical  Society 
Bucks  County  Medical  Society 
Cambria  County  Medical  Society 
Centre  County  Medical  Society 
Clarion  County  Medical  Society 
Clearfield  County  Medical  Society 
Columbia  County  Medical  Society 
Dauphin  County  Medical  Society  Auxiliary 
Erie  County  Medical  Society  Auxiliary 
Franklin  County  Medical  Society 
Jefferson  County  Medical  Society 
Lebanon  County  Medical  Society 
Lehigh  County  Medical  Society 


Lycoming  County  Medical  Society 
Mercer  County  Medical  Society 
Montgomery  County  Medical  Society 
Montour  County  Medical  Society 
Northampton  County  Medical  Society 
Perry  County  Medical  Society 
Pennsylvania  Psychiatric  Society 
Pennsylvania  Orthopaedic  Society 
Pennsylvania  Society  of  Anesthesiologists 
Perry  County  Medical  Society 
Philadelphia  County  Medical  Society  Auxiliary 
Samuel  P.  MandeU  Foundation 
Schuylkill  County  Medical  Society 
Schuylkill  County  Medical  Society  Auxiliary 
Tioga  County  Medical  Society 
Union  County  Medical  Society 
Wayne-Pike  County  Medical  Society 


Salute  to  Auxiliaries 


MEMORIAL  AND  HONORARY  GIFTS 


Individuals  making  a memorial  or  honorary  contribution  to  the  Trust 
have  gained  the  satisfaction  of  making  a gift  that  creates  a lasting 
remembrance  while  serving  others.  Giving  a gift  in  memory  or  in  honor 
of  a special  individual  to  The  Educational  and  Scientific  Trust  is  a 
rewarding  way  to  acknowledge  a friend's  accomplishments  or  successes. 


The  following  individuals  have  been 
memorialized  through  contributions 
to  the  Trust: 

Rabia  Akbar 
Agnes  Ban- 
William  Ban,  MD 
Mrs.  Virgilyn  Beitel 
John  V.  Blady,  MD 
Clarence  J.  Buck,  MD 
Harry  Williams  Buzzerd,  MD 
Mary  Catherine  Cassel 
*James  A.  Collins,  Jr.,  MD 
William  C.  Davis,  MD 
James  H.  Delaney,  MD 
Frank  A.  DeSantes,  MD 
Thomas  F.  Dowd,  MD 
Albert  Doyle,  MD 
William  Dzurek,  MD 
Virginia  S.  Fear 
Mrs.  Leroy  W.  Frederick 
Mrs.  Frances  Gearhart 
Henrietta  M.  Good 
Jean  Good 

Arthur  H.  Green,  MD 
Donald  W.  Gressly,  MD 
Percy  W.  Griffin,  MD 
Donald  Haff,  MD 
Mary  Hanyo 
Thomas  J.  Hobbs 
Aheck  Hortman 
Max  E.  Johnson,  MD 


Harry  B.  Jones,  MD 
Sally  H.  Keblish 
Paul  R.  Kessler,  MD 
Frank  R.  Kinsey,  MD 
Russell  Krasley 
Herbert  J.  Levin,  MD 
Jacob  J.  Levy,  MD 
Scott  B.  Lewis,  MD 
Betty  Light 

Frederick  E.  Marino,  MD 
Mrs.  Frances  McCoy 
Orlo  G.  McCoy,  MD 
William  L.  McKinney,  Jr.,  MD 
Carmine  Molinaro,  Sr. 

Lyndall  Molthan,  MD 
Earl  Mummert 
Monis  Orvitz,  MD 
A.  P.  Patellas 
Mary  Frances  Patrick 
Morgan  Person,  MD 
Michael  Pristas,  MD 
Teresa  Folin  Rhoads,  MD 
Anna  Marie  Roberts 
Doo  Roo 
Jeanne  G.  Roth 
Mrs.  David  Ruben 
Dorothy  Rubin 
George  B.  Rush,  MD 
Edward  T.  Ryscavage 
Anna  Catherine  Scheffey 
James  0.  Sloss,  MD 


Agnes  Soich 
Stanley  Stephens 
Doima  Stover 
Frank  H.  Strauss 
Ellie  Tyson 
Pearl  Weiss 
Mrs.  Edward  Williams 
Karen  Sitar  Wilson 
Verna  C.  Yackshaw 
Baldwin  Yip 
Jerry  Zaslow,  MD 

The  following  individuals  have  been 
honored  through  contributions  to 
the  TYust: 

Dr.  and  Mrs.  Ralph  Blasiole 
*Dr.  and  Mrs.  Raymond  C.  Grandon 
*George  E.  Farrar,  Jr.,  MD 
Dr.  and  Mrs.  Herbert  Jordan 
Mrs.  Kelly  Kim 
Juan  M.  Krajevic,  MD 
Simon  Kramer,  MD 
Mrs.  Robert  Lasher 
Mrs.  Diane  Marcella 
Mrs.  Marvin  H.  Marx 
David  L.  Miller,  MD 
Mrs.  L.  Wimal  Perera 
Mrs.  Barbara  Prendergast 
Dr.  and  Mrs.  William  Ridgway 
Mrs.  Robert  L.  Snyder 


Foreign  Continuing  Medical  Education 


This  year  The  Educational  and  Scientific  Trust  began  an  outreach  program  to 
serve  physicians  in  underdeveloped  countries.  Our  goal  is  to  provide  for 
physicians'  continuing  education  needs  with  text  books  and  journal 
subscriptions.  The  following  individuals  are  supporting  us  in  this  effort: 


Charles  Bolus,  MD 
Chijen  Chen,  MD 
Christopher  B.  H.  Gouw,  MD 
Alex  D.  Hart,  MD 
Yee  C.  Ho,  MD 


V.  Krishnaswami 
Ping  Tchang  Liang,  MD 
Lourdes  T.  Lim,  MD 
Ming  Shek  Lin,  MD 
MUton  Lu,  MD 


Yin  K.  Ngeow,  MD 
Fred  Pease,  MD 
Carmen  E.  Spinney 
R.  Keith  Whiting,  MD 


Trustees: 

Abram  M.  Hostetter,  MD 

Chairman 

Doris  G.  Bartuska,  MD 
Vice  Chairman 
David  L.  Miller,  MD 

Treasurer 


R.  William  Alexander,  MD 
David  W.  Clare,  MD 


Staff: 

LeRoy  C.  Erickson 

Executive  Director 

Kristi  L.  Jordan 
Manager,  Marketing 
S.  William  Hessert,  Jr. 

Manager,  Finance 


Natalie  A.  Harley 

Associate  Manager, 
Marketing 
Shelley  J.  Urich 
Manager,  Administration 
and  Loans 


Amy  Jo  Haufler 

Manager,  Projects  and 
Programs 
Deborah  K.  Diehl 
Accounting/ 
Administration  Assistant 
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Summary  of 
Financial  Data 
(unaudited) 


Balance  Sheet 


Statement  of 
Revenue 
and  Expenses 


Statement  of 
Changes 
in  Fund  Balances 


Statement  of 
Fund  Balances 


ASSETS 


General 

Endowment 

Total 

Cash 

286,485.39 

18,012.01 

268,473.38 

Investments,  at  cost 

(market  value  $342,851.67) 

239,361.90 

10,263.07 

249,624.97 

Student  loans  receivable 

4,170,831.17 

4,170,831.17 

Insurance  cuinuity 

111,194.41 

111,194.41 

Accounts  receivable 

4,530.56 

4,530.56 

Lease  obbgation  receivable 
Office  equipment  (less  accumulated 

4,796.00 

4,796.00 

depreciation  of  $8,757.27) 

17,477.12 

17,477.12 

Total  assets 

4,816,684.54 

28,275.08 

4,844,959.62 

Liabilities: 

Accrued  seiles  tax  payable 

40.61 

40.61 

Total  LiabUities 
Fund  balances: 

40.61 

40.61 

Reserved  for  loans 

4,170,831.17 

4,170,831.17 

Reserved  for  uncollectible  loans 

42,152.79 

42,152.79 

Unreserved,  available  for  designation 

603,659.97 

28,275.08 

631,935.05 

Total  fund  balance 

4,816,643.93 

28,275.08 

4,844,919.01 

Total  babilities  and  fund  balance 

4,816,684.54 

28,275.08 

4,844,959.62 

Revenue: 

General 

Endowment 

Contributions 

220,651.29 

Memorial  contributions 

3,130.00 

Honorary  contributions 

1,790.00 

Fund-raising 

36,661.00 

Interest  on  investments 

63,566.79 

2,245.28 

Net  gain  on  investments 

7,293.13 

332.46 

Interest  on  student  loans 

131,769.15 

Loan  delinquency  charges 

1,117.36 

Contracts  cmd  projects 

44,883.53 

Miscellaneous 

1,358.82 

Total  revenues 

512,221.07 

2,577.74 

Expenses: 

Salaries,  wages,  and  benefits 

205,757.99 

Travel  and  meetings 

8,640.65 

Project  Development 

37,737.41 

Consultants 

9,177.18 

Legal  fees 

4,684.92 

Computer  support 

474.00 

General  administrative  expenses 

37,817.11 

Advertising  and  fund-raising 

21,389.47 

Accounting  and  auditing 

5,615.01 

Investment  management  fees 

5,953.81 

282.63 

Collection  fees 

6,211.69 

Losses  on  uncollectible  loans 

2,468.46 

Miscellaneous 

3,614.03 

Total  expenses 

349,541.73 

341.68 

Excess  of  revenues  over  expenses 

162,679.34 

2,295.11 

General 

Endowment 

Fund  balances,  JanuEiry  1,  1987 

4,651,669.48 

28,275.08 

Excess  of  revenues  over  expenses 

162,679.34 

2,295.11 

Transfer  from  endowment  fund  to  general  fund 

2,295.11 

(2,295.11) 

Fund  balances,  December  31,  1987 

4,816,643.93 

28,275.08 

Reserved  for 

Reserved  for 

Uncollectible 

Unreserved  for 

Fund  Loans 

Loans 

Endowment  Designation 

Total 

General  Fund 

102,185.34 

102,185.34 

Loan  Stabilization  Fund 

42,152.79 

42,152.79 

Medical  Student  Fund  3,957,785.56 

79,554.36 

4,037,399.92 

AUied  Health  Student  Fund  205,981.83 

51,201.29 

257,183.12 

Endowment  Fund 

28,275.08 

28,275.08 

Continuing  Education  Fund 

12,357.33 

12,357.33 

Start-up  of  Practice  Fund  7,063.78 

248,348.61 

255,412.39 

Board-Designated  Reserves 

109,346.72 

109,346.12 

Philanthropy  Fund 

666.32 

666.32 

Total  4,170,831.17 

42,152.79 

28,275.08  603,659.97 

4,816,643.93 

In  Pennsylvania,  when  you  decide  to  prescribe  Librium, 

To  protect  your  prescription 


Librium 

.'brand  of 

chlordiazepoxide  HCI/Roche® 


5-mg,  10-mg,  25-mg  capsules 


Copyright  © 1987  by  Roche  Products  Inc.,  Manpti,  Puerto  Rico  00701..AII  rights  reserved. 


financial  management 

Revenue  Act  of  1987  affects  physicians 


The  Health  Ceire  Group 

As  you  probably  know  by  now,  we 
have  another  new  tax  law  to  con- 
tend with.  Unfortunately,  the  Revenue 
Act  of  1987  was  passed  so  late  in  the 
year  (signed  by  the  President  on  De- 
cember 22,  1987)  there  was  bttle  time 
before  the  end  of  1987  to  do  much  tax 
planning.  However,  by  now,  there 
should  be  some  (although  perhaps  very 
httle)  time  to  take  advantage  of  tax  sav- 
ing possibihties  or  to  prevent  expensive 
mistakes. 

Although  the  act  is  significantly 
shorter  than  the  more  than  900  page 
Tax  Reform  Act  of  1986,  there  is  no  at- 
tempt here  to  cover  every  change  made 
by  the  new  law.  Many  changes  affect 
very  specific  taxpayers  and  other  provi- 
sions will  affect  only  relatively  few  phy- 
sicians in  unusual  circumstances.  This 
article  instead  focuses  on  those  provi- 
sions that  will  have  the  greatest  impact 
on  doctors  and  their  practices,  profes- 
sional corporations,  or  other  entities. 

Resulting  from  the  rapidity  with 
which  the  new  act  was  passed,  certain 
aspects  of  the  new  law  need  clarification 
or  present  unanswered  questions  in  a 
number  of  areas.  Many  of  the  details  of 
the  new  law  will  have  to  be  flushed  out 
in  IRS  regulations  or  notices— 
preferably  before  physicians  and  then- 
advisors  need  to  take  action  or  make  de- 
cisions under  the  new  law. 

Because  the  Revenue  Act  of  1987  was 
a tax  increase  package  as  part  of  an 
overall  program  to  reduce  the  federal 
deficit,  it  contains  relatively  few  provi- 
sions that  will  aid  physicians  and/or 
their  professiontil  corporations  or  other 
practice  entities.  Rather,  in  a few  areas, 
the  new  law  will  result  in  tax  increases. 

Most  of  the  tax  increases  in  the  new 
law  result  from  provisions  affecting 
businesses.  The  1987  tax  law  did  not  di- 
rectly change  the  tax  rates  for  individ- 
uals. However,  in  1988,  one  can  expect 
that  with  continued  pressure  for  a bal- 
anced federal  budget,  federal  law- 
makers will  be  pressured  to  increase 
both  personal  and  corporate  tax  rates. 
President  Reagan  has  expressed  his  op- 


position to  any  Increase  in  general  tax 
rates  and  hopefully  he  will  not  agree  to 
any  increase  in  the  general  tax  rates,  at 
least  not  for  1988. 

The  effective  dates  for  the  various 
provisions  of  the  new  law  are  aU  over 
the  lot.  Some  provisions  are  retroactive, 
some  are  effective  in  1988,  some  are  ef- 
fective at  various  times  in  the  latter 
part  of  1987,  and  some  are  only  effec- 
tive for  one  year.  Physicians  and  their 
advisors  need  to  pay  close  attention  to 
those  effective  dates. 

Here  is  what  ought  to  affect  most 
physicians: 

Physician  professional  corporation  tax 
rates 

Physician  professional  corporations 
are  denied  the  benefits  of  the  corporate 
graduated  tax  rates  (15%  for  the  first 
$50,000  and  25%  for  the  next  $25,000) 
on  retained  corporate  earnings.  Thus, 
for  corporate  tax  years  beginning  after 
1987,  physician  professional  corpora- 
tions will  be  taxed  at  a flat  rate  of  34 
percent.  If  a professional  corporation 
switches  to  a December  year-end,  it  is 
subject  to  the  34  percent  rate  for  the 
current  year  ending  December  31,  1988, 
and  if  a corporation  retains  its  fiscal 
year,  the  34  percent  rate  will  apply  to 
the  tax  year  beginning  after  your  fiscal 
year  ending  in  1988. 

For  existing  professional  corpora- 
tions, the  new  law  makes  it  much  more 
expensive  to  accumulate  earnings 
within  the  corporation  for  expansion  of 
the  practice,  addition  of  new  doctors, 
etc.  Practice  needs  may  best  be  met  by 
paying  aU  funds  to  the  doctors  as  salary 
and  having  them  recontribute  (or  lend) 
needed  monies  to  the  corporation. 

Some  consideration  should  also  be 
given  to  electing  “S”  status  for  profes- 
sional corporations  to  avoid  the  higher 


The  principal  authors  of  this  article  are  Mark 
E.  Kropiewnicki,  JD,  LLM,  and  Geoffrey  T. 
Anders,  JD,  CPA,  CPBC,  of  The  Health  Care 
Group,  Plymouth  Meeting. 


rates.  However,  that  choice  should  not 
be  made  lightly  because  there  are  a 
number  of  negative  effects.  For  exam- 
ple, the  physician-owners  will  not  be 
able  to  receive  fringe  benefits  (such  as 
medical  insurance,  disability  insurance, 
group  term  hfe  insurance,  medical  ex- 
pense reimbursements,  etc.)  tax-free  as 
they  now  do  in  their  “regular”  profes- 
sional corporations.  In  addition,  “S” 
corporations  electing  to  retain  fiscal 
years  are  now  subject  to  a so  called  “en- 
tity” tax  payment,  which  essentially 
constitutes  an  interest  free  loan  to  the 
government. 

However,  fringe  benefit  nondiscrimi- 
nation rules  will  come  into  play  later 
this  year,  and  the  effect  of  those  provi- 
sions in  conjunction  with  the  34  percent 
corporate  tax  rate  might  swing  a deci- 
sion in  favor  of  “S”  status.  Final  regula- 
tions relating  to  those  fringe  benefit 
nondiscrimination  rules  have  not  yet 
been  implemented  making  an  informed 
decision  impossible  at  this  time.  Conse- 
quently, most  professional  corporations 
ought  to  take  a “wait  and  see”  ap- 
proach. In  many  cases,  because  the 
earnings  expected  to  be  retained  in  a 
professional  corporation  will  be  nominal 
to  avoid  the  flat  34  percent  corporate 
tax  rate  on  such  retained  earnings, 
there  will  be  httle,  if  any,  corporate  tax 
owed  anyway  and  “S”  status  would  not 
be  warranted. 

The  flat  34  percent  corporate  tax  rate 
is  a disincentive  to  incorporate  unincor- 
porated practices.  However,  the  hmited 
liability  protection  that  professional 
corporations  offer  a physician-owner  for 
the  malpractice  of  another  physician- 
owner  in  a group  practice  situation  out- 
weighs any  tax  or  additional  cost  con- 
siderations in  incorporating  group 
practices. 

Physician  professional  corporations  tax 
years 

Most  physicians  with  professional 
corporations  probably  know  by  now 
that  the  new  law  allows  professional 
corporations,  partnerships,  and  “S” 
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A better  alternative 
for  hypertensives  who 
are  going  bananas... 


pare  your  patients  the  extra  cost 
In  calories,  sodium  and  dollars. 

5pare  your  patients  the  rigors  of 
dietary  h+ supplementation. 


25mg  Hydrochlorothiazide/50 mg  Triamterene/5hF 


Effective  antihypertensh/e 
therapy...without 
bananas 

DAW  ■ 

mAZIDE' AS  WRITTEtl. 


Not  for  Initial  therapy.  See  brief  summary. 


without  a history  of  allergy  or.  brortchiai  asthma.  Possible 
exacerbation  or  actiyatioh  of  systemic,  lupus  er.ythernatosus  has  . 
been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  Oi  the  hydrochlorothiazide 
component  of  'Dyazide' is  about  50%  of  the  bioavailabitityof  the 
single  entity.  Theoretically,  a patient  transferred  frorri  the  single  ■ 
entities  of  triamterene  and. hydrochlorothiazide  may  show  an 
increase  in  blood  pressure  or  fluid  retention.  Similarly,  itisaiso 
possible  that  the  lesser  hydrbchlorothiazidebioavailability  could 
lead  to  increased  sefurh  potassium  levefs; However,  extensive 
clinical  experience  with  'Dyazide'  suggeSts  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angio- 
tensin-converting  enzyme  (ACE)  inhibitors  can  elevate  serum 
potassium:  use  with  cautibh  with  'Dyazide': Do  periodic  seriim 
electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during  ■ 
concurrent  use  with  amphotericin  B or  corticosteroids  or 
corticdtropinlACTHI):  Periodic  BUN  and  serum  creatinine  ' 
determinations  should  be  made,  especially  in  the  elderly,  diabetics 
or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative,  effects  of  the  drag  may  develop  in  patients  with 
impaired  renaf  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can. precipitate  coma 
in  patients  with  severe  liver  disease.  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  other  idiosyncratic  reactions. . 
Biobd  dyscrasias  have  been  reported  in  patients  receiving 
triamterene,  and  leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  and  hemolytic  anemia  have  been  reported  with 
thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes  . 
fnellitus:  The  effects  of  .oral  anticoagulants  may  be  decreased 
when  used  concurrently  with  hydrochibrothiazide:  dosage 
adjustments  may  be  necessary.  Clinicatly  insignificant  reductions 
in  arterial  responsiveness  to  norepinephrine  have  been  reported. 
Thiazides  have  also  been  shown  to  increase  the  paralyzing  effect 
of  nondepolarizing  muscle  relaxants  such  as  tubocurarine. 
Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic  blood 
studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cau- 
tiously in  surgical  patients.  Triamterene  has  been  found  in  renal 
stones  in  association  with  the  other  usual  calculus  components. 
Therefore,  'Dyazide  ' should  be  used  with  caution  in  patients  with 
histories  of  stone  formation.  A tew  occurrences  of  acute  renal 
failure  have  been  reported  in  patients  on  'Dyazide ' when  treated 
with  indomethacin.  Therefore,  caution  is  advised  in  administering 
nonsteroidal  anti-inflammatory  agentswith  'Dyazide'.  The 


following  may  occur:  transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements.may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in 
hypokalemia),  decreasing  alkali  reserve  with  possible  metabolic 
acidosis.  'Dyazide ' interferes  with  fluorescent  measurement  of 
quinidine.  Hypokalemia  is  uncommon  with  'Dyazide ',  but  should  it 
develop,  corrective  measures  should  be  taken  such  as  potassium 
supplementation  or  increased  dietary  intake  of  potassium-rich 
foods.  Corrective  measures  should  be  instituted  cautiously  and 
serum  potassium  levels  determined.  Discontinue  corrective 
measures  and  'Dyazide  ‘ should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase 
the  risk  of  severe  hyponatremia.  Serum  PBI  levels  may  decrease 
without  signs  of  thyroid  disturbance.  Calcium  excretion  is 
decreased  by  thiazides.  'Dyazide ' should  be  withdrawn  before 
conducting  tests  for  parathyroid  function.  Thiazides  may  add  to  or 
potentiate  the  action  Of  other  antihypertensive  drugs.  Diuretics 
reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensi- 
tivity, purpura,  other  dermatological  conditions:  nausea  and 
vomiting,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances: postural  hypotension  (may  be  aggravated  by  alcohol, 
barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including 
pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone. 
Triamterene  has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components.  Rare  incidents  ol  acute 
interstitial  nephritis  have  been  reported.  Impotence  has  been 
reported  in  a few  patients  on  'Dyazide ',  although  a causal 
relationship  has  not  been  established. 

Supplied:  ‘Dyazide ' is  supplied  as  a red  and  while  capsule,  in 
bollies  of  1000  capsules;  Single  Unit  Packages  (unit-dose)  ol 
100  (intended  for  institutional  use  only);  in  Patient-Pak™  unit- 
of-use  bottles  of  100. 

BRS-DZ:L45 


Before  prescribing,  see  complete 
prescribing  informaiion  in 
SK&F  CO.  literature  or  PDR. 
The  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension.  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual.  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management  Treatment  of  hypertension  and  edema 
is  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amiloride.  Further  use 
in  anuria,  progressive  renal  or  hepatic  dysfunction, , hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake  of 
potassium  is  markedly  impaired,  if  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia  can 
occur,  and  has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  in  the  severely  ill.  with  urine  volume  less  than  one  liter/ 
day,  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  K*  levels  should  be  determined. 
If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict  K* 
intake.Associated  widened  QRS  complex  orarrhylhmia 
requires  prompt  additional  therapy.  Thiazides  cross  the  placental 
barrier  and  appear  In  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other  adverse 
reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should 
stop  nursing.  Adequate  information  on  use  in  children  is  not 
available.  Sensitivity  reactions  may  occur  in  patients  with  or 


a product  of 

SK&F  CO 

Cidra,  PR.  00639 


SK&F  Co..  1987 


financial  management 


corporations  to  elect  to  retain  fiscal 
years.  Less  known  is  that  this  is  an  elec- 
tive provision  and  that  the  professional 
corporation  must  file  an  election  to  re- 
tain its  current  fiscal  year.  Although 
the  law  requires  the  election  to  be  made 
by  M^u■ch  21,  1988,  the  IRS  has  already 
announced  that  the  election  will  be  due 
the  later  of  April  30,  1988  or  60  days 
after  temporjiry  rules  are  issued.  Elec- 
tion forms  are  expected  to  be  available 
in  March. 

Although  the  new  law  allows  profes- 
sional corporations  to  retain  their  fisc2il 
years,  it  does  not  allow  continued  defer- 
ral of  substantial  physician  compensa- 
tion from  one  calendar  year  to  the  next. 
The  reason  behind  the  calendar  year  re- 
quirement for  professional  corporations 
initially  was  to  prevent  physicians  from 
deferring  their  compensation  and  thus 
its  taxation.  Thus,  in  exchange  for  al- 
lowing a professional  corporation  to  re- 
tain its  fiscal  year,  the  act  requires  that 
the  corporation  pay  its  physician- 
owners  a certain  minimum  compensa- 
tion by  December  31  of  each  year  and 
that  the  minimum  compensation  must 
be  includable  in  the  physicians’  gross 
income  for  that  same  calendar  year. 

If  that  minimum  compensation  is  not 
p2iid,  the  corporation’s  deduction  for 
compensation  paid  to  the  physician- 
owners  for  the  fiscal  year  is  hmited  to 
the  actual  amount  of  compensation 
paid  them  by  December  31,  “grossed- 
up”  to  a twelve  month  figure.  For  exam- 
ple, if  a professional  corporation  with  a 
June  30  fiscal  year-end  actually  pays  its 
sole  physician-owner  $60,000  from  July 
1 to  December  31,  the  most  it  can  de- 
duct for  the  next  fiscal  year  ending 
June  30  will  be  the  $60,000  six-month 
compensation  figure  “grossed-up”  to  a 
twelve  month  compensation  figure  of 
$120,000.  If  the  corporation  actually 
paid  its  physician-owner  $140,000  dur- 
ing the  fiscal  ye2ir  ending  June  30,  the 
corporation  will  be  allowed  to  deduct 
only  $120,000.  The  $20,000  disallowed 
portion  of  the  physician-owner’s  com- 
pensation win  be  subject  to  t2ix  at  the 
flat  34  percent  corporate  tax  rate  de- 
scribed above  starting  for  the  first  cor- 
porate fiscal  yezu-  beginning  after  De- 
cember 31,  1987,  (and  taxed  at  least  at 
the  15%  rate  for  fiscal  years  ending  in 
1988). 

Although  the  disallowed  $20,000  in 
the  example  above  will  be  allowed  as  a 
corporate  deduction  in  the  next  fiscal 


year,  a last  minute  addition  to  the  act 
prevents  the  corporation  from  creating 
a “net  operating  loss”  and  “carrying 
back”  that  loss  to  recoup  the  corporate 
taxes  paid.  As  a result,  the  professional 
corporation  effectively  may  be  perma- 
nently taxed  on  the  disallowed  compen- 
sation amount. 

State  corporate  t^lx  treatment  is  now 
uncertain,  but  Pennsylvania  could  fol- 
low the  federal  rule  and  similarly  disal- 
low the  corporate  deduction  for 
physician-owner  compensation.  Even  if 
Permsylvania  were  to  also  allow  the  cor- 
porate deduction  in  the  next  fiscal  year, 
Pennsylvania  does  not  allow  carry 
backs  of  net  operating  losses.  There- 
fore, any  such  loss  created  can  only  be 
carried  forward  and  will  usually  not  be 
useable  by  the  professional  corporation 
in  subsequent  years.  Again,  the  result 
will  likely  be  an  effective  permanent 
state  tax  on  any  disallowed  compensa- 
tion amount. 

The  new  law  is  clearly  intended  to  ex- 
act a significant  penalty  if  the  profes- 
sional corporation  does  not  pay  out  the 
required  minimum  amount  of  compen- 
sation by  each  December  31.  It  will 
therefore  be  very  important  for  physi- 
cians and  their  advisors  to  assure  that 
the  minimum  amount  of  compensation 
is  paid  by  each  December  31.  Some  phy- 
sici2ms  have  already  decided  to  avoid 
the  new  law’s  comphcations  and  poten- 
tial risks  by  simply  having  their  profes- 
sional corporation  switch  over  to  the 
calendar  year. 

The  minimum  compensation  (under 
the  act  called  the  “minimum  distribu- 
tion”) amount  that  must  be  paid  out  to 
the  physician-owners  by  each  December 
31  is  the  lesser  of  the  following: 

1.  The  previous  fiscal  year’s  total 
compensation  (including  not  only  base 
salary  and  bonuses,  but  also  other 
amounts  paid  by  the  corporation  and  in- 
cluded in  the  physician-owner’s  gross 
income  such  as  rents,  interest,  the  per- 
sonal use  portion  of  corporate-owned 
vehicles,  automobile  allowances,  cost  of 
group  term  life  insurance  in  excess  of 
$50,000,  etc.)  to  all  physician-owners 
(and  their  spouses,  children,  and  other 
related  parties),  prorated  for  the  num- 
ber of  months  to  December  31.  For  ex- 
ample, if  in  the  prior  June  30  fiscad  year, 
the  sole  physician-owner  received  total 
pay  of  $120,000  (base  salary  of 
$100,000,  bonus  of  $15,000,  and  rent  of 
$5,000),  then  the  minimum  distribution 
amount  (any  combination  of  base  Scil- 
ary,  bonus,  and  rent)  the  physician- 
owner  would  have  to  receive  by  Decem- 


ber 31  is  $60,000  (six-twelfths  of 

$120,000). 

2.  The  historical  pay-out  percentage 
(not  over  95%)  for  the  professional  cor- 
poration’s last  three  fiscal  years  times 
the  corporation’s  adjusted  taxable  in- 
come (the  corporation’s  final  taxable  in- 
come plus  the  toted  compensation  de- 
scribed above  paid  to  physician-owners) 
from  the  end  of  the  last  fiscal  year 
through  December  31.  This  historical 
pay-out  percentage  is  the  ratio  of  the  to- 
tal compensation  described  above  paid 
to  physician-owners  in  the  last  three  fis- 
cal years  divided  by  the  corporation’s 
adjusted  taxable  income  for  those  same 
three  years.  For  example,  if  in  the  prior 
three  years  the  corporation  had  a total 
of  $10,000  profit  each  year  and  a 
$90,000  salary  and  bonuses  to  its  sole 
shareholder  each  year,  the  historical 
pay-out  percentage  would  be  90  percent 
($270,000  divided  by  $300,000). 

The  first  minimum  distribution  test 
should  be  relatively  easy  to  calculate 
and  apply,  however,  the  second  test 
must  not  be  ignored  because  it  can 
result  in  a lower  minimum  distribution 
amount.  This  may  be  helpful  where  cor- 
porate earnings  have  fallen  since  the 
last  fiscal  year  (for  example,  where  a 
new  doctor  is  added  or  a senior  doctor 
departs)  or  where  the  corporation  re- 
tained substantial  e^lmings  during  its 
last  three  fiscal  years. 

At  the  moment,  the  minimum  distri- 
bution amount  required  under  the  sec- 
ond test  is  more  difficult  to  calculate 
with  confidence  because  there  are  unan- 
swered questions  relating  to  how  to  cal- 
culate the  adjusted  taxable  income.  For 
instance,  there  is  no  certain  answer  as 
to  what  extent  the  corporation  is  enti- 
tled to  a deduction  for  retirement  plan 
amounts  for  the  period  from  the  end  of 
the  last  fiscal  year  to  December  31.  Im- 
mediate IRS  guidance  regarding  this 
and  other  questions  is  necessary. 

Lastly,  the  act  prevents  a professional 
corporation  from  making  an  election  to 
retain  its  fiscal  year  if  it  is  part  of  a 
tiered  structure.  This  prohibition  appar- 
ently prevents  professional  corpora- 
tions in  a partnership  or  professional 
corporation  situation  from  making  the 
election  even  if  all  of  the  entities  in- 
volved use  the  S6une  fiscal  year.  How- 
ever, the  provision  seems  to  go  further, 
2md  might  be  construed  to  prevent  a 
professional  corporation  from  making 
the  election  if  it  owns  any  interest  in  a 
general  or  a limited  partnership.  Physi- 
cians should  be  sure  to  remind  their  ad- 
visors if  their  corporation  owns  any 
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partnership  interests  (often  surgi- 
center,  MRI,  and  similar  ventures)  so  a 
proper  decision  can  be  made. 

Hopefully,  the  IRS  will  clarify  this 
prohibition  before  the  time  the  election 
must  be  filed. 

Partnership  and  “S”  corporation  tax 
years 

Partnerships  and  “S”  corporations 
also  were  previously  required  to  use  the 
calendEir  tax  year.  The  new  act  allows 
them  to  elect  to  retain  or  use  fiscal 
years.  The  new  rules  for  them  are  quite 
complicated  with  some  unusual  results 


due  to  a last  minute  change  in  the  law. 
Thus  the  election  to  use  a fiscal  year  for 
a partnership  or  “S”  corporation  must 
be  CEurefuUy  considered  on  a case  by 
case  basis. 

Briefly,  the  new  law  requires  the  en- 
tity (the  partnership  or  “S”  corporation 
electing  to  use  a fiscal  year)  to  pay  addi- 
tional tax.  This  tax  is  paid  by  the  entity 
and  not  by  its  owners  and  is  computed 
in  a way  to  estimate  the  amount  of  tax 
that  would  have  been  paid  by  its  own- 
ers if  the  required  December  year-end 
had  been  used.  The  additional  tax  is 
phased  in  over  four  years  with  the  first 
entity  payment  due  this  year.  The  law 
requires  that  payments  be  made  by 
April  15  each  year  although  the  IRS 
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Perry  S.  Binder,  M.D. 
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Ms.  Lucia  M.  Manes,  Conference 
Coordinator 

215-928-3378 


has  indicated  that  the  first  payments 
will  not  be  due  until  the  later  of  April 
30,  1988  or  60  days  after  temporary 
rules  are  issued. 

This  entity  tax  payment  is  not  cred- 
ited to  the  individual  owners  tax  liabil- 
ity for  the  year.  Consequently,  the  en- 
tity pays  tax  and  later  the  owners  pay 
individual  tax  on  the  same  income.  The 
entity’s  payment  is  simply  treated  as 
an  asset  of  the  entity  held  by  the  IRS. 
The  amount  held  by  the  IRS  is  adjusted 
up  or  down  each  year  depending  upon 
whether  the  income  of  the  entity  in- 
creased or  decreased.  This  entity  tax 
payment  is  fully  and  finally  returned 
only  when  the  partnership  or  “S”  corpo- 
ration no  longer  chooses  to  use  a fiscal 
year  or  when  it  finally  goes  out  of  busi- 
ness. 

As  a result  of  this  entity  tax  pay- 
ment, many  advisors  suggest  that  part- 
nerships and  “S”  corporations  switch 
to  the  calendar  year  and  not  elect  fiscal 
years.  Physicians  involved  in  a fiscal 
year  partnership  or  “S”  corporation 
ought  to  consult  soon  with  advisors 
versed  in  this  area. 

Home  mortgage  interest  deductions 

The  new  law  provides  for  an  easing 
and  a tightening  of  the  interest  deduc- 
tion rules  for  home  mortgages.  The  new 
rules  provide  that  interest  is  deductible 
on  mortgage  “acquisition  indebted- 
ness” up  to  a total  of  $1  million  cover- 
ing the  taxpayer’s  principal  residence 
and  one  other  residence.  Acquisition  in- 
debtedness is  debt  that  is  incurred  in 
acquiring,  constructing,  or  substan- 
tially improving  a principal  or  a second 
residence  and  is  secured  by  such  prop- 
erty. Acquisition  indebtedness  is  re- 
duced as  princip^ll  payments  are  made 
and  is  not  increased  by  refinancing  un- 
less the  addition^d  amount  is  used  for 
substantial  improvements.  This  repre- 
sents a tightening  of  the  rules  since  the 
1986  law  allowed  individuals  to  deduct 
interest  on  mortgage  debt  up  to  the 
original  purchase  price  of  the  principal 
and  a second  residence  plus  improve- 
ments, regardless  of  the  amount  (even  if 
the  amount  exceeded  $1  million). 

The  1987  law  also  provides  some  phy- 
sicians an  easing  of  the  rules  relating  to 
home  equity  loans.  In  addition  to  inter- 
est on  acquisition  indebtedness  de- 
scribed above,  interest  may  be  de- 
ducted on  home  equity  indebtedness 
(for  the  principal  and  one  other  resi- 
dence) up  to  $100,000  regardless  of  the 
purpose  of  the  borrowing  (even  for  per- 
sonal expenditures)  provided  that  the 
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The  6th  Annual  Henry  Ruth  Symposium 

CURRENT  CONTROVERSIES  IN  ANESTHESIA  II 
Medical  and  Non-Medical 

April  22-23,  1988 

Claridge  Casino  Hotel/Indiana  at  the  Boardwalk 
Atlantic  City,  New  Jersey 


Presentations  on: 

Managed  Care  and  Anesthesia  Reimbursement 
Malpractice  and  Anesthesia 
Allergy,  Anaphylaxis  & Anesthesia 
Drug  Abuse  and  Anesthesia 

Participating  Faculty: 

William  M.  Gild,  MD,  JD 
Howard  J.  Goldstein 
Jeffrey  I.  Greenstein,  MD 
Jan  C.  Morrow,  MD 
Robert  M.  McDermott,  MD 
Kathleen  Davis  Morrissey 
Jonathan  Moss,  MD 
Henry  Rosenberg,  MD 
Jack  G.  Shutack,  MD 
Sidney  Smolinski,  Esq. 

For  information  & application: 

Office  for  Continuing  Education,  Hahnemann  University 
Broad  & Vine,  Philadelphia,  PA  (215)  448-8267 


TAKEA 

pBREAK  FROM  THE-i 
CONVENTIONAL. 


DISCOVER  THE 
SHERATON  HOTEL  AT 
STATION  SQUARE. 


PITTSBURGH'S  ONLT  RIVERFROiyT  RESORT. 

Schedule  your  next  meeting  or  event 
at  Pittsburgh's  best  Wondrous  amenities 
compliment  the  spectacular  view  of  the 
reflecting  rivers  and  sparkling  downtown 
skyline. 

Enjoy  the  privacy  and  comfort  of  our 
beautifully  equipped  facilities  which  are 
perfect  for  any  business  or  social  function: 

• 15  Conference  and  Dining  Rooms; 

• 3 Luxurious  Conference  Suites; 

• Complete  Entertainment  Complex; 

• Ballroom  Accommodating  up  to 
1400  Persons; 

• and  reasonably  priced,  newly- 
decorated  rooms  for  overnight  stay. 

Let's  face  it  - all  work  and  no  play  is  no 
way  to  spend  your  stay.  So  take  advantage 
of  our  convenient  location.  You're  Just 
steps  away  from  sixty  unique  specialty 
shops  at  nearby  Station  Square  and  the 
Gateway  Clipper  Fleet  docked  alongside 
the  Hotel.  You  can  linger  by  our  indoor 
pool  or  relax  in  the  whirlpool.  Or  enjoy 
elegant  dining  at  RELECTIONS,  one  of 
the  cit/ s finest  restaurants. 

Call  our  Sales  Department  to  receive  a 
complete  facilities  brochure  which  includes 
every  seating  arrangement,  menu  and  room 
layout  Call  today.  (412)  261-2000. 


The  Sheraton  Hotel 
at  Station  Square 

7 STATION  SQUARE  DRIVE,  PITTSBURGH,  PA  15219  (412)  261-2000 

TOLL  FREE:  800/325-3535 


financial  management 


home  equity  debt  does  not  exceed  the 
fair  market  value  of  the  qualified  resi- 
dences reduced  by  the  amount  of  acqui- 
sition indebtedness  for  such  residences. 
In  what  will  probably  be  a tightening 
for  many,  no  interest  deduction  is  al- 
lowed for  borrowing  as  a home  equity 
loan  (even  for  education  or  medical  ex- 
penditures) if  the  total  of  home  equity 
loans  exceeds  $100,000. 

Special  rules  apply  for  interest  on 
mortgage  debt  for  a principal  and  one 
other  residence  incurred  before  October 
14,  1987.  Any  refinancings  of  such  in- 
debtedness ought  to  be  carefully  con- 
sidered because  any  refinancing  that 
extends  the  term  of  the  debt  will  trigger 


the  application  of  the  new  rules  for  ac- 
quisition indebtedness  thereby  possibly 
resulting  in  lower  interest  deductions. 

Although  consideration  was  given  to 
not  recognizing  boats  and  mobile 
homes  as  qualifying  residences,  the  law 
as  passed  still  permits  them  to  qualify 
as  residences. 

Publicly  traded  partnerships 

A publicly  traded  partnership  is  one 
whose  interests  are  traded  on  an  estab- 
lished securities  market  or  are  readily 
traded  in  a secondary  market.  These 
partnerships  flourished  as  a result  of 
the  Tax  Reform  Act  of  1986  to  avoid 
corporate  level  taxes  and  to  create  pas- 
sive income  that  could  offset  passive 
losses  from  tax  shelters  and  rental 
property,  the  deductibility  of  which 


were  drastically  limited  by  the  1986 
law. 

Certain  publicly  traded  partnerships 
will  be  treated  as  corporations  for  fed- 
eral income  tax  purposes  for  tax  years 
beginning  after  1987.  That  should  pre- 
vent using  them  to  avoid  the  passive 
loss  rules  described  below. 

The  new  law  retroactively  (to  the  be- 
ginning of  1987)  treats  income  from 
publicly  traded  partnerships  as  “portfo- 
lio” income,  meaning  that  the  income 
cannot  be  sheltered  by  passive  losses. 
In  addition,  the  income  of  one  publicly 
traded  p^u•tnership  cannot  be  offset 
with  losses  from  another  publicly 
traded  peu'tnership.  Any  unused  losses 
from  a publicly  traded  peu-tnership  may 
be  carried  forward  until  the  publicly 
traded  p8u-tnership  generates  income  or 
until  the  physician  disposes  of  the  en- 
tire interest  in  that  publicly  traded 
peirtnership. 

Physicians  looking  to  offset  old  pas- 
sive tax  shelter  or  rental  activity  losses 
will  now  have  to  look  elsewhere  for  pas- 
sive income.  Local  rental  real  estate 
might  be  a good  choice. 

Non-dealer  installment  sales 

The  Revenue  Act  of  1987  msikes  bene- 
ficial changes  to  the  taxation  of  install- 
ment sales  of  real  property  that  is  used 
in  a physician’s  practice  or  that  is  held 
for  the  production  of  rental  income  if 
the  selling  price  exceeds  $150,000.  Gen- 
erally, these  new  installment  sales  rules 
are  effective  for  sales  after  1987  al- 
though an  election  may  be  made  to  ap- 
ply the  new  provisions  to  all  sales  after 
August  16,  1986,  meaning  that  the  new 
law  could  benefit  1987  tax  returns. 

Two  other  aspects  of  the  new  law  re- 
late to  physicians  selling  practice  or 
rental  real  estate  under  the  installment 
method.  First,  the  installment  method 
can  be  used  for  the  1987  tax  year  to 
compute  alternative  minimum  tax.  Sec- 
ondly, under  the  new  law,  pledging  of  in- 
stallment receivables  as  security  for  a 
loan  will  now  trigger  full  immediate  tax- 
ation of  the  gain  on  the  transaction. 

Individual  estimated  tax  payments 

The  requirement  of  the  Tax  Reform 
Act  of  1986  that  increased  from  80  per- 
cent to  90  percent  the  amount  of  the 
current  year’s  tax  liability  individuals 
must  pay  as  estimated  taxes  (to  avoid 
an  underpayment  of  estimated  tax  pen- 
alty) is  delayed  for  one  yeeu-  until  1988. 
Of  course,  individuals  may  instead  pay 
100  percent  of  the  prior  year’s  tax  liabil- 
ity to  avoid  the  estimated  tax  penalty. 


Doctor! 

Thinking  about  automating  your  office? 
Don’t  invest  in  old  technology,  discover 

Pulse  Point 

Orion’s  Total  Office  Management  System 


Put  these  outstanding  features  to  work  in  your  office 


* Patient  History 

* Office  Visit  Documentation 

* Insurance  BiUing 

* Electronic  Claim  Transmission 

* Patient  Billing 

* Precalculated  Balance  Billing 

* Update  of  Insurance  Ch2irges 

* Practice  Analysis  Reports 

* Check  Printing 

* Bank  Statement  Reconciliation 

* Daily  Bank  Deposit  Ticket 

* Medical  Database  Access 


Electronic  Scheduling 
Word  Processing 
Accounts  Receivable 
Accounts  Payable 
Patient  Recall 
Aged  Receivables 
Access  Security 
Financial  Analysis 
Budgeting 

Electronic  Code  Lists 
Daily  Income  Statement 
Multi-user  Network 


Orion’s  system  is  so  easy  to  use,  even  for  the  first  time  computer  user,  yet 
it  utilizes  the  most  powerful  microcomputer  system  available.  Our  training 
program  ensures  that  your  staff  will  be  comfortable  and  proficient.  All 
this  at  an  unbelievably  low  price.  Call  us  today!  Free  consultation  euid 
demonstrations  at  your  office. 


Orion  Computer  Systems,  Inc. 

38  Dew  Drop  Road 
York,  PA  17403 
Phone:  (717)  757-7721 


ORION 
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Mutual  fund  shareholder  expenses 
Management  expenses  of  so-called 
“mutual  funds”  are  now  required  to  be 
allocated  to  shareholders  of  such  funds. 
As  a resvdt  of  the  1986  tax  laws,  such 
expenses  are  treated  as  miscellaneous 
itemized  deductions  that  generally  are 
deductible  only  to  the  extent  they  ex- 
ceed 2 percent  of  the  individual’s  ad- 
justed gross  income.  The  new  law  de- 
lays until  1988  the  subjecting  of  these 
indirect  allocated  expenses  to  the  2 per- 
cent floor. 


Defined  benefit  pension  plans 

A number  of  new  and  tougher  rules 
are  imposed  on  defined  benefit  pension 
plans.  In  particular,  new  rules  relating 
to  plan  actuarial  assumptions  on  top  of 
various  requirements  imposed  on  de- 
fined benefit  plans  by  the  1986  tax  law 
give  the  IRS  greater  opportunity  to  dis- 
pute the  reasonableness  of  the  benefits 
of  defined  benefit  plans.  Consequently, 
physicians  will  need  to  evaluate  this  po- 
tential additional  IRS  involvement 
when  deciding  to  maintain  or  adopt  a 
defined  benefit  plan. 

Another  provision  requires  that  esti- 
mated contributions  to  such  plans  be 
made  on  a quarterly  basis.  This  can  be  a 
problem  for  some  physicians,  perhaps 
resulting  in  the  need  to  borrow  to  pay 
the  required  quarterly  contributions  or 
to  delay  having  the  physician  take  his 
or  her  salary  until  the  quarterly 
amounts  are  paid. 

Estate  and  gift  tax 

The  maximum  marginal  estate  tax 
rate  on  taxable  estates  (or  gifts)  over 
$2.5  million  was  to  fall  to  50  percent  as 
of  January  1,  1988.  As  a result  of  the 
new  tax  law,  that  reduction  to  50  per- 
cent is  delayed  for  five  years  until  1993. 
Thus,  taxable  estates  (or  gifts)  between 
$2.5  million  and  $3  nulhon  will  be  sub- 
ject to  tax  at  a marginal  rate  of  53  per- 
cent and  at  55  percent  over  $3  miUion. 
Although  an  estate  over  $2.5  rnihion 
may  seem  unapproachable  to  many 
physicians,  the  physician  must  consider 
the  amount  of  hfe  insurance  owned,  to- 
tal retirement  plan  accumulations,  and 
the  value  of  his  or  her  medical  practice. 

For  very  large  estates  (those  exceed- 
ing $10  nulhon),  the  $600,000  exemp- 
tion from  estate  teixes  and  the  gradu- 
ated estate  tax  rates  are  phased  out. 
Although  rarely  used  for  medical  prac- 
tice interest,  so  called  estate  tax 
“freezes”  of  business  interest  values  are 
essentially  ehminated. 


Other  important  changes 

Social  Security  taxes.  Unincorpo- 
rated physicians  have  been  able  to  em- 
ploy their  spouse  and  children  without 
paying  Social  Security  taxes  on  their 
compensation.  Effective  January  1, 
1988,  Social  Security  taxes  apply  to  a 
spouse’s  income  and  to  the  income  of 
children  age  18  or  over  when  employed 
by  an  unincorporated  physician.  In  ad- 
dition, although  it  will  probably  affect 
few  physicians,  the  amount  of  income 
included  in  a physician’s  gross  income 
for  the  cost  of  group  term  hfe  insurance 
coverage  in  excess  of  $50,000  whl  be 
subject  to  Social  Security  taxes  up  to 
the  Social  Security  wage  base  (which  for 
1988  is  $45,000). 

User  fees.  The  IRS  may  now  impose 
minimum  user  fees  as  early  as  February 
1,  1988,  for  the  issuance  of  IRS  letter 
ruhngs,  opinion  letters,  and  determina- 
tion letters.  The  amount  of  the  fee  var- 
ies depending  on  the  type  of  request 
and  the  IRS  may  provide  exemptions  or 
reduced  fees.  The  fee  is  payable  in  ad- 
vance Emd  is  refundable  only  if  the  IRS 
refuses  to  respond  to  the  request. 

For  most  physicians,  retirement  plan 
determination  letters  with  a fee  of  $400 
each  (as  recently  announced  by  the  IRS) 


represents  the  one  request  that  wih  typ- 
icahy  affect  them.  Because  physician  re- 
tirement plans  wUl  need  to  be  amended 
later  this  year  or  in  1989  to  comply  with 
the  1986  tax  law  and  because  that 
amendment  should  be  submitted  to  the 
IRS  for  a determination  letter,  physi- 
cians win  be  hable  for  a user  fee.  The 
user  fee  requirement  is  scheduled  to 
cease  for  requests  made  after  Septem- 
ber 29,  1990. 

Child  care  tax  credit.  Overnight 
camps  no  longer  quahfy  for  the  child 
care  tax  credit. 

Conclusion 

The  Revenue  Act  of  1987  is  not 
nearly  as  extensive  as  the  Tax  Reform 
Act  of  1986.  Nevertheless,  it  contains  a 
number  of  provisions  that  will  affect 
many  physicians  and  their  practice  enti- 
ties. With  ever  changing  tax  laws,  phy- 
sicians are  well  advised  to  consult  with 
expert  tax  advisors.  Further  clarifica- 
tion of  the  new  law  may  provide  oppor- 
tunities to  use  to  your  advantage  or  to 
at  least  avoid  traps  that  will  cost  you  in 
taxes.  There  wUl  undoubtedly  be  fur- 
ther clarification  of  the  1987  tax  law 
during  1988  and,  if  recent  history  is  any 
indication,  another  new  tax  law  as  weU. 
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new  members 


ADAMS  COUNTY 

Robert  M.  LarxJfried,  DO,  Anesthesbiogy,  716  Belmont  Rd., 
Gettysburg  17325 

ALLEGHENY  COUNTY 

Majed  Aljendali,  MO,  General  Surgery,  102B  Glen  Inverness 
Dr.,  Glenshaw  15116 

James  J-  Alonzo,  MO,  Obstetrics/Gynecology,  6200 
Steubenville  Rke,  Robinson  Township  15136 
Jeanne  A.  Bauman.  MD.  Diagnostic  Radiology,  26A  Bethany 
Dr.,  Pittsburgh  15215 

Andrew  J.  Behnke,  MD,  Family  Practice,  815  Freeport  Rd., 
Pittsburgh  15238 

Michael  A.  Berman,  MD,  Pathology,  4020  Ludwick  St., 
Pittsburgh  15217 

Spencer  L.  Butterfield,  MD,  Orthopaedic  Surgery,  490  E. 

North  Ave.,  Ste.  500,  Pittsburgh  15212 
Joanne  S.  Byers,  MD,  Family  Practice,  4136  Rickenbach  Rd., 
Gibsonia  15044 

Gerald  T.  Byers  III,  MD,  Family  Practice,  4136  Rickenbach 
Rd.,  Gibsonia  15044 

Henri  G.  Colt,  MO,  Internal  Medicine,  Shadyside  Hosp., 
Centre  Ave.,  Pittsburgh  15232 
Pamela  J.  Cook,  MD,  Family  Practice,  615  Field  Club  Rd., 
Pittsburgh  15238 

Patricia  L.  Oalby,  MD,  Anesthesiology,  137  E.  Sycamore  St., 
Pittsburgh  15211 

Ziad  L.  Oeeb,  MD.  Diagnostic  Radiology,  320  E.  North  Ave., 
Pittsburgh  15212 

John  Domit,  MD.  General  Surgery,  1 72-B  Royal  Oak  Drive. 
White  Oak  15131 

Maryjane  Blison,  MD,  Diagnostic  Radiology,  418  N.  Taylor 
Ave.,  Pittsburgh  15212 

Robert  M.  Fine,  MD,  Radiology,  2600  Haymaker  Rd., 
Monroeville  15146 

Philip  G.  Georgovich,  MD,  General  Surgery,  Jefferson  Med. 

Bldg.,  Coal  Valley  Rd.  Suite  401,  Clairton  15025 
Manjula  Goel,  MD.  General  Surgery.  913  Center  St.  ^8, 
McKeesport  15132 

Philip  R.  Goldstein,  MD,  Cardiovascular  Diseases,  1 1 20*1 1 
19  North  Drive,  Pittsburgh  15217 
Mark  S.  Gorchesky,  MD.  Anesthesiology,  436  Allenberry 
Drive,  Pittsburgh  15237 

Daniel  M.  Graff,  MD,  Pediatrics.  4815  Liberty  Ave., 
Pittsburgh  15224 

Michael  P.  Hahalyak,  DO,  Famly  Practice,  Three  Mockingbird 
Plz..  394  Rodi  Rd.,  Pittsburgh  15238 
Christopher  D.  Harrwr,  MO,  Orthopaedic  Surgery.  3601  Rfth 
Ave.,  Pittsburgh  15213 

Peter  L.  James,  MD.  Radiology,  5820  Dwood  St.  ^31. 
Pittsburgh  15232 

Shadrach  H.  Jones.  MO.  Internal  Medicine,  614  Whitney 
Ave.,  Pittsburgh  15221 

Charlotte  A.  Kaplon,  MD,  Family  Practice,  654  Woodcrest 
Drive,  Pittsburgh  15205 

David  A.  Leyne,  MD.  Family  Practice.  815  Freeport  Rd., 
Pittsburgh  15215 

Sally  A.  McFarland,  MO.  Internal  Medicine,  Doctors  Office 
Care,  Walsh  Rd.,  Pittsburgh  15205 
James  B.  Minshull,  MD,  Internal  Medicine,  10420 
Frankstown  Rd.,  Pittsburgh  15235 
Mahpareh  Z.  Mostoufizadeh,  MO,  Pathology,  Jefferson 
Hosp.,  Coal  Valley,  Pittsburgh  15236 
Michael  J.  Niemiec,  DO,  Pathology,  1705  Williamsburg  PI., 
Pittsburgh  15235 

Julie  F.  Overholtzer,  MD,  Family  Practice,  St.  Margaret 
Memorial  Hosp.,  815  Freeport  Rd.,  Pittsburgh  15215 
Gerard  A.  Parker,  MD,  Internal  Medicine.  2526  Columbia 
Ave-  #5,  Pittsburgh  15218 

Isabelle  M.  Picciotti,  MD,  Anesthesiology.  211  Glenhaven 
Lane,  Pittsburgh  15238 

Soraye  Z.  Radfar,  MD.  Psychiatry,  Mayview  State  Hosp., 
Pittsburgh  15017 

Patrick  G.  Reilly,  MD,  Internal  Medicine,  5814  Walnut  St., 
Pittsburgh  15232 

Pamela  J.  Rtzk,  MD,  Pediatrics,  4815  Liberty  Ave.,  Suite 


120,  Pittsburgh  15224 

T.  James  Roney.  MD.  Family  Practice,  226  Mount  Lebanon 
Blvd,  Pittsburgh  15234 

George  L.  Rosenberg,  MD,  Obstetrics/Gynecology,  413 
Fourth  Ave.,  Tarentum  15084 
Fred  H.  Rubin,  MD,  Internal  Medicine,  Shadyside  Hosp., 
5230  Centre  Ave.,  Pittsburgh  15232 
Raja  Saradar,  MD,  Pediatrics,  147  Whipple  St..  Pittsburgh 
15218 

Maryellen  A.  Schroeder,  Famly  Practice,  MD,  1834  Wildlife 
Lodge  Rd.,  Lower  Burrell  15068 
William  C.  Seefeld,  MD,  Ophthalmology,  1129  Heberton 
Ave.,  Pittsburgh  15206 

Robert  N.  Shogry,  MD.  Internal  Medicine,  659  Maryland 
Ave.,  Pittsburgh  15232 

Jeffrey  D.  Thatcher,  MD,  Internal  Medicine.  651  Holiday 
Drive,  Foster  Plz.  Five,  Pittsburgh  15220 
Rajiv  R.  Varma,  MD,  Neurology,  Child,  1811  Blvd.  of  the 
Allies,  Pittsburgh  15219 

Margie  E.  Wenz,  MD,  Obstetrics/Gynecology,  Forbes  Ave. 

& Halket  St.  Pittsburgh  15213 
Robert  E.  Wenz,  MD,  518  Franklin  Ave.,  ^D,  Pittsburgh 
15221 

Carola  J . Westermann.  MD,  Famly  Practice,  1 1 New  London 
Lane,  Oakmont  Commons,  Oakmont  15139 
Deborah  G.  Willis,  MD,  Internal  Medicine,  810  Wood  St., 
Pittsburgh  15221 

BERKS  COUNTY 

John  H.  Bender.  DO,  Family  Practice,  3535  N.  Fifth  St., 
Reading  19605 

BLAIR  COUNTY 

Jong  D.  Kwon,  MD,  Radiology,  Howard  Ave.  & Seventh  St, 
Altoona  16601 

BRADFORD  COUNTY 

Touflc  A.  Rizk,  MD.  General  Surgery.  General  Practice,  116 
Washington  St..  Sayre  18840 

BUCKS  COUNTY 

Bhavna  C.  Patel.  MD.  General  Practice,  PO  Box  1161, 
Morrisville  19067 

BUTLER  COUNTY 

Safdar  I.  Chaudhary,  MD,  General  Practice.  411-A  Glen 
Malcolm  Drive,  Glenshaw  15116 
V^ayaiakshmi  Selvaraj,  MD,  Pediatrics,  109  Winterwood 
Drive,  Butler  16001 

CAMBRIA  COUNTY 

Linda  C.  Hamilton,  MD,  Pediatrics,  839  Luzerr>e  St., 
Johnstown  15905 

Carl  W.  Konvolinka,  MD,  Ger>eral  Surgery,  Valley  Surgeons, 
1111  Franklin  St.,  Johnstown  15905 
Jeffrey  R.  WaN,  MD,  Family  Practice,  1480  Franklin  St., 
Johnstown  15905 

CENTRE  COUNTY 

John  S.  Purr>ell,  MD,  Ar>esth6siology,  Centra  Community 
Hosp.,  State  College  16801 

COLUMBIA  COUNTY 

William  L.  Ives,  MD,  Ger>eral  Surgery,  RD  4,  Box  117, 
Bloomsburg  17815 

CUMBERLAND  COUNTY 

Franz  P.  Bauer,  MD,  Psychiatry,  220  Wilson  St.  Suite  100, 
Carlisle  17013 

DELAWARE  COUNTY 

Herman  T.  Barb,  MD.  Psychiatry,  2733  Morris  Rd.,  Ardmore 
19003 


Brian  H.  Bennett.  MD.  Aerospace  Medicine,  Naval  Air 
Development  Ctr.,  Biomedical  Support  Div  6025, 
Warminster  18974 

Ralf  Joffe,  DO,  PO  Box  1005,  Drexel  Hill  19026 

Howard  S.  Lubin,  DO,  Family  Practice,  112  Deerfield  Rd., 
Broomall  19008 

Susan  L.  Ricciardi,  MD.  Internal  Medicine,  0*25  Revere  Rd., 
Drexel  Hill  19026 

Allen  R.  Seeger,  MD.  Urological  Surgery,  2111  Belvedere 
Ave.,  Havertown  19083 

FAYETTE  COUNTY 

Judith  E.  Taylor,  MD.  Radiology,  RR  2,  Box  72,  Grafton 
26354 

INDIANA  COUNTY 

Chandrika  P.  Sinha,  MD.  General  Surgery,  215  College  Lodge 
Rd.,  Indiana  15701 

LANCASTER  COUNTY 

Alan  R.  Alexander.  MD.  Diagnostic  Radiology,  St.  Joseph 
Hosp.  Dept.  Radiology.  250  CoMege  Ave.,  Lancaster 
17604 

Frances  C.  Gross,  DO,  Pediatrics,  1725  Linwood  Ave., 
Lancaster  17603 

MCKEAN  COUNTY 

Walter  G.  Graves,  MD,  General  Surgery,  Hooker-Fulton  Bldg., 
Suite  300,  Bradford  16701 

MERCER  COUNTY 

Carl  E.  Meyer  III,  DO,  Pediatrics,  127  N.  Main  St.,  Greenville 
16125 

Roy  J.  Sartori,  DO,  Internal  Medicine,  689  N.  Hermitage  Rd., 
Hermitage  16148 

MIFFLIN-JUNIATA  COUNTY 

Carol  C.  Williams.  MD,  Family  Practice,  115  Church  Lane, 
Reedsville  17084 

MONROE  COUNTY 

Darell  T.  Covington,  MD,  Surgery,  Colon  & Rectal,  175  E. 
Brown  St..  East  Stroudsburg  18301 

Kenneth  G.  Kash,  MD,  Internal  Medicine,  1172  W.  Main  St., 
East  Stroudsburg  18360 

MONTGOMERY  COUNTY 

John  M.  Andersen,  MO,  Family  Practice,  620  High  St., 
Pottstown  19464 

Michael  A.  Crivaro,  MD.  General  Surgery.  46  Laurel  Cir., 
Newtown  18940 

Anthony  J.  Matteo,  MD,  Obstetrics/Gynecology.  7996 
Oxford  Ave.,  Philadelphia  19111 

MONTOUR  COUNTY 

Scott  L.  Weitzel,  MD,  Emergency  Medicine,  Nine  Leighow 
St.,  Danville  17821 

NORTHAMPTON  COUNTY 

Pradip  K.  Toshniwal,  MD.  Neurology.  52  HighlarKi  Drive, 
Bethlehem  18017 

PHILADELPHIA  COUNTY 

Naomi  N.  Bock,  MD,  Internal  Medicine,  226A  N.  22nd  St., 
Philadelphia  19103 

Angelo  S.  Ferraro,  MD,  Cardiovascular  Diseases,  1304 
Spruce  St.,  #2,  Philadelphia  19107 

Lisa  E.  Flores,  MD.  Pediatrics.  941  S.  St.  Bernard  St., 
Philadelphia  19143 

Wendell  A.  Grogan,  MD,  Neurology,  1514  Wolf  St., 
PhUadelphia  19145 

Carmen  P.  Irizarry,  MD.  Psychiatry,  431 -B  Whitman  Drive, 
Haddonfield  08033 
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ATTENTIOIM  PRIMARY  CARE  PHYSICIAiyS 


INCREASE  YOUR  SKILLS 


INCREASE  YOUR  INCOME 

Learn: 

Allergy  testing,  audiometry,  cryosurgery,  culposcopy, 
cermatologic  techniques,  flexible  sigmoidoscopy,  bol- 
ter monitoring,  joint  injection  techniques,  nasopharyn- 
goscopy,  pulmonary  function  testing,  vascular  flow 
testing,  and  more. 


Where:  Hyatt  Regency 

Dearborn,  Ml  (313)  593-1234 
When:  May  14-15,  1988 
Fee:  $375 

Accredited — Limited  Registration 


Contact: 

Current  Concept  Seminars 
3301  Johnson  St. 
Hollywood,  FL  33021 
(305)  966-1009 


June  11,  1988 


8TH  ANNUAL  ADVANCES 
IN  GASTROENTEROLOGY 

Bally’s  P^rk  Place 
Atlantic  City,  New  Jersey 


Sponsored  by  the  Gastrointestinal  Section  of  the  Hospital  of 
the  University  of  Pennsylvania  and  the  Continuing  Medical 
Education  Department  of  the  Underwood  Memorial  Hospital, 
Woodbury,  New  Jersey. 

Category  1 credit  offered 

INFORMATION:  Registration  Supervisor,  SLACK  Incorpro- 
ated,  6900  Grove  Road,  Thorofare,  New  Jersey  08086, 
609-848-1000. 


SARANTOS 


Dr.  S.  Randy  Sarantos,  President 


The  Doctors’ Money  Doctor 


Investment  Management  Services 

Pension,  Personal  and  Childrens’  Edu- 
cational Asset  Management  Programs 

Tbtal  Financial  Planning  Services 

Wide  selection  of  10  different  financial 
plans  for  every  budget  level 

Insurance  Advisory  Services 

Custom-designed  Insurance  and  Risk 
Management  programs 

Practice  Management  Services 

Buy/Sell,  Associate  Advisory  Services, 
Practice  Evaluations,  Cash-Flow  Analysis 

Seminar  Education  Services 

Special  Financial  Seminar  programs  for 
professional  societies,  groups  & 
institutions 


Exclusive  Marketing  Agents  For: 


Pro-Tkch 

Practice  Evaluations 

Low-cost  Expanded 
Option  Analysis,  including 
180  values  for  your 
practice. 


National  Association 
of  Doctors  (NAD) 

Exclusive  agents  in 
Eastern  PA,  NJ  and  CT, 
providing  low-cost,  high 
quality  financial  services. 


YES:  I would  like  to  know  more  about  Profession.al 

Financial  Services.  Please  send  me  a free  brochure. 


Name 


Address 


City State Zip 

Sarantos  & Company,  Inc.  240  Cedar  Knolls.  Rd.,  Suite  310 
Cedar  Knolls,  NJ  07927  (201)  539-4000 

— OR  CALL  h80(L223-0164  — 


The  principals  of  Sarantos  & Company.  Inc.,  a Registered  Investment  Advisor,  are  also  represen- 
tatives of  Integrated  Resources  Equity  Corp  , Member  NASD  & SIPC,  and  a registered  broker  dealer 


new  membei's 


Phil^3  B.  Khoury,  Medictne,  1182  S.  11  ih  St., 

Phifectelphia  1S147 

John  R.  McConT^kik.  MD,  Surgary,  Thoracic,  Presbyterien 
Hosp.,  39th  Werket  Sis.,  Ste.  10,  Philadelphia  19104 

ifving  J.  Oishin,  MD.  Pedietfics,  247  S-  Seventh  St., 
PhiJodolphia  19108 

POTTER  COUNTY 

Keith  S.  Pumroy,  MD.  Diagnostic  Radiology,  411  Revere 
Drive,  Monroeville  15146 

UNION  COUNTY 

Christopher  D.  Olson,  DO,  Family  Practice.  PO  Box  262, 
Mifflinburg  17844 

VENANGO  COUNTY 

Gerald  W.  Kehler.  MD,  Family  Practice,  132  E.  Bissell  Ave., 
Oil  City  16301 

WARREN  COUNTY 

Jose  Y.  Ignacio.  MD,  Psychiatry,  1284  Conewango  Ave., 
Warren  16365 

WASHINGTON  COUNTY 

Gary  J.  Silko,  MD.  Family  Practice.  95  Leonard  Ave., 
Washington  15301 

YORK  COUNTY 

David  A.  Melins,  MD.  Internal  Medicine,  132  S.  George  St., 
York  17401 

Clyde  A.  Strang.  MD,  Urological  Surgery,  924  Colonial  Ave., 
York  17403 

Helen  E.  Tadjalli.  MD,  General  Surgery,  1001  S.  George  St., 
York  17405 

Rita  E.  Vanwyk,  MD,  Family  Practice,  132  S.  George  St., 
York  17401 


STUDENTS 

Marc  J.  Adelsheimer,  3458  Airwiie  St.,  Phiadelphia  19129 
Jon  M.  Adleberg,  4920  City  Ave.,  **A406,  Philadelphia 
19131 

Michael  N.  Albeum,  325  Melwood  Ave.,  ^6B,  Pittsburgii 
15213 

Joann  Alfonzo,  950  Walnut  St.,  #412,  Philadelphia  19107 
Andrew  Y.  Ashikari,  4179  Centre  Ave.,  #3,  Pittsburgh 
15213 

Margarita  L.  Audino,  218  N.  Craig  St.,  #3.  Pittsburgh  15213 
Norbertina  L.  Banson,  120  Ruskin  Ave.,  Rttsburgh  15213 
Theresa  M.  Barba,  4710  Springfield  Ave.,  Philadelphia 

19143 

Jonathan  L.  Barnhart,  740  Maryland  Ave.,  Rear  Apt., 
Pittsburgh  15232 

Linda  M.  Barlhauer,  5527  BIsworth  Ave.,  #305,  Pittsburgh 
15232 

Kathy  E.  Baylor,  8200  Henry  Ave.,  #F-30,  Philadelphia 
19128 

James  D.  Beckman.  1000  Walnut  St.  #1501,  Philadelphia 
19107 

Paul  S.  Bierman,  9523-C  State  Rd.,  Philadelphia  19114 
Margaret  M.  Brannigan,  5500  Wissehickon  Ave.,  Philadelphia 

19144 

Edward  J.  Brennan,  610  Hermitage  St..  Philadelphia  19128 
David  A.  Breznick,  325  N.  15th  St.,  #702,  Philadelphia 
19102 

Brian  J.  Broker,  950  Walnut  St.,  Philadelphia  19107 
John  S.  Burr,  259  S.  44th  St..  Second  Floor.  Ph'dadelphia 
19104 

Diana  L.  Bushless,  218  N.  Craig  St.,  #3.  Pittsburgh  15213 
Dolores  P.  Cafaro,  26  University  Manor,  Hershey  17033 
James  G.  Cain,  258  N.  Beltefield  Ave.,  Rttsburgh  15213 
Jeffrey  W.  Campbell,  219  Barringer  Hall,  950  Walnut  St., 
Philadelphia  19107 

Anthony  F.  Cardell,  701  W.  Summit  Ave.  #A202, 
Roxborough  19128 

Avre  H.  Carpousis,  114  Hedgerow  Lane,  Reading  19606 
Theresa  M.  Carroll,  1000  Walnut  St.,  #700  Orlowitz, 
Philadelphia  19107 

Stanley  L.  Chang,  262  N.  Dithridge  #302,  Rttsburgh  15213 
Gakyung  Chung,  1000  Walnut  St.,  #708,  Philadelphia  19107 
Richard  R.  Clark,  27  Wallingford  Ave.,  #F-1,  Wallingford 
19086 

David  A.  Coffey,  5562  Hobart  St.  #717.  Rttsburgh  15217 


Bruce  F.  Cohen,  2117  Spruce  St.,  #1R,  Philadelphia  19103 
Randolph  B.  Cohen,  Univ.  of  Pa.  Box  523,  36th  & Hamilton 
Walk,  Philadelphia  19104 

Doug  E.  Crockett,  3246  Kennett  Square,  Rttsburgh  15213 
Carol  L.  Croft,  4247  Locust  St.  #500,  Philadelphia  19104 
Diane  E.  Custer,  University  Martor,  #148,  Hershey  17033 
Michael  A.  Demichele,  325  N.  15th  St.,  #908,  Philadelphia 
19102 

Joseph  J.  Depeitro,  636  Marylartd  Ave.,  #2,  Rttsburgh 
15232 

Frank  R.  Depietro,  1914  Murray  Ave.,  #36,  Pittsburgh  15217 
Deanna  M.  Derusso,  1717  Green  St.,  Philadelphia  19130 
Greg  Derusso,  1717  Green  St.,  Philadelphia  19130 
Salil  V.  Doshi,  120  Ruskin  Ave.  #206,  Pittsburgh  15213 
Mitchell  I.  Edelson,  1000  Walnut  St.,  #106,  Philadelphia 
19107 

Scott  C.  Bston,  2725  Cranston  Rd.,  Philadelphia  19131 
Stefano  EmiM,  University  Manor  West,  #319B,  Hershey 
17033 

Benigno  D.  Federici,  950  Walnut  St.,  #314,  Philadelphia 
19107 

Linda  A.  Ferraro.  2991  W.  School  House  Lar>e,  #H24W, 
Philadelphia  19144 

Jordon  F.  Fleishhacker,  300  N.  Dithridge  St.,  #31 2B, 
Pittsburgh  15213 

Pamela  J.  Franz,  950  Walnut  St.,  Philadelphia  19107 
John  M.  Gabriel,  705  Faith  Drive.  Catasaugua  18032 
Robert  E.  Gainor,  3812  Bates  St.,  #305,  Pittsburgh  15213 
Joseph  W.  Galassi  Jr.,  10218  Murty  Lane,  Philadelphia 
19116 

Juan  C.  Garcia,  1000  Walnut  St.,  #903,  Philadelphia  19107 
Charles  P.  Gennaula,  3812  Bates  St.,  #314,  Pittsburgh 
15213 

Shereef  F.  Girgis,  Walnut  Sq.  Apts.,  #1009,  Philadelphia 
19107 

Lawrerx:e  J.  Glad.  Three  Drilling  Way,  #3.  Pittsburgh  15213 
Kevin  L.  Glass,  515  S.  Aiken  Ave.,  #905,  Pittsburgh  1 5232 
Louis  H.  Griffel,  325  N.  15th  St.,  #1401-6,  Philadelphia 
19102 

Sheryl  A.  Haber,  325 N.  15th  St.,  Stiles  1611,  Philadelphia 
19102 

Jeanette  L.  Hebei,  315  Oakland  Ave.,  Rttsburgh  15213 
Diana  Herrmann,  811  Ripley  St.,  Philadelphia  19111 
Maria  E.  Hoober,  2032  Wendover,  #4,  Rttsburgh  15217 
Francis  J.  Hornicek  Jr.,  3000  William  Penn  Highway, 
Pittsburgh  15235 

Milford  J.  Huffnagle,  931  Clinton  St.  #510,  Philadelphia 

19106 

Rita  M.  Hutchinson,  3502  Ainslie  St.,  Philadelphia  19129 
Julia  K.  Hyland.  146  Penns  Grant  Drive,  Morrisville  19067 
Alexander  P.  Isakov,  1914  Murray  Ave.,  #36.  Pittsburgh 
15217 

William  L.  Joyner,  5841  Rodman  St.,  Philadelphia  19143 
John  C.  Kairys,  307  S.  Philip  St.,  Philadelphia  19106 
Arbetta  M.  Kambe,  7933  Revere  St.,  Philadelphia  19152 
David  A.  Kaufman,  120  Ruskin  Ave.,  #519,  Pittsburgh 
15213 

Joseph  Kerendian,  262  N.  Dithridge  St.,  #506,  Pittsburgh 
15213 

Louis  M.  Komer,  3901  Manayunk  Ave.,  #601,  Manayunk 
19128 

Karen  K.  Kormis,  325  N.  15th  St., #9 10.  Philadelphia  19102 
Elizabeth  A.  Kraus,  3504  Fifth  Ave.,  #1,  Rttsburgh  15213 
Adelle  G.  Kurtz,  1028  Irving  St.,  Philadelphia  19107 
Bruce  E.  Undon,  418  S.  44th  St.,  #8-2,  Philadelphia  19104 
Lori  A.  Lawson,  268  S.  Ninth  St.,  #A,  Philadelphia  19107 
Sooji  Lee,  120  Ruskin  Ave.,  Pittsburgh  15213 
John  C.  Leighton  Jr.,  701  Mount  Moro  Rd  , Villanova  19085 
Daniel  J.  Leonard  III,  397  Fifth  St.,  Nanty  Glo  15943 
Hal  W.  Levin,  5734  N.  Hope  St.,  Philadelphia  19120 
Alan  A.  T.  Lim,  205  Chesterfield  Rd.,  Rttsburgh  15213 
Cheryl  F.  Lowe,  410  Bayard  Rd..  Kenr^ett  Square  19348 
Amy  S.  Luckenbaugh,  314  Stock  St.,  Har>over  17331 
Ian  B.  Maitin,  259  S.  Ninth  St.,  Philadelphia  19107 
Monte  Makous,  4266  Mar>ayunk  Ave.,  Ph9adelphia  191 28 
Charles  E.  Martin,  41 12  Baltimore  Ave.,  Philadelphia  19104 
Edward  J.  McVay,  106  Skylark  Drive,  Glertshaw  15116 
Thomas  S.  Mego,  490  S.  Highland  Ave.,  #304,  Pittsburgh 
15206 

Alan  L.  Mezey,  1500  Pine  St.  #806,  Philadelphia  19102 
Clay  D.  Miller,  131  University  Marx>r  East,  Hershey  17033 
Albert  A.  B.  Missri,  1000  Walnut  St.,  #1001,  Philadelphia 

19107 

John  J.  Monroe  Jr.,  7737  Devon  St.,  Phiadelphia  191 18 
Mar'ionito  N.  Montalbo,  120  Ruskin  Ave.,  #309,  Rttsburgh 
15213 

Martha  J.  Moore,  5415  Fifth  Ave.,  #3078,  Rttsburgh  15232 
Michael  R.  Nill,  311  Oakland  Ave.,  Rttsburgh  15213 


Michael  Orinick,  602  S.  Dallas  Ave.,  Rttsburgh  15217 
Richard  J.  D.  Pan.  315  Beadling  Rd..  Rttsburgh  15228 
Stuart  J.  Pancer,  120  Ruskin  Ave.,  #222,  Pittsburgh  15213 
Karen  B.  Pasieka,  531  S.  Braddock  Ave.,  #3.  Pittsburgh 
15221 

Pankaj  Patel,  1000  Walnut  St..  #1712.  Philadelphia  19107 
Manuel  A.  Perez,  1415  Lombard  St.,  #C,  Phiadelphia  19146 
Anthony  J.  Perry,  1000  Walnut  St.,  #702,  Philadelphia 
19107 

Richard  A.  Ratkanis,  4609  Bayard  St.,  #6,  Rttsburgh  15213 
Marc  H.  Rabin,  308-B  Sutton  Towers,  Collingswood  08107 
Cynthia  L.  Rainey,  150  Sumac  St.,#3-F,  Phiadelphia  19128 
Kathleen  A.  Reeves,  Orlowitz  #1512,  1000  Walnut  St., 
Philadelphia  19107 

Antonio  M.  Riccelli,  University  Manor.  #55,  Hershey  17033 
Steven  L.  Romiti,  3812  Bates  St .,  #3 1 0,  Rttsburgh  15213 
Jordan  S.  Rush,  10229  Selmer  Terrace,  Phiadelphia  19116 
Philip  R.  Saba,  300  N.  Dithridge,  #308,  Rttsburgh  15213 
Jonathan  D.  Samuels,  1 106  Spruce  St.,  Philadelphia  19107 
Satya  Sarma,  301  Orlowitz  Hall,  1000  Walnut  St., 
Philadelphia  19107 

Sar^ay  Saxena,  835  Tudor  Lar>e,  Lebanon  17042 
Nina  S.  Schwartz,  1845  EdmurKf  Rd.,  Abington  19001 
Thomas  B.  Scott,  6350  Jackson  Drive,  East  Petersburg 
17520 

Anne  M.  Seidenberg,  1000  Walnut  St.,  #500,  Philadelphia 
19107 

John  L.  Serrian  Jr.,  6921  Shalkop  St.,  Rrst  Floor.  Phiadelphia 

19128 

Katherine  D.  Sherif,  260  S.  45th  St..  Philadelphia  19104 
Robert  M.  Simons,  1088  Highland  Rd.,  Newtown  18940 
Franck  G.  Skobieranda,  University  Manor  East,  #71 , Hershey 
17033 

Stan  R.  Skonieczkilll,  3516  Bowman  St.,  Phiadelphia  19129 
David  R.  Smith,  889  Rhue  Haus  Lane,  Hunrvnelstown  17036 
Christopher  A.  Smith  IV,  1000  Walnut  St.,  Orlowitz  Bldg 
#1711,  Philadelphia  19107 
Ben  R.  Smolar,  547  Linden  Lane,  Pittsburgh  15208 
Jennifer  A.  Spalding,  950  Walnut  St.,  #610,  Philadelphia 
19107 

Perpetua  A.  Staub,  604  W.  Chew  Ave..  Philadelphia  19120 
Lawrence  E.  Steinbach,  1000  Walnut  St.,  #1503, 
Philadelphia  19107 

Robert  C.  Streeter  IV,  University  Manor,  #110,  Hershey 
17033 

John  S.  Sundy,  874  N.  Beechwood  St.,  Philadelphia  19130 
Lyndaanne  M.  Szczech,  950  Walnut  St.,  #412,  Phiadelphia 
19107 

Manish  Tandon,  530  Martin  Bldg,  201  S.  11th  St., 
Philadelphia  19107 

Christopher  D.  Tessier,  603  Catharine  St.,  Philadelphia 
19147 

Joseph  A.  Thimons,  120  Ruskin  Ave.,  #719,  Pittsburgh 
15213 

Kimberly  M.  Tillery,  5326  Fifth  Ave.,  #27.  Rttsburgh  15232 
Suzanne  M.  Touch,  1000  Walnut  St..  #1613,  Philadelphia 
19107 

Daniel  S.  Tumelty,  3527  Indian  Queen  Lane,  Philadelphia 

19129 

Eric  J.  Uhlman,  709  Sugar  Bridge  Rd.,  West  Chester  19380 
Bradford  S.  Vanduker,  112  Andrews  Ave.,  Moorestown,  NJ 
08057 

Emennuel  N.  Vergis,  1727  New  Haven  Ave.,  Pittsburgh 
15216 

L.  Albert  Vtllarin  Jr.,  317  S.  11th  St.,  AKK  Fraternity. 
Philadelphia  19107 

Jeffrey  P.  Vtz,  325  N.  1 5th  St..  #901a,  Philadelphia  19102 
Thomas  J.  Wall.  3602  Calurr>et  St.,  Philadelphia  19129 
John  S.  Waltz,  3812  Bates  St.,  #314,  Rttsburgh  15213 
Wiliam  J.  Warning  N,  350  E.  WIlow  Grove  Ave..  Marwr  215, 
Philadelphia  19118 

Hilary  B.  Weber,  2809  W.  Queen  Lane,  #108,  Phiadelphia 
19129 

Alan  M.  Werner,  4677  Bayard  St.,  Unit  201,  Rttsburgh 
15213 

David  W.  Wetherhold,  3285  Kennett  Square,  Pittsburgh 
15213 

Peter  M.  Witherell,  1000  Walnut  St..  #702,  Philadelphia 
19107 

Steven  P.  Woratyla,  4920  City  Ave.,  #A404,  Philadelphia 
19131 

James  H.  Wright.  222  Church  St.  #3h,  Philadelphia  19106 
Sh|ei  Wu,  307  Meyran  Ave.,  Pittsburgh  15213 
Gregory  R.  Young,  6625  Ridgvlle  St.,  Rttsburgh  15217 
Anthony  C.  Zacchei,  1000  Walnut  St.,  #605,  Philadelphia 
19107 

Daniel  G.  Zavadak,  512  Reasantview  Drive,  Apollo  15613 
Greg  A.  Zimmerman,  2811  Rollins  Drive,  Allison  Park  15101 
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PDC  Collections,  Inc. 

• Established  1965 

• Serving  the  Medical  Profession 
in  the  collection  of  bad  debts 

• Our  fee  is  25  % of  collections 

• For  information  contact 

David  Kadish  at  1-201-271-8697 

14L  Worlds  Fair  Drive 
Somerset,  New  Jersey  08873 


MEDICAL  CARE  VALUE  PURCHASING  IN 
PENNSYLVANIA 
A 1988  PROGRESS  REPORT 


• Guest  Speaker:  ERNEST  SESSA,  Executive  Director 

Pennsylvania  Health  Care  Cost 
Containment  Counoil  (PHCCCC) 

• Others  will  address  current  health  care  data 
collection  requirements  encumbered  upon 
Pennsylvania  hospitals  and  physloians  and  how  to 
be  best  prepared  for  them. 

DATE:  Saturday,  April  23,  1988 
TIME:  8:30  a.m. 

MEETING  PLACE:  Milton  S.  Hershey  Medical  Center,  6th 
Floor,  500  University  Drive,  Hershey 
FEE:  Members:  $90  Non-Members  $110 
CME  CREDITS:  6 Category  1 
CONTACT:  American  College  of  Utilization  Review 
Physicians 
Southbridge  Park 
Building  3,  Suite  304 
1521  S.  Tamiami  Trail 
Venice,  FL  34292 
(813]  497-3340 


PRESENTED  BY: 
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YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyi  ester.  The  alkaioid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth,  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  Is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  Inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon'S  is  indicated  as  a sympathicolytic  and  mydriatric.  it  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.' '2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.' 3 
Dosage  and  Administration;  Experimental  dosage  reported  In  treatment  of 
erectile  impotence. ' >34  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
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• Denotes  PMS  membership  at  time  of  death. 

William  W.  Briant  Jr.,  Pittsburgh;  Univer- 
sity of  Pittsburgh  School  of  Medicine,  1925; 
age  85,  died  January  7,  1988.  Dr.  Briant  was 
a pediatrician.  • 

Russell  R.  de  Alvarez,  V Ulanova;  University 
of  Michigan  Medical  School,  1935;  age  78, 
died  December  25,  1987.  Dr.  de  Alvarez  was 
an  obstetrician  and  gynecologist.  • 


Robert  P.  Dutlinger,  Lemoyne;  University  of 
Pittsburgh  School  of  Medicine,  1939;  age  73, 
died  December  11,  1987.  Dr.  Dutlinger  was  a 
general  surgeon.  • 

George  H.  Fetterman  III,  Pittsburgh;  Uni- 
versity of  Pittsburgh  School  of  Medicine, 
1930;  age  79,  died  January  5,  1988.  Dr.  Fet- 
terman was  a pathologist.  • 


Harry  B.  Jones  Jr.,  Aliquippa;  University  of 
Pittsburgh  School  of  Medicine,  1940;  age  73, 
died  December  27,  1987.  Dr.  Jones  was  a gen- 
eral  practitioner.  • 

Scott  Barr  Lewis,  West  Chester;  University 
of  Pennsylvania  School  of  Medicine,  1931; 
age  82,  died  December  12,  1987.  Dr.  Lewis 
was  a gynecologist.  • 

Albert  E.  J.  Lohmann,  Wyomissing  Park; 
University  of  Pennsylvania  School  of  Medi- 
cine, 1928;  age  85,  died  January  7,  1988.  Dr. 
Lohmann  was  a general  surgeon.  • 

Maurice  M.  Meyer  Jr.,  Lebanon;  Jefferson 
Medical  College,  1952;  age  64,  died  December 
10,  1987.  Dr.  Meyer  was  an  ophthalmol- 
ogist. • 


Anton  M.  Miller,  St.  Clair;  Hahnemann  Uni- 
versity School  of  Medicine,  1925;  age  87,  died 
December  17,  1987.  Dr.  Miller  was  an  oph- 
thalmologist. • 

Joseph  G.  Strawitz,  Gladwyne;  University  of 
Wisconsin  Medical  School,  1949;  age  63,  died 
December  7,  1987.  Dr.  Strawitz  practiced 
head  and  neck  surgery.  • 

Louis  Tickner,  Cherry  Hill,  NJ;  George 
Washington  University  School  of  Medicine 
and  Health  Sciences,  1929;  age  84,  died  De- 
cember 19,  1987.  Dr.  Tickner  was  a famUy 
practitioner.  • 

Joseph  M.  Tillman  Jr.,  PhUadelphia;  George- 
town University  School  of  Medicine,  1934; 
age  78,  died  December  9,  1987.  Dr.  Tillman 
was  an  ophthalmologist.  • 

Jerry  Zaslow,  Elkins  Park;  Temple  Univer- 
sity School  of  Medicine,  1940;  age  69,  died 
December  8,  1987.  Dr.  Zaslow  was  a general 
surgeon.  • 

Lewis  Beloff,  PhUadelphia;  Temple  Univer- 
sity School  of  Medicine,  1937;  age  75,  died 
December  6,  1987.  Dr.  Beloff  served  with  the 
Department  of  Health,  pulmonary  division. 

Samuel  G.  Lastick,  Philadelphia;  Hahne- 
mann University  School  of  Medicine,  1934; 
age  77,  died  November  16,  1987.  Dr.  Lastick 
was  a general  practitioner. 

Steven  Sawchuk,  Yardley;  Temple  University 
School  of  Medicine,  1943;  age  71,  died  Janu- 
eu-y  9,  1988.  Dr.  Sawchuk  was  a pediatriciem. 
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ber of  credit  hours.  For  further  information  or  for  copies  of  individual  programs,  call  Sharon  Hanley,  Program 
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Any  change  of  insulin  should  be  made  cautiously  and 
only  under  medical  supervision.  Changes  in  refinement, 
purity,  strength,  brand  (manufacturer),  type  (regular,  NPH, 
Lente®,  etc),  species/source  (beef,  pork,  beef-pork,  or 
human),  and/or  method  of  manufacture  (recombinant  DNA 
versus  animal-source  insulin)  may  result  in  the  need  for  a 
change  in  dosage. 


DIET...EXERCISE... 
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human  insulin 
[recombinant  DNA  origin] 
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Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


Then  thousands... 


First  hundreds... 


Soon  more  than  a milJion. 

Soon  more  than  a million  insulin  users 
will  be  taking  Humulin. 

And  no  wonder.  Humulin  is  identical  to  the  insulin  produced 
by  the  human  pancreas— except  that  it  is  made  by  rDN  A 
technology. 

Humulin  is  not  derived  from  animal  pancreases.  So  it  con- 
tains none  of  the  animal-source  pancreatic  impurities  that 
may  contribute  to  insulin  allergies  or  immunogenicity. 

The  clinical  significance  of  insulin  antibodies  in  the  com- 
plications of  diabetes  is  uncertain  at  this  time.  However,  high 
antibody  titers  have  been  shown  to  decrease  the  small 
amounts  of  endogenous  insulin  secretion  some  insulin 
users  still  have.  The  lower  immunogenicity  of  Humulin  has  been 
shown  to  result  in  lower  insulin  antibody  titers;  thus,  Humulin 
may  help  to  prolong  endogenous  insulin  production  in 
some  patients. 


For  your  insulin-using  patients 
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medical  feature 

A survey  of  cervical  lymph  node  biopsies 


Samuel  W.  Berkheiser,  MD 

The  indications  for  surgical  biopsy 
or  fine  needle  aspiration  of  enlarged 
cervical  lymph  nodes  remeiin  somewhat 
controversial. 

Reasonably  accurate  diagnosis  with 
needle  biopsy  is  largely  dependent  on 
adequate  correlation  between  the  at- 
tending physician  and  the  cytopatholo- 
gist.  Such  cooperation  is  not  always 
possible  in  the  average  community  hos- 
pital. This  10-year  review  of  cervical 
lymph  node  biopsies  in  a teaching  com- 
munity hospital  was  conducted  to  pro- 
vide information  pertinent  to  cervical 
lymph  node  biopsy. 

Methods 

All  the  cervical  lymph  node  biopsies 
in  the  surgical  pathology  files  from 
1976  to  1985  inclusive  were  reviewed.  A 
tot2il  of  352  patients  had  such  biopsies 
during  this  period. 

Special  attention  was  focused  on  the 
size  of  the  involved  lymph  nodes,  espe- 
cially with  respect  to  the  range  and  av- 
erage size. 


Similar  attention  was  directed  to  the 
average  age  and  sex  ratio  of  the  pa- 
tients with  cervical  lymphadenopathy. 

Results 

The  distribution  of  the  various  histo- 
logic features  of  the  cervical  node  biop- 
sies is  shown  in  Table  I.  Nonspecific 
lymph  node  hyperplasis  or  chronic  non- 
specific lymphadenitis  was  most  com- 
mon, occurring  in  55  percent  of  the 
biopsies. 

Metastatic  carcinoma  and  lympho- 
mas were  found  at  about  the  same  fre- 
quency (18.5  and  16.1  percent  respec- 
tively). In  regard  to  the  mahgnant 
lymphomas,  non-Hodgkin’s  lymphoma 
was  noted  in  about  1 1 percent  of  the  to- 
t2d,  Euid  Hodgkin’s  lymphoma  in  5.4 
percent. 

Nonspecific  granulomata,  healed  or 
inactive  tuberculosis,  cat-scratch  dis- 
ease, and  miscellaneous  lesions  com- 
posed relatively  small  proportions  of 
the  total,  varying  from  0.9  to  3.6  per- 
cent. 


A summary  of  the  65  cases  of  meta- 
static carcinomas  is  shown  in  Table  11. 
Metastases  from  primary  lung  tumors 
were  most  frequent,  comprising  7.1  per- 
cent of  the  total  series. 

Metastatic  carcinoma  with  no  known 
primary  source  were  next  most  fre- 
quent occurring  in  3.4  percent.  Histo- 
logically, nine  of  these  were  squamous 
cell  carcinomas,  and  the  remainder  were 
either  adenocarcinomas,  or  undifferenti- 
ated carcinoma.  The  majority  of  the  pa- 
tients in  this  group  with  no  known  pri- 
mary died  within  one  month  to  one  year 
from  the  time  of  biopsy. 

Metastatic  lesions  from  primary 
breast  or  nasopharyngeal  tumors  oc- 
curred at  about  the  same  frequency  (2.6 
and  2.0  percent  respectively). 

Metastatic  melanomas  and  miscella- 
neous lesions  comprised  1.1  percent, 
while  gastro-intestinal  and  thyroid  me- 
tastases were  least  frequent  (0.6  per- 
cent). 

In  the  patients  with  nonspecific  reac- 
tive hyperplasia  the  average  age  was 
38,  with  a spread  of  5 months  to  82 
years.  Of  this  group  127  were  women 
(66  %),  and  66  men  (34  %).  The  average 
size  of  lymph  nodes  was  1.4  cm,  with  a 
range  from  0.2  to  4.1  cm. 

The  average  age  of  patients  with 
metastatic  carcinoma  was  60,  ranging 
from  21  to  82  years.  Thirty-three  were 
women  (51%),  and  32  men  (49%).  The 
lymph  node  size  varied  from  0.2  to  6.0 
cm,  with  an  average  of  1.9  cm. 

With  respect  to  the  lymphoma  pa- 
tients, the  average  age  was  57  with  a 
spread  of  7 to  90  years.  Thirty  were 
women  (53%),  and  27  men  (47%). 
Thirty-eight  of  the  lymphomas  were  of 


Dr.  Berkheiser  is  a pathologist  at  Polyclinic 
Medical  Center,  Harrisburg.  The  author  ac- 
knowledges the  assistance  of  Suzanne  M. 
Shultz,  hospital  librarian,  with  the  references. 


Table  I 

Summary  of  Histologic  Findings  in  352  Cervical  Lymph  Node  Biopsies 

Pathologic  Diagnosis 

Number  Patients 

Percent 

Nonspecific  reactive  hyperplasia 

193 

55.0 

Metastatic  carcinoma 

65 

18.5 

Malignant  lymphoma 

57 

16.1 

Non-Hodgkin’s  type:  38 
Hodgkin’s  disease:  19 

Nonspecific  granulomata  and  inactive  tuberculosis 

13 

3.6 

Cat-scratch  disease 

11 

3.1 

Sarcoid 

5 

1.4 

Miscellaneous  (Warthin’s  tumor,  glomus  tumor, 

paraganglioma) 

5 

1.4 

Infectious  mononucleosis 

3 

0.9 

Total 

352 

100.0 
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non-Hodgkin’s  t3rpe  (11  % of  total  se- 
ries) with  an  age  range  from  7 to  90 
years  and  an  average  of  63  years.  Nine- 
teen of  the  lymphomas  were  of 
Hodgkin’s  disease  type  (5.4  %),  with  an 

Table  II 

Summary  of  65  Cases  of  Metastatic  Carcinoma 

Percent  of 

average  age  of  39  and  a range  of  10  to 
82  years. 

Primary  Site 

Number  Cases 

Total  Cases 

The  average  lymph  node  with  non- 

Lung 

25 

7.1 

Hodgkin’s  lymphoma  was  2.2  cm,  with 

Unknown 

12 

3.4 

a range  from  0.4  to  7.0  cm.  With 

Breast 

9 

2.6 

Hodgkin’s  disease,  nodes  Vciried  from 

Nasopharyngeal 

7 

2.0 

1.0  to  4.0  cm,  with  an  average  of  2.3  cm. 
Of  the  13  cervical  lymph  nodes  with 

Melanoma 

Miscellaneous  (salivary  gland,  larynx,  prostate, 

4 

1.1 

granulomatous  inflammation,  three  dis- 

uterus:  one  each) 

4 

1.1 

closed  inactive  or  healed  tuberculosis, 

Gastro-intestinal  tract 

2 

0.6 

and  one  node  histoplasmosis.  The  histo- 
logic findings  in  the  remaining  cases 

Thyroid 

2 

0.6 
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were  indeterminate;  however,  cultural 
studies  and  fungus  and  acid  fast  stains 
were  negative.  The  patients  with  granu- 
lomatous lymphadenitis  ranged  in  age 
from  3 to  65  years,  with  an  average  of 
38  years.  The  size  of  the  lymph  nodes 
averaged  1.5  cm,  with  a range  from  0.6 
to  4.0  cm. 

Not  surprisingly  the  average  age  of 
the  patients  with  cat-scratch  disease 
was  only  1 1 years,  varying  from  1 to  30 
years.  The  average  lymph  node  was  1.6 
cm,  with  a range  from  0.3  to  4.0  cm. 

In  the  patients  with  sarcoid  the  aver- 
age age  was  34,  with  a range  from  23  to 
58  years.  Lymph  nodes  averaged  1.0 
cm,  ranging  from  0.3  to  2.1  cm. 

In  the  miscellaneous  group,  patients 
averaged  54  years  of  age.  Lymph  node 
size  averaged  2.0  cm  and  varied  from 
1.4  to  3.0  cm. 

As  might  be  expected,  the  average 
age  of  patients  with  infectious  mononu- 
cleosis was  23.  Lymph  nodes  ranged  in 
size  from  1.4  to  1.5  cm  with  an  average 
of  1.4  cm. 

Comment 

Without  doubt,  cervical  lymph  node 
enlargement  can  present  diagnostic 
problems.  Many  factors  may  be  respon- 
sible for  this  dilemma.  The  age  of  the 
patient  and  the  absence  of  any  defin- 
able primary  site  are  two  of  the  main 
issues  to  be  considered. 

Fine  needle  aspiration,  advocated  by 
many  workers,  has  helped  in  providing 
an  accurate  diagnosis  in  selected  cases. 
There  would  appear,  however,  a signifi- 
cant group  of  patients  in  which  the  ex- 
act histologic  diagnosis  may  be  ques- 
tionable with  this  technique.  In  particu- 
lar, the  classification  of  lymphomas  in 
all  age  groups  may  be  difficult  or  impos- 
sible on  fine  needle  aspiration  of  the  in- 
volved nodes. 

Non-Hodgkin’s  lymphomas  espe- 
cially have  presented  difficult  classifica- 
tion problems.'  In  most  instances  im- 
munologic cell  markers  are  required  in 
addition  to  the  usual  histologic  studies.^ 
As  such,  the  identification  of  young  pa- 
tients with  peripheral  lymphadeno- 
pathy  who  will  benefit  from  node  bi- 
opsy may  be  particularly  difficult.® 

The  differentiation  of  lymphoma  ver- 
sus pseudo-lymphoma  adso  may  be  trou- 
blesome in  all  age  groups.  Although 
Young  and  others  have  reported  a diag- 
nostic accuracy  of  75  percent  in  lymph 
nodes  involved  with  lymphoma,^  other 


workers  have  found  the  diagnostic  ac- 
curacy with  lymphomas  to  be  less  accu- 
rate than  for  metastatic  tumors.^  It 
would  appear  that  fine  needle  aspira- 
tion of  cervical  lymph  nodes  should  be 
used  as  the  initial  diagnostic  procedure 
in  very  restricted  circumstances— 
namely,  in  patients  with  an  established 
diagnosis  of  lymphoma.®  The  greatest 
value  would  appear  to  be  in  the  exclu- 
sion of  obvious  metastatic  epithelial  tu- 
mors or  benign  lesions. 

With  respect  to  benign  lesions,  epi- 
thelial inclusions  may  occur  in  cervical 
lymph  nodes  as  well  as  in  lymph  nodes 
in  other  sites.  Chiefly  benign  thyroid 
tissue,  benign  salivary  gland,  and  nevus 
cells  may  be  found  and  may  require  clin- 
ical correlation  to  rule  out  possible  ma- 
lignant tumors.®''® 

Careful  examination  of  the  head  and 
neck  before  biopsy  of  cervical  lymph 
nodes  is  advised  especially  in  the  older 
age  groups.  Premature  biopsy  of  such 
nodes  in  the  presence  of  a primary  naso- 
pharyngeal or  h3q)opharyTigeal  tumor 
may  result  in  a higher  incidence  of  sub- 
sequent metastasis  and  complications.® 
Johnson  found  that  inappropriate  bi- 
opsy of  squamous  cell  carcinoma  meta- 
static to  cervical  lymph  nodes  will  sta- 
tistically double  both  the  subsequent 
rates  of  local  recurrence  and  distant  me- 
tastasis.*®. 

The  3.4  percent  incidence  of  meta- 
static carcinoma  with  no  known  pri- 
mary source  found  in  the  present  study 
is  not  unusual.  Spiro  and  others  found 
ample  experience  that  the  primary 
source  may  not  be  identified  even  after 
the  most  careful  search." 

The  seemingly  high  incidence  of  reac- 
tive hyperplasia  found  currently  in  the 
352  patients  is  comparable  to  that 
found  in  other  studies.  In  a relatively 
large  series  of  239  lymph  node  biopsies 
in  children,  Knight  and  others  found  re- 
active hyperplasia  in  about  52  percent 
of  the  cases.  A specific  cause  for  the 
lymphadenopathy  after  histologic  ex- 
amination and  culture  was  noted  in  only 
41  percent  of  the  children  who  under- 
went biopsy.*® 

With  respect  to  granulomatous  in- 
volvement of  cervical  lymph  nodes  in 
children,  Lai  and  others  found  the  most 
frequent  cause  of  mycobacterial  lym- 
phadenitis to  be  atypical  mycobacte- 
rium. This  is  in  sharp  contrast  to  adult 
cases,  where  mycobacterium  tuberculo- 
sis was  the  predominant  agent,  and 
atypical  mycobacteria  were  isolated  in 
only  about  5 percent  of  the  cases.*®. 

Jaffe  found  lymphomas  of  both  the 


Hodgkin’s  and  non-Hodgkin’s  type  to 
be  the  most  frequent  head  and  neck  tu- 
mor in  children.  A neck  mass  or  the 
presence  of  multiple  neck  nodes  was  the 
most  common  feature  of  the  lymphoid 
tumors.  *■• 

Conclusion 

Nonspecific  reactive  h3qjerplasia  was 
the  most  frequent  histologic  finding  in 
a series  of  352  cervical  lymph  node  biop- 
sies. Metastasis  secondary  to  a primary 
lung  tumor  was  the  next  most  frequent. 
Metastatic  lesions  from  an  unknown 
primary  source  were  relatively  less  fre- 
quent, occurring  in  just  3.4  percent  of 
the  cases. 

The  average  size  of  the  nodes  re- 
moved varied.  Those  involved  with 
granulomatous  inflammation  and  those 
with  nonspecific  hyperplasia  were  virtu- 
ally identical  (1.5  and  1.4  cm  respec- 
tively). The  largest  nodes  generally 
were  those  involved  with  Hodgkin’s  dis- 
ease and  non-Hodgkin’s  lymphoma,  av- 
eraging 2.3  and  2.2  cm  respectively.  The 
node  size  with  metastatic  tumors  was 
intermediate,  averaging  1.9  cm. 

Some  of  the  problems  relating  to  fine 
needle  aspiration  versus  open  cervical 
lymph  node  biopsy  are  briefly  dis- 
cussed. □ 
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Professional  liability  coverage  is  our  only 
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territories  they  serve  so  they  understand  the 
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going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 
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Noiioperative  management  of  hepatic  injury 


Phillip  K.  Peilitteri,  DO 
R.  David  Evans,  MD 

The  treatment  of  solid  viscus  injury 
secondary  to  blunt  abdominal 
trauma  in  the  pediatric  population  has 
been  re-evaluated.  Most  recent  informa- 
tion advocates  nonoperative  manage- 
ment of  blunt  sohd  viscus  injury  in  a se- 
lect group  of  pediatric  patients.*  ^ ® We 
describe  a case  involving  severe  blunt 
hepatic  parenchymal  injury  with  hemo- 
peritoneum  in  a one-year-old  who  was 
managed  successfully  without  laparot- 
omy. 

Case  Report 

The  patient,  a one-year-old,  11  kg 
male,  sustained  a crush  injury  to  the  ab- 
domen after  being  run  over  by  a truck. 
On  presentation,  the  blood  presure  was 
80/50,  pulse  180,  and  respirations  24. 
Physical  examination  revealed  no  gross 
head,  neck,  or  thoracic  trauma:  the  ab- 
domen was  soft,  mildly  distented,  and 
diffusely  tender  to  palpation;  no  masses 
were  palpable. 

Plain  radiographs  of  the  cervical 
spine,  thorax,  and  pelvis  did  not  demon- 
strate any  skeletal  abnormality.  A dou- 
ble contrast  CT  scan  of  the  abdomen 
demonstrated  a major  stellate  fracture 
of  the  hver  involving  predominantly  the 
right  lobe  with  resultant  hemoperito- 


Matthew  C.  Indeck,  MD 
Sheldon  Brotman,  MD 

neum  (Figure  1).  Serial  hematocrits  in 
the  emergency  department  were  34.5%, 
30.5%,  and  26.5%  over  a two-hour  pe- 
riod. WBC  count  was  12,700;  PT/PTT 
and  platelet  count  were  within  normal 
limits.  Serum  electrolytes  were  sodium 
138  mEq/L,  potassium  3.8  mEq/L,  chlo- 
ride 101  mEq/L,  and  BUN  21  mg/dl.  Se- 
rum amylase  was  130  lU  and  SCOT 
1059  lU.  Arterial  blood  gas  results  on  6 
liters  02/minute  yielded  pH  7.39,  PaCOa 
31  mmHg,  PaOj  194  mmHg.,  and  HCO3 
19  with  a saturation  of  99  percent.  Uri- 
nalysis via  catheterized  specimen 
showed  1 -t-  blood  with  0-5  RBCs  on  mi- 
croscopic exam.  The  patient  was  fluid 
resuscitated  with  200  cc  crystalloid  and 
transfused  200  cc  packed  red  blood  cells 
with  resultant  rise  in  the  blood  pressure 
to  130/70.  Nonoperative  management 
was  elected  and  the  patient  was  admit- 
ted to  the  ICU  with  intra-arterial  pres- 
sure determinations,  serial  hematocrit 
levels,  and  urine  output  assessments. 
He  was  kept  at  bed  rest  under  sedation 
and  maintained  on  a cardiac-apnea 
monitor  with  frequent  chnical  evalua- 

The authors  are  associated  with  the  depart- 
ment of  surgery  at  Geisinger  Medical  Center, 
Danville. 


tions.  An  additional  100  cc  packed 
RBCs  were  required  during  fluid  equih- 
bration,  and  his  hematocrit  subse- 
quently remained  stable. 

Following  an  initi2il  stable  course,  the 
child  developed  respiratory  distress 
with  tachypnea,  tachycardia,  and 
heightened  irritability.  The  skin  was 
noted  to  be  mottled.  Arterial  blood 
gases  were  drawn  and  revealed  early 
respiratory  failure  with  pH  7.34,  PaCOa 
58  mmHg.,  PaOa  79  mmHg.,  while  re- 
ceiving 28  percent  inspired  O2.  A chest 
X-ray  demonstrated  upper  lobe  atelec- 
tasis of  the  right  lung.  These  findings 
were  felt  to  be  secondary  to  hmited  dia- 
phragmatic excursions  due  to  abdomi- 
nal distention  and  sphnting  with  resul- 
tant hypoventilation.  Endotracheal 
intubation  and  mechanical  ventilation 
was  accomplished  with  subsequent  de- 
crease in  hypercarbia.  The  patient  expe- 
rienced persistent  febrile  episodes  with 
a positive  tracheal  aspirate  culture  for 
Pseudomonas  species  and  an  elevated 
WBC  count.  Because  of  the  possibihty 
of  a concomitant  intra-abdominal  infec- 
tious process,  be  was  placed  on  cefox- 
itin and  gentamicin,  which  were  contin- 
ued for  seven  days  with  a subsequent 
decrease  in  the  WBC  count.  The  child 
was  weaned  to  physiological  parame- 
ters and  extubated  after  five  days  of 
mechanical  ventilation.  The  child’s  con- 
dition following  extubation  improved; 
he  continued  to  maintain  a stable  hema- 
tocrit without  further  intra-abdominal 
bleeding  as  noted  on  interval  CT  scan. 
He  required  no  additional  transfusions. 
His  pulmonary  status  improved  with 
no  further  febrile  episodes  and  de- 
creased secretions.  Interval  CT  of  the 
abdomen  10  days  after  injury  demon- 
strated partiail  resolution  of  the  hver 
fracture  and  hematoma  with  complete 
resolution  of  intraperitoneal  fluid.  Liver 
enzyme  determinations  were  greatly  de- 
creased prior  to  discharge  without  chni- 
cal evidence  of  bihary  obstruction  or  he- 
mobiha.  Chnicahy,  the  child  was  taking 
an  age-appropriate  diet  and  exhibiting  a 
normal  level  of  activity  without  dis- 
tress. 

The  child  was  discharged  with  physi- 
cal activity  hmited  to  quiet  playing  15 


Figure  1.  CT  scan  of  the  abdomen,  which  demonstrates  a large  stellate  fracture  involving 
the  right  lobe  of  the  liver  with  the  presence  of  intraperitoneal  blood. 
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days  after  being  admitted.  Eight  weeks 
after  injury  he  was  doing  well  with  no 
evidence  of  impairment.  A CT  sc2m  of 
the  abdomen  eight  weeks  after  injury 
demonstrated  near  total  resolution  of 
hepatic  hematoma  with  no  intraperito- 
neal  fluid. 

Discussion 

The  management  of  hepatic  injury 
secondary  to  blunt  abdominal  trauma, 
like  splenic  trauma,  has  been  re- 
evaluated for  different  age  groups.  Al- 
though most  solid  viscus  injuries 
caused  by  blunt  trauma  formerly  had 
been  managed  operatively,  laparotomy 
often  disclosed  that  lesions  were  minor 
or  not  actively  bleeding  in  the  majority 
of  cases.’  ® This  yielded  a significant 
number  of  non-therapeutic  operations 
and  subjected  these  patients  to  possible 
unnecessary  operative  morbidity.  The 
objective  of  nonoperative  management 
of  pediatric  hepatic  injury  is  to  avoid 
the  risks  associated  with  non- 
therapeutic  laparotomy,  including  hem- 
orrhage, infection,  biliary  injury,  and 
late  small  bowel  obstruction. 

Previously,  several  groups  have  re- 
ported successful  nonoperative  man- 


agement of  blunt  hepatic  trauma  in  the 
pediatric  population.^  ® Karp,  et  al.®  re- 
ported 15  of  17  children  sustaining 
blunt  liver  injury  managed  non- 
operatively  with  a single  delayed  com- 
plication and  no  fatalities.  Giacomanto- 
nio,  et  ah'*  reported  a series  of  32 
children  with  blunt  hepatic  trauma,  14 
of  which  were  managed  without  sur- 
gery. Mortality  was  22  percent,  all  in 
the  operative  group,  with  no  comphca- 
tions  reported  in  those  managed  with- 
out surgery.  Recently,  Oldham,  et  al.®  re- 
ported a large  series  of  53  children  with 
blunt  liver  injury,  four  of  whom  under- 
went immediate  laparotomy  for  hemor- 
rhage. Overall  mortality  was  4 percent, 
with  delayed  comphcations  occurring  in 
four  of  49  patients,  three  of  whom  went 
to  surgery  for  complications  unrelated 
to  hemorrhage. 

Delayed  complications  encountered 
in  nonoperative  management  of  blunt 
liver  injury  include  bleeding,  hemobilia, 
and  abscess  formation.'®  The  comphca- 
tions experienced  by  our  patient  were 
primarily  pulmonary  in  nature  and  not 
related  to  ongoing  intra-abdominal 
hemorrhage  or  biliary  tract  injury. 
There  was  no  evidence  of  intra-hepatic 
abscess,  and  hematoma  resolution  was 
nearly  complete  eight  weeks  after  in- 
jury. The  phases  of  heahng  in  our  pa- 


tient, as  demonstrated  by  CT  scan,  ap- 
pear to  correlate  well  with  the 
experience  of  Karp,  et  al.® 

Described  is  a case  involving  major 
hepatic  injury  disclosed  by  computed 
tomography  in  a child  sustaining  blunt 
trauma  of  the  abdomen  that  was  suc- 
cessfully managed  in  a nonoperative 
fashion.  Although  CT  scan  in  this  pa- 
tient revealed  an  extensive  hepatic  lac- 
eration with  hemoperitoneum,  hemody- 
namic parameters  remained  stable  after 
initial  resuscitation  maneuvers.  The 
child  was  observed  in  em  intensive  care 
setting  with  hemodynamic  monitoring 
and  serial  chnical  exams.  There  was  no 
evidence  of  subsequent  hemorrhage  or 
hemodynamic  embarrassment.  A total 
of  300  cc  (27  cc/kg)  of  blood  was  trans- 
fused during  the  hospital  course,  which 
represented  approximately  33  percent 
of  the  patient’s  total  blood  volume.  This 
quantity  probably  approaches  the  up- 
per hmit  to  be  transfused  before  opera- 
tive intervention  becomes  necessary.  In 
general,  provided  the  presence  of  stable 
vital  signs,  total  transfusion  in  excess 
of  1/3  patient  total  blood  volume  mcm- 
dates  laparotomy.® 

The  methodology  and  results  de- 
scribed in  the  case  presented  are  not  in- 
consistent with  those  reported  for  the 
management  of  blunt  hepatic  injury  in 
children.  When  hemodynamic  stability 
exists,  and  the  capacity  for  computed 
tomography  and  intensive  care  unit 
monitoring  is  present,  nonoperative 
management  of  blunt  hepatic  trauma  in 
a select  pediatric  population  is  a safe 
and  effective  alternative  to  laparot- 
omy. □ 
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Summary  of  new  drugs 

Gina  Morrow,  PharmD 

This  list  is  a synopsis  of  material  presented  in  a series  of  three  articles  writ- 
ten by  Daniel  A.  Hussar,  PhD,  of  the  Philadelphia  College  of  Pharmacy 
and  Science. 


ANTIMICROBIALS 

I.  Cefotetan  (Cefotan) 

Classification:  Intravenous  second  gen- 
eration cephaloporin. 

Properties:  Activity  against  many 
gram  negative  organisms  is  similar  to 
third  generation  agents. 

• activity  against  gram  (+)  organisms 
is  slightly  less  than  Cefoxitin 

• also  active  against  anaerobe  B.  fragi- 
Us  (some  other  bacteroides  species, 
i.e.,  B.  distasonis,  B.  ovatus,  B.  the- 
taiotaomicron,  are  often  resistant) 

• has  compared  similarly  to  Cefoxitin  in 
treatment  of  UTI,  Ob/Gyn  infections, 
and  for  surgical  prophylaxis 

• slightly  longer  half-life  than  other 
cephalosporins 

Indications:  Treatment  of  the  following 
infections  caused  by  susceptible  organ- 
isms: urinary  tract,  lower  respiratory 
system,  skin  and  skin  structure,  gyne- 
cological. 

Adult  Dosage:  l-2gm  every  12  hours; 
reduce  if  impaired  renal  function. 
Adverse  Effects  (Incidence  < 1-1.5%): 

• gastrointestinal  (diarrhea) 

• hematologic  lab  abnormalities  (eosin- 
ophilia,  ( + ) direct  Coombs) 

• elevations  in  hepatic  enzymes 

• hypersensitivity 

• phlebitis 

Precaution:  Cefotetan  contains  the 
methylthiotetrazole  side  chain  that  has 
been  associated  with  bleeding  in  the  use 
of  drugs  such  as  moxalactam.  Bleeding 
did  not  develop  during  studies  with  Ce- 
fotetan, but  it  is  advisable  to  monitor 
prothrombin  times  in  patients  at  risk 
(i.e.,  decreased  renal  or  hepatic  function, 
poor  nutritional  state). 

Drug  Interaction:  Disulfiram-hke  reac- 
tions may  occur  when  alcohol  is  in- 
gested within  72  hours  of  Cefotetan  ad- 
ministration 

II.  Norfloxacin  (Noroxin) 

Classification:  Oral  fluoroquinolone  an- 
tibiotic 

Properties:  Bactericidal  by  inhibition  of 


DNA  synthesis. 

• very  active  against  gram  positive  as 
well  as  certain  gram  negative  bacteria 
(i.e..  Pseudomonas  aeruginosa) 

• low  incidence  of  resistance  (<  1%) 
Indications:  Treatment  of  adult  comph- 
cated  or  uncomplicated  urinary  tract  in- 
fections due  to  susceptible  bacterial 
strains 

Dosage:  400mg  twice  a day  for  7-10 
days  (uncomplicated  UTI)  or  10-21 
days  (complicated  UTI). 

• in  patients  with  Creatinine  clearance 
< 30ml/min:  400mg  daily 

• dosage  should  be  taken  on  an  empty 
stomach 

Adverse  Effects:  Nausea  (2.8%),  head- 
ache (2.7%),  dizziness  (1.8%) 

• slight  incidence  of  central  nervous 
system  effects 

• potential  for  crystalluria;  patients 
should  drink  plenty  of  fluids 

Teratogenicity:  Norfloxacin  has  caused 
arthropathy  in  immature  animals— it  is 
recommended  that  the  drug  not  be  used 
in  children  or  pregnant  women 
Drug  Interactions: 

1.  Nitrofuratoin— antagonizes  antibac- 
terial action  of  Norfloxacin— do  not 
use  concomitantly. 

2.  Probenecid— reduced  urinary  excre- 
tion of  Norfloxacin  has  been  re- 
ported. 

3.  Antacids— not  to  be  taken  within  2 
hours  of  Norfloxacin  dosing. 

Cost:  Much  more  expensive  than  Amox- 
acillin  or  Trimethoprim/Sulfameth- 
oxazole—can  be  cost  effective  if  used  in 
place  of  I.V.  therapy,  or  if  it  allows  for 
early  hospital  discharge. 

III.  Ribavirin  (Virazole) 

Classification:  Aerosol  antiviral  agent. 
Properties:  Synthetic  analog  of 

guanosine— interferes  with  RNA  and 
protein  production. 
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• broad  spectrum  of  antiviral  activity, 
but  at  present,  only  one  (1)  indication 

Indication:  Aerosol  treatment  of  hospi- 
talized infants  and  young  children  with 
severe  lower  respiratory  tract  infections 
due  to  respiratory  synctial  virus  (RSV). 
Dosage  and  Administration:  Only  a 
small  particle  aerosol  generator  (SPAG) 
can  be  used  to  deliver  the  aerosol  parti- 
cles. The  6gm  vial  of  ribavirin  is  diluted 
to  make  a 20mg/ml  solution.  The  pa- 
tient receives  the  aerosol  treatment  for 
12-18  hours  per  day  for  3 to  a maxi- 
mum of  7 days. 

Adverse  Reactions:  Rash,  conjunctivi- 
tis, reticulocytosis,  decreased  respira- 
tory function,  pneumothorax,  apnea, 
hypotension,  cardiac  arrest,  digoxin 
toxicity. 

Drug  Interactions:  Not  to  be  adminis- 
tered together  with  other  aerosolized 
medications. 

IV.  Butoconazole  nitrate  (Femstat) 
Classification:  Imidazole  antifungal 
cream 

Indication:  Treatment  of  vulvovaginal 
mycotic  infections  caused  by  Candida 
species. 

Dosage  and  Administration:  One  fuU 
applicator  (approximately  5gm)  in- 
serted vaginally  at  bedtime  for  3 days. 

• some  patients  may  require  6 days  of 
therapy. 

Adverse  Effects:  Vulvar/vaginal  burn- 
ing or  itching. 

Precautions:  Not  to  be  used  during  the 
first  trimester  of  pregnancy;  if  used 
during  second  or  third  trimester,  6 day 
therapy  recommended. 

• male  partners  should  use  condom  dur- 
ing treatment  period 

V.  Permethrin  (Nix) 

Classification:  Synthetic  pyrethroid  pe- 
diculocide 

Properties:  Cidal  to  both  mature  head 
hce  and  eggs 

• very  effective  (97-99%)  after  one  ap- 
plication 

• residual  persists  on  hair  shafts  for 
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about  two  (2)  weeks,  aiding  in  preven- 
tion of  reinfestation 

• not  indicated  for  scabies  or  body/ 
pubic  lice 

• minimal  systemic  absorption  or  ef- 
fects 

Indication:  Single  application  treat- 
ment of  infestation  with  Pediculosis  hu- 
manus  var  capitis  (head  louse)  and  its 
nits  (eggs)  in  adults  ^md  children  > 2. 
Dosage  and  Administration:  25-50ml 
of  Permethrin  creme  rinse  is  applied  to 
shampooed,  towel  dried  hair.  It  is  left  on 
the  hair  for  10  minutes  then  rinsed  off 
with  water.  If  live  hce  are  noted  after  7 
days,  a second  application  can  be  given. 
Adverse  Effects:  Itching,  mild  burning 
or  stinging,  tinghng,  numbness,  scalp 
discomfort,  and  mild  erythema,  edema 
or  rash  of  the  scalp.  Patients  should  be 
warned  that  pruritis  and  erythema 
from  infestation  may  be  temporarily  ag- 
gravated, and  if  discomfort  persists, 
call  the  doctor. 

Precaution:  Pyrethroids  are  synthetic 
analogs  of  pyrethrins,  which  are  de- 
rived from  chrysanthemums.  The  drug 
should  not  be  used  on  those  with  allerg>' 
to  pyrethrins  or  chrysanthemums. 

CARDIOVASCULAR  AGENTS 

I.  Enalapril  (Vasotec) 

Classification:  Angiotensin-converting 
enzyme  (ACE)  inhibitor  antihyperten- 
sive agent 

Properties:  ACE  inhibition  (formation 
of  Angiotensin  II)  is  major  mechanism 
of  action. 

• long  duration  of  action:  can  be  given 
once  or  twice  daily 

• is  a pro-drug-hydrolysis  product  ena- 
laprilat  is  active  entity 

• as  effective  as  diuretics,  beta  block- 
ers, or  captoprU  in  lowering  elevated 
blood  pressure 

• also  effective  in  CHF,  though  not  yet 
an  approved  indication 

• absorption  not  affected  by  food 

• may  have  less  incidence  of  side  effects 
than  captopril 

Indications:  Treatment  of  hypertension 
as  a single  agent  or  with  other  antihy- 
pertensive agents  (especially  thiazide- 
t3^)e  diuretics) 

Dosage  and  Administration:  Initial 
dose  in  patients  not  taking  a diuretic  is 
5mg  once  daily.  Usual  maintenance 
dose  is  in  the  range  of  lOmg  to  40mg  per 
day,  as  one  or  two  doses 
Precautions:  Excessive  hypotension  is 
more  likely  to  occur  in  patients  with  se- 


vere salt/sodium  depletion  (those  being 
vigorously  diuresed  or  dialysis  pa- 
tients). Such  patients  must  be  moni- 
tored closely  early  in  therapy,  and  it  is 
also  recommended  to  stop  diuretic  ther- 
apy 2-3  days  before  giving  enalapril— if 
a diuretic  is  stiU  needed,  it  c^m  be  added 
back  to  the  regimen. 

Adverse  Effects:  headache  (4.8%),  dizzi- 
ness (4.6%),  fatigue  (2.8%).  Incidence  1- 
2%:  diarrhea,  nausea,  rash,  cough,  hy- 
potension, orthostatic  effects, 
hyperkalemia 

Less  common  or  Rare:  increased  BUN, 
increased  serum  creatinine,  proteinuria, 
dysgeusia,  neutropenia  and  agranulocy- 
tosis, angioedema  (0.2%).  Note:  pa- 
tients should  immediately  report  any 
swelhng  of  face,  eyes,  tongue,  lips  or 
any  difficulty  breathing 
Drug  Interactions:  Due  to  the  reduction 
of  aldosterone  from  ACE  inhibition,  po- 
tassium sparing  diuretics  (amiloride, 
spironolactone,  triampterene)  and  po- 
tassium supplements  or  salt  substi- 
tutes can  increase  the  risk  of  developing 
hjTjerkalemia 

II.  Mexiletene  (Mexitil) 

Classification:  Class  IB  oral  antiarrhy- 
thmic  agent 

Properties:  Structuradly  similar  to  hdo- 
caine  but  well  absorbed  (90%)  orally 

• electrophysiologic  activity  and  mech- 
anism same  as  hdocaine 

• comparable  in  efficacy  to  quinidine, 
procainamide,  disopyramide 

• has  been  used  in  combination  (at 
lower  doses)  with  other  antiarrhy- 
thmics  for  refractory  cases 

• primary  route  of  metabolism  is  in 
liver;  10%  excreted  unchanged  via 
kidneys 

• marked  changes  in  urinary  pH  may 
alter  excretion  rate  (decreased  pH 
leads  to  increased  excretion,  increased 
pH  leads  to  decreased  excretion) 

Indications:  Suppression  of  symptom- 
atic ventricular  arrhythmias,  including 
frequent  unifocal  or  multifocal  prema- 
ture ventricular  contractions,  couplets, 
and  ventricular  tachycardia 
Dosage  and  Administration:  Usual 
starting  dose:  200mg  every  8 hours 

• give  with  food  or  antacid  to  decrease 
gastrointestinal  side  effects. 

Dosage  increases:  increments  of  50- 
lOOmg  at  intervals  of  2-3  days 
Usual  maintenance  dose:  200-300mg 
every  8 hours 

Maximum  dose:  1200mg/day  (400mg  q 
8 hours) 

Loading  dose:  in  cases  where  rapid  con- 
trol is  essential,  an  initial  dose  of 


400mg  may  be  given,  followed  in  8 
hours  by  200mg 

• Some  patients  may  be  controlled  on  a 
q 12  hour  regimen  (same  total  daily 
dose  given  in  2 doses  instead  of  3):  if 
attempted,  such  patients  must  be 
monitored  closely  to  insure  that  effi- 
cacy and  tolerance  are  retained 

Adverse  Effects:  gastrointestinal  dis- 
tress (41%),  lightheadedness  (10.5%), 
tremor  (12.6%),  coordination  difficulties 
(10.2%),  others— diarrhea,  ch^mges  in 
sleep  habits,  headache,  blurred  vision, 
visual  disturbances,  palpitations,  eleva- 
tion of  liver  enzymes,  and  worsening  of 
pre-existing  arrhythmias,  especially  in 
patients  with  hfe-threatening  disorders 
Drug  Interactions: 

1.  Drugs  that  induce  hepatic  enzymes 
(i.e.,  phenytoin,  phenobarbital,  rifam- 
pin, cigarette  smoking)  may  lower 
plasma  levels  of  mexiletine 

2.  Cimetidine  may  increase  plasma 
mexiletene  levels  by  inhibiting  he- 
patic metabohsm 

III.  Amiodarone  (Cordarone) 

Classification:  Class  HI  oral  antiarrhy- 
thmic  agent 

Properties:  60%  effective  in  patients 
with  life-threatening  ventricular  ar- 
rhythmias and  partially  effective  (re- 
quires other  agents)  in  the  remaining 
40% 

• extremely  long  (40-55  days)  half-hfe 
results  in  complicated  dosing  and 
long  persistence  of  effects  (therapeu- 
tic or  adverse)  after  discontinuation 

• often  requires  1-3  weeks  for  onset  of 
effect,  even  when  loading  dose  used 

• adverse  effects  are  numerous  and  seri- 
ous 

Indications:  Documented,  life- 

threatening,  recurrent  ventricular  fibril- 
lation and  recurrent  hemodynamically 
unstable  ventricular  tachycardia  when 
these  conditions  have  not  responded  to 
treatment  with  antiarrhythmic  agents 
or  when  alternative  drugs  were  not  tol- 
erated 

Dosage  and  Administration:  Initial 
therapy  should  be  given  in  a hospital. 
Due  to  the  very  long  half-life,  a loading 
dose  of  800-1600mg/day  is  required  for 
1-3  weeks.  Once  arrhythmia  control  is 
achieved,  patients  are  maintained  on 
400-800mg  per  day  as  a single  daily 
dose,  or  in  2 divided  doses  with  meals  to 
reduce  gastrointestinal  distress 
Adverse  Effects: 

1.  Pulmonary  toxicity  (interstitial 
pneumonitis/alveolitis)  2-7%— may 
be  as  high  as  15%  with  prolonged 
therapy 
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• death  has  occured  in  10%  of 
cases — if  pulmonary  effects  noted 
early,  can  be  reversed  on  discontinua- 
tion 

2.  Hepatic  dysfunction  (elevations  of 
liver  enzyme  levels):  5-40% 

• a few  cases  of  fatal  hepatic  damage 
have  occured 

3.  Dermatologic:  10%  photosensitivity 
—patients  must  be  advised  to  use 
sunscreen 

• some  patients  may  develop  blue- 
gray  discoloration  of  exposed  skin 

4.  Thyroid  abnormalities:  1-3%  Hyper- 
thyroidism, 

2-4%  Hypothyroidism 

5.  Ocular  disturbances:  10%  visual  ha- 
los, blurred  vision,  dry  eyes 

• 100%  develop  corneal  microdepo- 
sits of  drug 

6.  Gastrointestinal  complaints:  25%  in- 
cidence of  nausea,  vomiting,  consti- 
pation, anorexia 

7.  Neurologic  problems:  20-40%  inci- 
dence of  malaise,  fatigue,  tremor,  in- 
voluntary movements,  poor  coordi- 
nation and  gait,  peripheral 
neuropathy 

8.  Cardiovascular:  Pro-arrhythmic 

events  (2-5%),  CHF,  bradycardia 

Drug  Interactions: 

1.  Digoxin — serum  concentration  in- 
creases 

• recommended  to  reduce  digoxin 
dose  by  about  50% 

• serum  digoxin  concentrations 
should  be  monitored  closely 

2.  Coumarin  anticoagulants— activity 
of  warfarin  is  increased— increases 
risk  of  bleeding 

• recommended  to  reduce  anticoagu- 
lant dose  by  one-third  to  one-half  and 
to  monitor  PT  closely 

3.  Other  antiarrhythmics  (quinidine, 
procainamide,  flecainide,  phenytoin) 
—levels  of  these  agents  are 
increased— when  combination  ther- 
apy is  indicated,  the  dose  of  these 
agents  should  be  reduced  by  one- 
third  to  one-haJf 

4.  Calcium  antagonists  and  Beta- 
blocker — additive  risk  of  bradycar- 
dia, AV-block,  and  sinus  arrest 

IV.  Digoxin  Immune  Fab  (ovine)  (Digi- 
bind) 

Classification:  antidote  for  digoxin  tox- 
icity 

Properties:  a biological  product  that 
consists  of  digoxin-specific  antibody 
fragments 

• obtained  from  sheep  immunized  with 
a digoxin-human  albumin  conjugate 

• only  the  fragment  of  the  sheep  anti- 


body that  is  specific  for  the  digoxin 
molecule  is  used,  thereby  decreasing 
the  risk  of  allergic  response 

• mechanism  of  action:  the  fragment 
binds  to  digoxin  molecules,  making 
them  unavailable  to  bind  to  sites  of 
action 

• improvement  in  signs  and  symptoms 
of  toxicity  are  seen  within  one-half 
hour  or  less 

Indications:  Life-threatening  digoxin  or 
digitoxin  intoxication 

• since  the  consequences  of  repeated 
treatments  are  unknown  (i.e.,  risk  of 
hypersensitivity),  use  should  be  re- 
served for  patients  with:  shock  or  car- 
diac arrest,  and/or  with  severe  ven- 
tricular arrhythmias,  progressive 
bradyarrhythmias,  and  potassium 
concentrations  >5meq/l 

Dosage  and  Administration:  Digibind 
is  administered  intravenously  over  30 
minutes.  Bolus  injection  can  be  used  if 
cardiac  arrest  is  imminent.  Dosage  de- 
pends on  the  amount  of  digoxin  to  be 
neutrEilized:  specific  guidelines  are  con- 
tained in  the  product  labelling  general 
guidelines:  average  dose  in  clinical 
trials =400mg 

• in  cases  of  acute  ingestion  when  no  se- 
rum concentration  nor  estimated  in- 
gestion amount  is  available,  an 
800mg  dose  is  recommended 

Adverse  Effects:  Withdrawal  of  digox- 
in’s  effects  has  resulted  in  low  cardiac 
output  states,  exacerbation  of  CHF,  and 
development  of  a rapid  ventricular  re- 
sponse in  patients  with  a trial  fibrilla- 
tion. Hypokalemia  has  also  occured, 
and  potassium  must  be  closely  moni- 
tored 

Precaution:  No  allergic  reactions  have 
yet  been  reported,  but  the  potential  for 
serious  hypersensitivity  should  be  rec- 
ognized. Skin  testing  is  not  routinely 
recommended,  but  may  be  appropriate 
for  high  risk  cases  (i.e.,  those  allergic  to 
sheep  protein,  those  previously  exposed 
to  Digibind) 

CENTRAL  NERVOUS  SYSTEM 
AGENTS 

I.  Buspirone  (Buspar) 

Classification:  First  azaspirodecane- 
dione  antianxiety  agent 
Properties:  No  chemical  or  pharmaco- 
logic relation  to  the  benzodiazepines, 
barbiturates,  or  other  anxiolytic  drugs. 

• reportedly  as  effective  as  benzodiaze- 
pines for  generalized  anxiety,  though 
a few  studies  found  diazepam  more  ef- 
fective, especially  early  in  treatment 

• long  term  use  ( > 3-4  weeks)  has  not 
yet  been  studied  in  controlled  trials 


• no  muscle  relaxant  or  anticonvulsant 
effects 

• Advantages: 

1.  unlikely  to  cause  sedation  or  inter- 
act with  agents  having  CNS  depres- 
sant activity 

2.  has  not  been  reported  to  cause  tol- 
erance or  physical  or  psychological  de- 
pendence 

• may  take  7-10  days  for  signs  of  im- 
provement to  begin;  optimal  results 
generally  seen  after  3-4  weeks 

• rapid  oral  absorption,  metabolized  by 
oxidation  in  liver  (one  active  metabo- 
lite), excreted  via  kidneys 

• will  not  prevent  withdrawal  symp- 
toms from  benzodiazepines 

Indications:  Management  of  general- 
ized anxiety  disorders  or  the  short  term 
relief  of  anxiety  symptoms 
Dosage  and  Administration:  Initial 
dose:  5mg  three  times  a day 

• dose  can  be  increased  5mg  per  day  at 
intervals  of  2-3  days 

• usual  maintenance  dose:  20-30mg/ 
day  in  divided  doses 

• maximum  daily  dose:  60mg/day 
Precautions:  not  recommended  for  pa- 
tients with  severe  hepatic  or  renal  im- 
pairment 

• it  is  advised  that  patients  be  with- 
drawn gradu^llly  from  other  anxioly- 
tics before  starting  therapy,  since 
Buspar  wiU  not  prevent  withdrawal 
from  benzodiazepines  or  barbiturates 

Adverse  Reactions:  Most  common — 
dizziness,  headache,  nervousness, 
lightheadedness,  excitement,  and  nau- 
sea 

• some  patients  did  report  sedation;  pa- 
tients should  be  cautioned  about  ac- 
tivities until  they  know  how  the  drug 
affects  them 

• a syndrome  of  restlessness  appearing 
shortly  after  starting  treatment  has 
rarely  been  reported— this  is  thought 
to  be  due  to  Buspar’s  ability  to  bind 
to  central  dopamine  receptors 

Drug  Interactions: 

1.  Alcohol— although  studies  indicate 
that  buspirone  does  not  increase 
alcohol-induced  impairment  in  motor 
and  mental  functions,  concurrent  use 
is  stiU  discouraged 

2.  CNS  active  drugs— sedation  with 
buspirone  is  uncommon  but  concur- 
rent therapy  should  be  closely  moni- 
tored 

3.  Digoxin— may  be  displaced  from  pro- 
tein binding  sites — may  need  to  mon- 
itor therapy  more  closely 

II.  Midazolam  (Versed) 

Classification:  Parenteral  benzodiaze- 
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pine  CNS  depressant 
Properties:  Short  acting  agent 

• faster  onset  of  sedation  and  more 
rapid  elimination  than  diazepam 

• produces  a greater  degree  of  amnesia 
(impairment  of  recall  following  drug 
use)  than  diazepam 

Indications:  Used  IM  for  preoperative 
sedation  and  to  impair  memory  of  peri- 
operative events;  used  I.V.  for  conscious 
sedation  prior  to  short  diagnostic  or  en- 
doscopic procedures  (alone  or  with  a 
narcotic);  also  used  I.V.  for  induction  of 
general  emesthesia  before  other  anes- 
thetics; and  as  a component  of  I.V.  sup- 
plementation of  nitrous  oxide  and  oxy- 
gen for  short  surgical  procedures 
Dosage  and  Administration:  Dosage 
must  be  individualized  depending  on 
the  indication  and  other  factors,  and 
the  product  labelling  should  be  con- 
sulted for  specific  guidelines.  In  gen- 
eral, lower  doses  are  used  if  narcotic 
premedication  or  other  depressant 
drugs  are  used,  and  the  usual  dose 
should  be  decreased  by  at  least  30%  in 
elderly,  debilitated,  and  other  high  risk 
patients 

Note:  Certain  of  the  initial  dosage  rec- 
ommendations have  been  considered 
too  high;  some  have  already  been  re- 
vised, and  other  changes  are  being  con- 
sidered. 

Adverse  Effects:  Decreased  tidal  vol- 
ume and/or  respiratory  rate  (23%  with 
I.V),  apnea  (15%  with  I.V),  respiratory 
or  cardiac  arrest  (mostly  elderly  pa- 
tients with  cardiac/pulmonary  disease), 
h}^otension. 

Others:  hiccoughs  (3.9%),  nausea 
(2.8%),  vomiting  (2.6%),  oversedation 
(1.6%),  drowsiness  (1.2%),  pain  at  injec- 
tion site  (5%) 

Precautions:  Patients  with  COPD  are 
unusually  sensitive  to  the  respiratory 
depressant  effects. 

• possibility  of  complications  is  in- 
creased in  patients  also  receiving  nar- 
cotics or  with  other  risk  factors 

• contraindicated  in  patients  with  acute 
narrow  angle  glaucoma;  can  be  used 
in  open  angle  if  receiving  therapy 

• benzodiazepines  have  been  associated 
with  an  increased  risk  of  congenital 
malformations:  pregnant  patients 
should  be  warned  of  potential  fetal 
hazards 

• if  used  for  outpatient  procedures,  pa- 
tients should  be  cautioned  about  driv- 
ing or  other  activities  until  the  effects 
of  the  drug  have  subsided,  and  they 


should  be  given  written  instructions 
Drug  Interactions: 

1.  Premedication  with  narcotics,  seco- 
barbital and  fentanyl/droperidol  (In- 
novar)  increases  the  hypnotic  effect— 
midazolsim  dose  should  be  reduced  by 
about  25-30% 

2.  Cimetidine — reportedly  increases  se- 
rum concentration  of  midazolam  with 
possible  increased  effect 

ANTI-ULCER  AGENT 

I.  Famotidine  (Pepcid) 

Classification:  Histamine  (H2)  receptor 
antagonist 

Properties:  similar  to  cimetidine  and 
ranitidine  in  its  ability  to  inhibit  gastric 
acid  secretion 

• not  reported  to  cause  gynecomastia 
or  impotence 

• no  cUnically  important  drug  interac- 
tions to  date 

• can  be  taken  without  regard  to  meals 
or  antacids 

• eliminated  by  renal  (65-70%)  and 
metabolic  routes 

• not  as  yet  indicated  for  gastric  ulcer 
or  gastroesophageal  reflux,  but  con- 
sidered effective 

Indications:  Short  term  treatment  of 
active  duodenal  ulcer,  maintenance 
therapy  for  healed  duodenal  ulcers,  and 
in  the  treatment  of  pathological  hyper- 
secretory conditions 
Dosage  and  Administration: 

Active  duodenal  ulcer:  40mg  orally  at 
bedtime  for  4-8  weeks 
Maintenance  therapy:  20mg  orally  at 
bedtime 

Pathologic  hypersecretory  states:  20mg 
orally  every  6 hours  to  start;  160mg  ev- 
ery 6 hours  has  been  used  in  severe 
ZoUinger-EUison  syndrome 
Intravenous  dosage:  20mg  I.V.  every  12 
hours 

Note:  patients  with  severe  renal  insuffi- 
ciency will  require  lower  doses  or  longer 
dosing  intervals 

Adverse  Effects:  Headache  (4.7%),  diz- 
ziness (1.3%),  constipation  (1.2%),  diar- 
rhea (1.7%),  transient  irritation  at  the 
injection  site 

ANALGESIC/ 

ANTI-INFLAMMATORY  AGENT 

I.  Ketoprofen  (Orudis) 

Classification:  Non-steroidal  anti- 
inflammatory drug  (NSAID)  of  the  pro- 
pionic acid  derivative  group 
Properties:  efficacy  is  similar  to  aspirin 
and  other  NS  A IDs 

• may  cause  less  gastrointestinal  (g.i.) 
distress  than  aspirin 


• relatively  short  half-hfe;  may  lead  to 
decreased  comphance 

• can  be  given  with  food  or  antacids 
that  will  also  decrease  g.i.  distress; 
however,  may  also  delay  onset  of 
symptom  reUef  in  some  patients 

Indications:  Treatment  of  rheumatoid 
arthritis  and  osteoarthritis 
Dosage  and  Administration:  75mg 
three  times  a day  or  50mg  four  times  a 
day 

Maximum  dose:  300mg  per  day  in  3 or  4 
doses 

• elderly  patients  may  require  lower 
doses  or  less  frequent  administration 

Adverse  Effects:  Most  common— G.I. 
distress  (nausea,  vomiting,  dyspepsia, 
abdominal  pain) 

3%  incidence:  headache,  CNS  inhibition 
or  excitation,  impairment  of  renal  func- 
tion (edema,  increased  BUN),  other  re- 
nal effects  (<1%):  acute  nephritis,  ne- 
phrotic syndrome 

Others:  peripheral  edema  (2%),  peptic 
ulcer  and/or  g.i.  bleeding  (1%),  signifi- 
cant elevations  in  liver  enzyme  levels 
(<1%) 

Precautions:  Possible  serious  allergic  re- 
actions in  patients  allergic  to  aspirin  or 
other  NSAID 

• avoid  use  in  patients  with  history  of 
g.i.  tract  disease 

• use  with  caution  in  patients  with  fluid 
retention,  heart  failure  or  hyperten- 
sion (risk  of  peripheral  edema) 

• overt  renal  failure  is  a potential  from 
reduced  renal  blood  flow  from  de- 
creased prostaglandin  synthesis,  es- 
pecially in  those  with  impaired  renal 
function,  heart  failure,  liver  dysfunc- 
tion, the  elderly,  and  those  on  diuret- 
ics 

• anemia  of  chronic  disease  may  be  ag- 
gravated by  g.i.  blood  loss  or  fluid 
retention— hemoglobin  levels  should 
be  monitored 

• r2ire  but  potential  incidence  of  serious 
hepatic  reactions,  including 
jaundice— if  abnormal  liver  tests 
worsen  or  persist,  or  if  clinical  signs 
and  symptoms  appear,  the  drug 
should  be  discontinued 

Drug  Interactions: 

1.  Methotrexate— Ketoprofen  reduces 
methotrexate  clearance;  serious 
methotrexate  toxicity  and  fatal  out- 
comes have  been  reported 

• if  concomitant  therapy  is  needed, 
methotrexate  dose  may  need  to  be 
lowered,  and  close  monitoring  re- 
quired 

2.  Probenecid— reduces  Ketoprofen 
clearance— concurrent  therapy  not 
recommended 
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3.  Warfarin— NSAIDs  may  prolong 
bleeding  time  by  reducing  platelet 
aggregation  and  adhesion— avoid 
concurrent  use  if  possible  or  monitor 
very  closely 

4.  Diuretics— both  drug  groups  reduce 
renal  blood  flow  and  increase  risk  of 
renal  impairment 

5.  Antihypertensive  agents— possible 
decreased  effect  of  diuretics,  beta 
blockers  and,  captopril 

DERMATOLOGICALS 

I.  Alclometasone  dipropionate 
(Aclovate) 

Classification:  Low-potency,  non- 

fluorinated  topical  corticosteroid 
Properties:  exhibits  steroid  anti- 
inflammatory, antipruritic  and  vasocon- 
strictive actions  with  comparable  effi- 
cacy to  other  low  potency  agents,  such 
as  topical  hydrocortisone 

• low  potency  useful  for  long  term 
treatment,  large  areas,  or  when  occlu- 
sion is  indicated 

• low  risk  of  systemic  adverse  effects, 
including  hypothalamic-pituitary- 
adrenal  (HPA)  axis  suppression 

Indications:  Relief  of  the  inflammatory 
and  pruritic  manifestations  of  cortico- 
steroid responsive  dermatoses,  such  as 
eczema,  atopic  dermatitis,  and  psoriasis 
Dosage  and  Administration:  A thin  film 
of  the  0.05%  cream  or  ointment  is  ap- 
pUed  2 or  3 times  daily.  Occlusive  dress- 
ings may  be  used  for  refractory  lesions 
of  psoriasis  or  other  deep  seated  derma- 
toses 

• use  cautiously  and  smallest  amount 
possible  for  pediatric  patients 

Adverse  Effects:  Burning,  stinging,  and 
itching  at  site 

• low  risk  of  systemic  adverse  effects, 
including  (HPA)  axis  suppression 

II.  Clobetasol  propionate  (Temovate) 
Classification:  high  potency  topical  cor- 
ticosteroid 

Properties:  analog  of  prednisolone 

• highly  potent  and  as  or  more  effective 
than  other  topic^d  steroids 

• considered  by  some  as  most  potent 
topical  steroid 

• reserved  for  management  of  severe  re- 
fractory dermatoses 

• increased  possibihty  of  systemic  ab- 
sorption and  effects 

• HPA  Eixis  suppression  has  been  re- 
ported at  doses  as  low  as  2 gm/day 

• not  recommended  for  use  with  an  oc- 
clusive dressing 

Indications:  Short  term  treatment  of 


the  inflammatory  and  pruritic  manifes- 
tations of  moderate  to  severe  derma- 
toses, such  as  psoriasis  in  adults  and 
children  older  than  12 
Dosage  and  Administration:  A thin 
layer  of  the  0.05%  cream  or  ointment  is 
applied  twice  daily 

• treatment  should  be  limited  to  14 
days 

• not  more  than  50gm  should  be  used 
per  week 

• occlusive  dressing  not  advised 
Adverse  Effects:  Systemic  effects  such 
as  hyperglycemia,  glucosuria, 
Cushings-like  syndrome,  and  suppres- 
sion of  HPA  axis  are  possible 

• burning,  stinging,  and  itching  at  site 
is  infrequent 

III.  Etretinate  (Tegison) 

Classification:  A retinoid  (Vitamin- A 
derivative)  agent  for  psoriasis 
Properties:  very  potent  anti-psoriasis 
agent 

• complete  clearing  in  13%  of  patients 
after  4-9  months  of  therapy  was 
noted  in  chnical  trials 

• majority  of  patients  experience  some 
improvement 

• reserved  for  severe  disease,  as  side  ef- 
fects are  numerous 

• metaboUzed  in  Hver  (one  active  me- 
tabohte) 

• long  apparent  half-life  (120  days): 
thought  to  be  due  to  storage  of  etreti- 
nate in  adipose  tissue 

• relapses  are  generally  seen  about  2 
months  following  discontinuation  of 
the  drug 

Indications:  Treatment  of  severe  recal- 
citrant psoriasis  including  the  erythro- 
dermic  and  generalized  pustular  types 
Dosage  and  Administration: 

Initial  therapy:  0.75mg-lmg/kg/day  in 
divided  doses 

• should  be  taken  with  food 

• maximum  dose  is  1.5mg/kg/day 

• maintenance  dose  (after  8-16  weeks) 
is  0.5  to  0.75mg/kg/day 

• to  help  prevent  relapse,  some  have 
used  “four  months  on,  two  months 
off” 

Teratogenicity:  Etretinate  can  cause  se- 
rious birth  defects 

• use  is  contraindicated  in  women  who 
are  pregnant,  intend  to  become  preg- 
nant, or  who  may  be  unreUable  in  con- 
traceptive use 

• pregnancy  test  should  be  done  within 
2 weeks  prior  to  starting  therapy  in 
women  of  child  bearing  potential 

• effective  contraception  should  be 
used  one  month  prior  to  therapy,  dur- 
ing, and  for  an  indefinite  period  fol- 


lowing discontinuation  (detectable  se- 
rum levels  have  been  noted  up  to  3 
years  after  therapy) 

Adverse  Effects:  Common  adverse  ef- 
fects resemble  hypervitaminosis  A syn- 
drome 

>75%:  palm/sole  fingertip  peeling, 
chapped  Ups,  dry  nose,  loss  of  hair 
50-75%:  Excess  thirst,  sore  mouth,  dry 
skin,  itching,  rash,  red  scaly  face,  skin 
fragility,  bone/joint  pain,  fatigue 
25-50%:  nose  bleed,  bruising,  sunburn, 
muscle  cramps,  headache,  eyeball  pain, 
eyelid  abnormalities,  abdominal  pain, 
appetite  changes 

Serious:  pseudotumor  cerebi  (benign  in- 
tracranial hypertension),  hepatitis,  cor- 
neal opacities,  erosion  and  abrasion, 
skeletal  hyperostosis 
Precautions: 

• Etretinate  may  increase  plasma  tri- 
glyceride and  cholesterol  levels;  blood 
hpid  measurements  should  be  moni- 
tored before  therapy  and  then  every 
1-2  weeks  for  the  first  4-8  weeks 

• elevations  of  liver  enzyme  levels  have 
also  been  noted;  monitor  prior  to  and 
periodically  during  therapy 

Drug  Interactions: 

1.  Contact  lenses— patients  should  be 
warned  of  decreased  tolerance  to 
lenses  during  and  after  therapy 

2.  Vitamin  A supplements— increased 
risk  of  toxic  effects 

IMMUNE  MODULATORS 

I.  Interferon  alfa-2a,  recombinant 
(Roferon-A) 

Interferon  alfa-2b,  recombinant  (Intron- 
A) 

Classification:  antineoplastic  agent 
Properties:  Naturally  occurring  pro- 
teins that  respond  to  viral  infections  or 
various  synthetic  or  biological  inducers 

• commercial  products  are  genetically 
engineered  using  recombinant  DNA 
technology  to  produce  large  amounts 

• both  consist  of  165  amino  acids,  but 
differ  chemically  by  only  one  amino 
acid 

• therapeutically,  they  are  considered  to 
be  similar 

• exhibit  anti-tumor  and  anti-viral  ac- 
tivity 

• demonstrated  much  more  effective 
than  conventional  treatment  in  pro- 
ducing clinical  remissions  in  hairy  cell 
leukemia 

Indication:  Treatment  of  hairy  cell  leu- 
kemia in  patients  18  years  of  age  and 
older 

• uses  stiU  under  investigation:  multi- 
ple myeloma,  malignant  melanoma. 
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AIDS-related  Kaposi’s  sarcoma,  renal 
cell  carcinoma,  chronic  myelogenous 
leukemia,  prophylaxis  of  common 
cold 

Dosage  and  Administration:  For  hairy 
cell  leukemia:  Interferon  alfa-2a:  3 mil- 
hon  lU  given  IM  or  SC  daily  for  16-24 
weeks,  then  3 million  lU  three  times  per 
week 

Interferon  alfa-2b:  2 milion  IU/m2 
given  IM  or  SC  three  times  per  week 
Adverse  Effects:  Flu-hke  symptoms  are 
seen  in  almost  all  patients,  but  can  be 
effectively  managed  with  acetamino- 
phen 

• fatigue,  headache,  dizziness,  confu- 
sion, nervousness,  and  depression 
may  also  be  seen 

• other  reactions  include  taste  altera- 
tion, anorexia,  weight  loss,  g.i.  effects, 
dermatologic  effects,  diaphoresis,  pe- 
ripher^ll  neuropathy,  reactivation  of 
herpes  labialis,  transient  impotence, 
arthralgias,  hypotension,  hyperten- 
sion, tachycardia 

• rare  occurrences  of  leukopenia,  throm- 
bocytopenia and  increased  hver  en- 
zyme levels 

II.  Muromonab  CDS  (Orthoclone 
OKT3) 

Classification:  immunosuppressant 
Properties:  This  biological  product  is  a 
murine  monoclonal  antibody  to  the  T3 
(CD3)  antigen  of  the  human  T cells 

• thought  to  reverse  graft  rejection  by 
blocking  specifically  the  function  of 
the  T cells  involved  in  renal  trans- 
plant rejection 

• chnical  trials  have  shown  it  to  be  more 
effective  than  high  dose  steroid  ther- 
apy 

• has  been  effective  in  reversing  rejec- 
tion in  some  patients  who  failed  other 
therapies 

Indication:  Treatment  of  acute  allograft 
rejection  in  rened  tramsplant  patients 
Dosage  and  Administration:  5mg  IV 
bolus  per  day  for  10-14  days 

• IV  methylprednisolone  should  be 
given  prior  to  and  IV  hydrocortisone 
30  minutes  after  therapy  to  reduce  re- 
actions to  the  first  dose 

Note:  Only  one  course  of  therapy  is 
recommended  due  to  the  development 
of  antibodies  to  muromonab 
Adverse  Effects:  Serious  reactions  (in- 
cluding potentially  fatal  pulmonary 
edema)  can  occur  within  30  minutes  to  6 
hours  of  the  first  dose 

• patients  with  fluid  overload  are  at  the 


greatest  risk  and  therapy  is  contrain- 
dicated until  overload  is  reduced 

• common  in  first  2 days:  fever  (73%), 
chills  (57%),  dyspnea  (21%),  chest 
pain  (14%),  vomiting  (13%),  wheezing 
(11%),  nausea  (11%),  diarrhea  (10%), 
tremor  (10%) 

• recent  reports  of  self-limited  aseptic 
meningitis 

Precautions:  Due  to  the  risk  of  pulmo- 
nary edema,  patients  should  be  evalu- 
ated for  fluid  overload  (chest  x-ray,  > 
3%  weight  gain)  within  the  week  prior 
to  therapy 

• immunosuppressive  therapy  can 
result  in  increased  susceptibiUty  to  in- 
fection: those  most  often  seen  in  the 
first  45  days  after  muromonab  treat- 
ment were  due  to  cytomegalovirus 
and  Herpes  simplex 

• lymphomas  have  been  reported  fol- 
lowing other  immunosuppressive 
therapies  and  studies  are  being  con- 
ducted to  assess  the  risk  associated 
with  muromonab 

Drug  Interactions:  The  dose  of  other 
immunosuppressants  should  be  re- 
duced during  muromonab  therapy 

• Prednisone:  reduce  dose  to  0.5mg/kg/ 
day 

• Azathioprine:  reduce  dose  to  25mg/ 
day 

• Cyclosporine:  reduce  dose  or  discon- 
tinue during  muromonab  therapy  to 
decrease  the  risk  of  nephrotoxicity 

• can  resume  maintenance  immunosup- 
pression 3 days  prior  to  cessation  of 
muromonab 

GLAUCOMA  AGENT 

I.  Levobunolol  (Betagan) 

Classification:  noncardioselective  beta 
blocker  for  ophthalmic  use 
Properties:  Equally  effective  as  the 
other  ophthalmic  beta  blockers  (timolol, 
betaxolol)  for  lowering  intraocular  pres- 
sure 

• may  be  absorbed  systemicaUy,  with 
resulting  manifestations  of  beta 
blockade 

• since  noncardioselective,  respiratory 
effects  (bronchospasm)  possible  with 
systemic  absorption 

• of  the  three,  betaxolol  is  the  only  car- 
dioselective  ophthalmic  beta  blocker 

• levobunolol  and  active  metabolite 
have  long  h^df-hves,  so  the  drops  c^m 
be  administered  only  once  or  twice 
daily 

Indication:  Treatment  of  chronic  open 
angle  glaucoma 

Dosage  and  Administration:  One  drop 
of  the  0.5%  solution  in  the  affected 


eye(s)  once  or  twice  daily 
Adverse  Effects: 

Local— transient  ocular  burning  and 
stinging  (25%);  blepharoconjunctivitis 
(5%) 

Systemic— decreased  heart  rate  and 
blood  pressure  have  been  noted 
Precautions/Contraindications: 

• systemic  absorption  may  cause  se- 
vere respiratory  and  cardiac  reactions 

• use  with  caution  in  patients  with  de- 
creased pulmonary  function,  thyroid 
disorders,  diabetes 

• contraindicated  in  patients  with 
asthma  or  severe  COPD,  sinus  brady- 
cardia, second  or  third  degree  AV 
block,  overt  cardiac  failure,  or  car- 
diogenic shock 

Drug  Interactions: 

1.  Oral  beta  blockers — use  levobunolol 
with  caution  due  to  potential  for  ad- 
ditive effects 

2.  Reserpine  (catecholamine-depleting 
drugs)— use  with  caution  due  to  po- 
tential for  additive  effects  such  as  hy- 
potension or  marked  bradycardia 

MISCELLANEOUS 

I.  Dronabinol  (Marinol) 

Classification:  antiemetic  for  chemo- 
therapy induced  nausea  and  vomiting 
Properties:  Chemical  name  is  tetrahy- 
drocannabinol or  THC,  the  principal 
psychoactive  substance  present  in  mar- 
ijuana 

• as  or  more  effective  than  prochlor- 
perazine in  preventing  nausea  and 
vomiting 

• provides  alternative  for  those  unre- 
sponsive to  conventional  therapies 

• may  be  less  effective  than  IV  metoclo- 
pramide  in  refractory  cases 

• often  ineffective  in  controlling  nausea 
and  vomiting  from  use  of  cisplatin 

• abuse  potential  is  high,  2md  physical 
and  psychological  dependence  can  oc- 
cur 

• is  an  FDA  Schedule  II  drug 

• dronabinol  undergoes  hepatic  metab- 
olism, has  one  active  metabolite,  and 
is  excreted  primarily  via  biliary  route 

• parent  drug  and  metabohte  exhibit 
long  half-hves 

Indication:  Treatment  of  nausea  and 
vomiting  associated  with  cancer  chemo- 
therapy in  patients  that  have  failed  to 
respond  to  conventional  antiemetic 
therapy 

Dosage  and  Administration:  5mg/m2 
given  orally  1-3  hours  prior  to  adminis- 
tration of  chemotherapy,  then  every  2— 
4 hours  after  therapy  for  a total  of  4-6 
doses  per  day 
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Specialized  ulcer  therapy 


When  advancing  age 
signals  reduced 
acid  secretion 


If  your  duodenal  ulcer  patient  is  over  55,  decreased 
mucosal  resistance  is  more  likely  to  cause  an  ulcer  than 
hypersecretion  of  acid-pepsin.'  A tendency  toward  lower 
acid  secretion  with  advancing  age  has  been  shown,^-^ 


Declining  gastric  secretion  and  age^ 


Age  Group 


healing  rates  comparable  to  Hj  antagonists  without  the 
risk  of  systemic  side  effects  or  drug  interactions-an  impor- 
tant benefit  for  older  patients. 

The  unique,  nonsystemic  action  of  Carafate  enhances 
the  body's  own  ulcer  healing  ability,  strengthening  the  muco- 
sal structure  as  it  protects  damaged  tissue  from  further  injury. 

When  advancing  age  signals  reduced  acid  secretion, 
choose  the  specialized  ulcer  therapy  of  safe,  nonsystemic 
Carafate. 

Nothing  works  like 


r\RAFATE' 

sucralfate/Marion 


CARAFATE®  (sucralfate/Marion)  makes  sense  as 
initial  ulcer  therapy  for  the  elderly.  Carafate  provides  ulcer 


Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information. 

1595H7 
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BRIEF  SUMMARY 
CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate, 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short- 
term treatment  with  sucralfate  can  result  in  complete  heal- 
ing of  the  ulcei;  a successful  course  of  treatment  with  sucralfate 
should  not  be  expected  to  alter  the  post-healing  frequency 
or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that 
the  simultaneous  administration  of  CARAFATE  with  tetracy- 
cline, phenytoin,  or  cimetidine  will  result  in  a statistically  sig- 
nificant reduction  in  the  bioavailability  of  these  agents.  This 
interaction  appears  to  be  nonsystemic  in  origin,  presumably 
resulting  from  these  agents  being  bound  by  CARAFATE  in 
the  gastrointestinal  tract.  The  bioavailability  of  these  agents 
may  be  restored  simply  by  separating  the  administration  of 
these  agents  from  that  of  CARAFATE  by  two  hours.  The 
clinical  significance  of  these  animal  studies  is  yet  to  be  defined. 
Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility:  No  evidence  of  drug-related  tumorigenicity  was 
found  in  chronic  oral  toxicity  studies  of  24  months'  duration 
conducted  in  mice  and  rats  at  doses  up  to  1 gm/kg  (12  times 
the  human  dose).  A reproduction  study  in  rats  at  doses  up  to 
38  times  the  human  dose  did  not  reveal  any  indication  of 
fertility  impairment  Mutagenicity  studies  have  not  been 
conducted. 

Pregnancy:  Pregnancy  Category  B.  Teratogenicity  stud- 
ies have  been  performed  in  mice,  rats,  and  rabbits  at  doses 
up  to  50  times  the  human  dose  and  have  revealed  no  evi- 
dence of  harm  to  the  fetus  due  to  sucralfate.  There  are, 
howevec  no  adequate  and  well-controlled  studies  in  preg- 
nant women.  Because  animal  reproduction  studies  are  not 
always  predictive  of  human  response,  this  drug  should  be 
used  during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is 
excreted  in  human  milk.  Because  many  drugs  are  excreted  in 
human  milk,  caution  should  be  exercised  when  sucralfate  is 
administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have 
not  been  established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minoi 
and  only  rarely  led  to  discontinuation  of  the  drug.  In  studies 
involving  over  2,500  patients,  adverse  effects  were  reported 
in  121  (4,7%).  Constipation  was  the  most  frequent  com- 
plaint (2.2%),  Other  adverse  effects,  reported  in  no  more 
than  one  of  every  350  patients,  were  diarrhea,  nausea,  gas- 
tric discomfort,  indigestion,  dry  mouth,  rash,  pruritus,  back 
pain,  dizziness,  sleepiness,  and  vertigo. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 

gm  four  times  a day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain 
but  should  not  be  taken  within  one-half  hour  before  or  after 
sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first 
week  or  tv>/o,  treatment  should  be  continued  for  4 to  8 
weeks  unless  healing  has  been  demonstrated  by  x-ray  or 
endoscopic  examination 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  pink  tablets  are  supplied  in  bot- 
tles of  100  and  in  Unit  Dose  Identification  Paks  of  100.  The 
tablets  are  embossed  with  MARION/1712.  Issued  3/84 

References: 

1,  Grossman  Ml:  Scand  J Gastroenterol  58  (suppi  15):7-16, 
1980, 

2 Marks  IN,  in  Hellemans  J,  Vantrappen  G (eds):  Gastrointes- 
tinal Tract  Disorders  in  the  Elderly.  Edinburgh,  Churchill 
Livingstone,  70-81, 1984, 

3.  Krentz  K,  Jablonowski  H,  in  Hellemans  J,  Vantrappen  G (eds): 
Gastrointestinal  Tract  Disorders  in  the  Elderly.  Edinburgh, 
Churchill  Livingstone,  62-69, 1984 


Another  patient  benefit  product  from 

PHARMACEUTICAL  DIVISION 

MARION 

LAeORATOniES  INC 


• others  have  used  10mg/m2  as  an  ini- 
tial dose 

• some  begin  dronabinol  the  night  prior 
to  therapy 

• if  needed,  dosage  may  be  increased  by 
2.5mg/m2  increments  to  a maximum 
of  15mg/m2  per  dose 

• capsules  available  at  2.5,  5,  and  lOmg 
Adverse  Effects:  24%  incidence  of  easy 
laughing,  elation,  heightened  awareness 
or  “high” 

Common— drowsiness,  dizziness,  mud- 
dled thinking,  and  brief  impairment  of 
coordination  and  sensory  and  percep- 
tual functions 

Less  frequent— ataxia,  concentration 
difficulties,  depersonalization,  halluci- 
nations, brief  psychotic  episodes 
Precautions:  Use  with  caution  in  pa- 
tients with  hypertension  or  heart  dis- 
ease, as  a general  increase  in  central 
sympathomimetic  activity  is  seen 

• tachycardia  and  orthostatic  hypoten- 
sion have  been  noted  also 

• patients  should  be  warned  not  to 
drive  or  operate  machinery  or  partici- 
pate in  activities  that  require  coordi- 
nation and  sound  judgement 

Drug  Interactions: 

1.  Alcohol— concomittant  use  should  be 
avoided 

2.  CNS  depressants  or  other  pyschoac- 
tive  medication— avoid  concurrent 
use  if  possible;  monitor  closely  if  it 
cannot  be  avoided 

II.  L-Carnitine  (Carnicor/VitaCarn) 

Classification:  L-carnitine  supplement 
Properties:  Naturally  occurring  sub- 
stance 

• acts  in  the  body  to  facilitate  transport 
of  fatty  acids  into  cellular  mitochon- 
dria 

• deficiency  can  be  associated  with  dep- 
osition of  lipids  in  muscle  and  liver, 
with  possible  serious  hepatic,  neuro- 
logic, and  cardiac  complications 

• has  been  effective  in  reducing  cardiac 
Emd  muscular  complications  associ- 
ated with  deficiency 

• 2 isomers  (DL)  in  nature— only  L ac- 
tive in  body;  DL-carnitine  sold  at 
health  food  stores  has  been  associated 
with  carnitine  deficiency  due  to  com- 
petitive inhibition  of  L-carnitine 

Indications:  Treatment  of  primary  sys- 
temic carnitine  deficiency  (rare  inborn 
error  of  metabohsm)  in  which  dietary 
sources  are  inadequate  or  ineffective  in 
compensating  for  the  deficiency 
Dosage  and  Administration: 


Camicor  tablets— Adult  dose:  990mg  (3 
tabs)  2 or  3 times  a day 
VitaCarn  liquid— Adults:  Igm  (10ml)  1 
to  3 times  daily 

Children:  50-100mg/kg/day  in  divided 
doses  to  a maximum  of  3gm/day 
Adverse  Effects:  Nausea,  vomiting,  ab- 
dominal cramps,  diarrhea 

• patient  body  odor 

• both  g.i.  effects  and  odor  can  be  re- 
duced with  decreased  dosage 

• dissolving  the  liquid  in  drinks  or  hq-  I 
uid  foods  and  consuming  slowly  can  * 
reduce  g.i.  distress 

I 

III.  Calcitonin-human  (Cibacalcin) 

Classification:  CEdcium  regulating  hor-  ‘ 
mone  used  to  treat  Paget’s  disease  ' 
Properties:  S3mthetic  polypeptide  hor-  j 
mone  with  the  same  linear  amino  acid  ! 
sequence  as  naturally  occurring  human 
calcitonin 

• differs  from  salmon  calcitonin  in  16  of 
the  32  amino  acids  in  the  sequence 

• antibody  formation  with  reduced  ef- 
fectiveness and  hypersensitivity  reac- 
tions should  not  be  a problem  with 
the  human  formulation 

• human  calcitonin  has  been  effective  in 
some  patients  who  had  resistance  to 
salmon  calcitonin 

• plays  a role  in  regulation  of  calcium 
and  bone  metabolism  with  the  result 
of  lower  serum  calcium  levels  and  in- 
creased urinary  excretion  of  calcium, 
phosphorus  and,  sodium 

Indications:  Treatment  of  symptomatic 
Paget’s  disease  of  bone 

• future  indications  will  probably  in- 
clude h3q)ercalcemic  emergencies  and 
post-menopausal  osteoporosis  (with 
Vitamin  D and  calcium) 

Dosage  and  Administration:  Initial 
dose:  0.5mg  SC  deiily 

• some  patients  may  improve  suffi- 
ciently to  allow  a dosage  decrease  to 
0.25mg  SC  daily  or  0.5mg  Sc  2 to  3 
times  weekly 

• severe  disease  may  require  0.5mg  SC 
twice  daily 

• treatment  should  continue  for  at  least 
6 months;  if  symptoms  are  reheved, 
therapy  can  stop  until  symptoms  or 
signs  recur 

Adverse  Effects:  nausea,  with  or  with- 
out vomiting  (14-21%),  flushing  of  face, 
ears,  or  hands  within  minutes  of  injec- 
tion (16-21%),  increased  frequency  of 
urination  (5-10%) 

• usually  above  are  transient  and  sub- 
side with  continued  therapy 

• nausea  and  flushing  can  be  decreased 
with  bedtime  administration,  but 
dose  reduction  may  be  necessary  □ 
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classified  advertising 


PHYSICIANS  WANTED 
Emergency  physician  — Full-time  opportu- 
nities in  the  PA,  NY,  and  NJ  area.  Must  be 
experienced.  Board  eligibility  and  ACLS  certi- 
fication preferred.  Salary  range  $80,000  plus 
malpractice  insurance  and  benefits.  Part-time 
positions  also  available.  Send  resume  to 
AES,  Inc.,  ATTN:  Joseph  Grilli,  COO,  Box 
2510,  Wilkes-Barre,  PA  18703;  or  call  (717) 
825-5333  collect. 

Primary  care  physicians-internists-family 
practice  physicians  — Excellent  practice  op- 
portunities in  suburban  Pittsburgh.  Hospital 
assistance  and  start-up  costs  provided. 
Please  send  resume  to  Box  227,  Pennsylva- 
nia Medicine,  20  Erford  Road,  Lemoyne,  PA 
17043. 

Pennsylvania  — Emergency  physicians  sys- 
tem. Needs  several  full-time  emergency  phy- 
sicians for  Western  Pennsylvania  area  emer- 
gency departments.  Independent  contractor 
arrangements.  The  system  is  on  a “fee  for 
service”  basis.  Contact:  (412)  228-3400  for 
an  interview  appointment. 

Primary  care  — BC/BE  to  join  group  of  four 
doctors  who  enjoy  working  Monday-Friday 
8:30-5:00.  Optional  on-call  coverage  if  de- 
sired. Benefits  include  4 weeks  vacation,  one 
week  CME,  10  holidays,  plus  malpractice 
coverage.  Facility  located  one  hour  from 


Pittsburgh  suburbs.  Call  (215)  592-7400  or  1- 
800-331-7122  outside  PA,  or  send  CV  to  Lib- 
erty Healthcare  Corporation,  399  Market 
Street,  Suite  400,  Philadelphia,  PA  19106. 

Emergency  medicine  positions  — Full/part- 
time emergency  medicine  physicians  sought 
by  multi-state  professional  association  for 
openings  in  metropolitan  NY,  PA,  MD,  DC, 
FL,  New  England,  and  throughout  U.S.  Con- 
tact or  send  CV  to  Liberty  Healthcare  Corpo- 
ration, 399  Market  Street,  Suite  400,  Philadel- 
phia, PA  19106  (215)  592-7400  or  outside  PA 
1-800-  331-7122. 

Primary  care  physicians  — Multi-state  prac- 
tice association  seeks  BE/BC  primary  care 
physicians  for  unique  opportunities  in  PA,  NJ, 
New  England,  MD,  FL,  and  other  areas  of  the 
U.S.  Most  positions  offer  Monday-Friday  8 
a.m.  to  5 p.m.  schedules  with  up  to  five  weeks 
paid  time  off.  Paid  malpractice.  Contact  or 
send  CV  to  Liberty  Healthcare  Corporation, 
399  Market  Street,  Suite  400,  Philadelphia, 
PA  19106  (215)  592-7400  or  outside  PA  1-800- 
331-7122. 

Family  practice  — Board  certified  family 
practitioner  seeking  associate  in  well  estab- 
lished practice  in  this  semi-rural  community  of 
15,000,  thirty  miles  north  of  Pittsburgh,  PA. 
Enjoy  country  living  with  proximity  to  a major 
city.  Call  (412)  758-8528  or  send  CV  to:  An- 


thony B.  Colangelo,  MD,  510  Park  Avenue, 
Ellwood  City,  PA  16117. 

ER  physicians  — Full-time/part-time  posi- 
tions available  NJ,  PA,  NY.  Emergency  medi- 
cine experience  preferred.  Guaranteed  com- 
pensation and  paid  malpractice.  For  more 
information  call  (215)  521-5100  (within  PA),  1- 
800-TRAUMA6  (outside  PA),  or  send  CV  to 
Trauma  Service  Group  PC,  Scott  Plaza, 
Building  Two,  Suite  114,  Philadelphia,  PA 
19113. 

Trained  emergency  medicine  physician 
needed  immediately  for  full-time  position  in 
busy  155-bed  community  hospital  in  Central 
Pennsylvania.  Send  CV  to  Michael  Daniloff, 
President,  Evangelical  Community  Hospital, 
Lewisburg,  PA  17837. 

Locum  tenens  — Position  available  in  all 
specialties  throughout  the  country.  Work  one 
to  fifty-two  weeks  while  you  travel  (expense 
paid)  and  enjoy  an  excellent  guaranteed  in- 
come. Malpractice  insurance,  housing  & 
transportation  provided.  Contact:  Locum 
Medical  Group,  30100  Chagrin  Blvd.,  Cleve- 
land, OH  44124  or  call  (800)  752-5515. 

Emergency  room  physician  — For  growing 
emergency  department  in  Northeast  Pennsyl- 
vania. Full-time  position  for  Board  certified/ 
eligible  emergency  physician.  Competitive 


CHAIRPERSON 
Dept,  of  Obstetrics 
and  Gynecology 

Progressive  community  hospital  in 
Northeast  Philadelphia  is  seeking  an  active 
Obstetrician/Gynecologist  who  desires  to 
base  their  practice  at  Jeanes  Hospital 
and  serve  as  the  part  time  Chairperson  of 
the  Dept,  of  Obstetrics  and  Gynecology. 
Jeanes  has  embarked  upon  a major  facili- 
ties expansion  including  rebuilding  the 
Obstetrics/Maternity/Nursery  facilities, 
and  the  new  Chairperson  would  be  actively 
involved  in  planning  the  new  physical 
facilities  and  the  new  programs  for  the 
department.  All  interested  candidates 
should  submit  their  resume  in  confidence 
to;  George  J.  Broder,  M.D.,  Chairman, 
Ob/Gyn  Search  Committee,  JEANES 
HOSPITAL,  7600  Central  Ave.,  Phila.,  PA 
191 11,  (215)  728-3767.  We  are  an  Equal 
Opportunity  Employer. 


Positions  Available 

Full  or  Part  Time 

Emergency  Departments 

or 

Urgent  Care  Centers 

Contact 

Emergency  Department  Management 
112  Millwood  Drive 
Harrisburg,  PA  17110 

Emergency 

Department 

Management 
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Radiology 


Health  Care  Personnel  Consulting,  Inc., 
a division  of  The  Health  Care  Group, 

specializes  in  valuation  and  sales.  We  have 
practices  currently  available  in  the 
following  specialty  areas: 

Dental,  Dermatology, 

Family  Practice,  Internal  Medicine, 
and  Ophthalmology. 

For  more  information  regarding  selling  or 
buying  a medical  practice,  contact  our 
brokerage  division  at 

Health  Care  Personnel  Consulting,  Inc. 
Meetinghouse  Business  Center 
140  West  Germantown  Pike,  Suite  200 
Plymouth  Meeting,  PA  19462 
or  caU  (215)  828-0919 


Health  Care  Group 


IMMEDIATE  OPENINGS 
FOR  PART  TIME 
RADIOLOGIST 

(20  Hours  a Week) 

Board  Certified  or 
Board  Eligible 

General  diagnostic  radiology,  diagnostic  ultrasound 
and  CT  training  and  experience  necessary.  Salary 
competitive  based  on  experience.  Eligible  for 
excellent  federal  benefits  and  job  security.  The 
Coatesville  community  offers  suburban  living  with 
easy  access  to  several  major  metropolitan  areas 
and  seashore  resorts.  Interested  applicants  should 
contact:  Bonnie  Behrenshauser  (215  ) 384-7711, 
ext.  444,  or  send  a resume  to: 

THE  VA  MEDICAL  CENTER 
Personnel  Service 
Coatesville,  PA  19320 

Veterans 
Administration 

An  Equal  Opportunity  Employer  M /F/V/H 


salary  and  benefits  package.  Contact  Robert 
Lynn,  (215)  258-7361  or  send  curriculum  vitae 
to  MESA,  PO  Box  2346,  Lehigh  Valley,  Penn- 
sylvania 18001. 

Internal  medicine,  BC/BE,  3 person  primary 
care  office  active  hospital  practice  suburban 
Philadelphia  — excellent  opportunity  with 
early  buy  in.  Send  CV  to  Box  224,  Pennsylva- 
nia Medicine,  20  Erford  Rd.,  Lemoyne,  PA 
17043. 

Penn  Group  Medical  Associates,  a rapidly 
growing  multi-specialty  group  practice  affili- 
ated with  the  Maxicare  HMO  in  Pittsburgh, 
has  an  immediate  opening  for  a Board  certi- 
fied or  Board  eligible  internal  medicine  or 
family  practice  physician.  Excellent  salary, 
fringe  benefits  and  growth  opportunity  are  of- 
fered. For  confidential  consideration  please 
contact  Angela  Lascola,  Regional  Manager 
Physician  Placement,  Maxicare,  Five  Gate- 
way Center,  Pittsburgh,  PA  15222  or  call  col- 
lect (412)  553-7502.  An  equal  opportunity  em- 
ployer. 

Orthopedic  surgeon  wanted  for  well  estab- 
lished solo  practice  in  eastern  Pennsylvania. 
Patients  drawn  from  county  of  250,000  in 
Pennsylvania  Dutch  country.  Owner  will  retire 
soon.  Write  to  Box  236,  Pennsylvania  Medi- 
cine, 20  Erford  Road,  Lemoyne,  PA  17043. 

New  York,  Buffalo  — Seeking  full-time  and 
part-time  physicians  residency  trained  in 
emergency  medicine  or  primary  specialty  for 
32,000  annual  volume  emergency  depart- 
ment. Directorship  available.  Attractive  com- 
pensation, malpractice  insurance  and  benefit 


package.  Contact:  Emergency  Consultants, 
Inc.,  2240  S.  Airport  Rd.,  Room  27,  Traverse 
City,  Ml  49684;  1-800-253-1795  or  in  Michi- 
gan 1-800-632-3496. 

Family  practice  — Rural  Pennsylvania  family 
practitioner  seeks  associate  to  join  his  busy 
practice.  Must  be  Board  certified.  Many  out- 
door recreational  activities  available.  Close  to 
Pocono  Resorts.  Send  CV  to  Box  228,  Penn- 
sylvania Medicine,  20  Erford  Rd.,  Lemoyne, 
PA  17043. 

Internal  medicine  — Board  certified/eligible 
internist  for  practice  opportunity  in  north  cen- 
tral Pennsylvania.  Good  opportunity  for  the 
family  oriented  physician.  Send  CV  to  Box 
229,  Pennsylvania  Medicine,  20  Erford  Road, 
Lemoyne,  PA  17043. 

Urology  — Community  hospital  with  179 
beds  seeks  Board  certified/eligible  urologist 
for  solo  practice.  Many  educational  and  recre- 
ational opportunities  available.  Send  CV  to 
Box  230,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Orthopaedics  — Rural  community  hospital 
with  service  area  of  40,000  residents  search- 
ing for  orthopaedic  surgeon  to  establish  solo 
practice.  Require  Board  certified/eligible. 
Send  CV  to  Box  231 , Pennsylvania  Medicine, 
20  Erford  Rd.,  Lemoyne,  PA  17043. 

Otolaryngology  — 179  bed  community  hos- 
pital needs  otolaryngologist  to  establish  a full- 
time solo  practice  in  its  service  area.  Board 
certified/eligible  status  required.  Close  to  Po- 
cono Resorts.  Send  CV  to  Box  232,  Pennsyl- 


vania Medicine,  20  Erford  Rd.,  Lemoyne,  PA 
17043. 

Dermatology  — Northeastern  Pennsylvania 
community  hospital  seeks  Board  certified/ 
eligible  specialist  to  develop  a solo  practice  in 
a service  area  of  40,000  residents.  Many  rec- 
reational activities  available.  Send  CV  to  Box 
233,  Pennsylvania  Medicine,  20  Erford  Rd., 
Lemoyne,  PA  17043. 

Neurology  — Unique  three  hospital  practice 
in  Northeastern  Pennsylvania  is  available  for 
the  right  physician.  This  solo  opportunity  re- 
quires a Board  certified/eligible  physician.  Ex- 
cellent opportunity.  Send  CV  to  Box  234, 
Pennsylvania  Medicine,  20  Erford  Rd.,  Le- 
moyne, PA  17043. 

OB/GYN  — Rural  Northeastern  Pennsylvania 
community  hospital  with  service  area  of 
40,000  seeks  Board  certified/eligible  OB/ 
GYN.  This  solo  opportunity  is  perfect  for  a 
family  oriented  physician  who  enjoys  outdoor 
recreation.  Send  CV  to  Box  235,  Pennsylva- 
nia Medicine,  20  Erford  Rd.,  Lemoyne,  PA 
17043. 

Pennsylvania-emergency  physician  — Full- 
time, career-oriented  EM/PP  BC/BE  ACLS/ 
ATLS.  Progressive,  ultramodern  32,000  visit/ 
year  EMS  resource  hospital.  Great 
community  in  economic  boom.  Excellent  sal- 
aried compensation/benefit  package  exceeds 
$110K.  Contact  G.  Manchester,  MD,  Divine 
Providence  Hospital,  Williamsport,  PA  (717) 
326-8436. 

Assistant  superintendent  for  clinical 


80  Pennsylvania  Medicine,  March  1988 


HAHNEMANN  UNIVERSITY 
Director 

Geriatrics  Program 

Physician  with  formal  training  in 
geriatrics  is  desired  to  develop  a 
geriatrics  program  at  Hahnemann 
University  in  Philadelphia. 

Program  elements  are  to  include  an 
assessment  unit,  research,  medical 
student  education,  and  consultation. 

The  successful  candidate  will  be 
appointed  Director,  Section  of 
Geriatrics,  within  the  Division  of 
General  Internal  Medicine  with 
academic  rank  based  on  experience. 
Contact 
Alan  Adler,  MD 
Hahnemann  University 
Broad  and  Vine  Streets 
M.S.  427 
Phila.,  PA  19102 
or  call  215-448-3495. 


Emergency  physicians: 
You're  dedicated, 
hardworking  & smart. 
Are  you  being 
rewarded  for  it? 

You're  talented.  Ambitious.  And  fully  committed 
to  being  the  best.  But  can  you  achieve  your  professional 
goals  in  your  present  setting?  Are  you  interested  in 
better  opportunities  to  practice  medicine  in  a challenging 
environment? 

TSG  will  help  you  realize  your  goals.  With  10  years 
of  experience  in  placing  first-rate  physicians  in  first-rate 
hospitals,  we  offer  full-time  emergency  and  trauma 
positions  to  both  board  certified  and  board  prepared 
physicians.  Think  of  it:  career-stability,  flexible  hours, 
highest  rate  paid  and  as  much  responsibility  as  you  want. 

We'll  provide  the  support  you  need  through  incentive 
programs,  professional  education  and  career  development. 
Of  course,  we  provide  full  liability  coverage. 

Call  us  7 days  a week,  9am-9pm  to  discuss  your 
future.  If  you're  too  busy  to  call,  send  us  your  resume 


TRAUMA  SERVICE  GROUP,  P.C. 

An  Emergency  and  Trauma  Care  Consortium 
Suite  114,  Scott  Plaza  Two,  Philadelphia,  PA  19113 
215-521-5100  800-TRAUMA-6 


Health  Care 

Personnel  Consulting  . . . 

Recruitment  for  the  Private  Medical 

Practice 

• Over  15  years  of  experience  dealing  with 
private  medical  practices — we  can  find  the 
right  doctor  for  you! 

• HCPC  focuses  on  a combination  of  the  right 
skills  and  training,  plus  the  intangibles 
needed  to  work  closely  in  the  private 
practice  environment. 

• We  suggest  first  year  salary  and  benefit 
arrangements — call  for  our  free  pamphlet, 

“Dr.  New  & You.” 

• Various  private  practice  opportunities 
available  nationwide  in  all  specialties — call 
or  write  for  our  current  listing  of  positions. 

Health  Care 

Personnel  Consulting,  Inc. 

140  West  Germantown  Pike 

Suite  200  ^ 

Plymouth  Meeting,  PA  19462  — — 

(215)  828-3888  HTallhCare Group 


Neurosurgeon 

V 

J 

Single-specialty  group  in  Maryland  is  seeking  a 
BC/prepared  Neurological  Surgeon  with  an  inter- 
est in  trauma  for  fee-for-service  practice. 

• full  range  of  pathology  and  trauma  work  from 
craniotomies  and  myelograms  to  laminectomies 
and  ulnar  transpositions; 

• financial  package  including  minimum  guaran- 
tee; 

• attractive  offices  with  CT  scan  on  premises  lo- 
cated less  than  1 mile  from  accredited  Level  II 
Regional  Trauma  Center. 

If  you  think  you  are  the  right  individual  for  this 
opportunity,  please  call  immediately  or  send  your 
CV  in  confidence  to;  Nancy  B.  Miner,  Consultant, 
JOHN  DOWNING  ASSOCIATES,  INC.,  50  W. 
Welsh  Pool  Road,  Lionville,  PA  19353;  (215)  363- 
5600. 


/ 

John  Downing  Associates,  Inc. 

L 

J 

physician  search  consultants 
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services/chief,  clinical  services  — Board 
eligible/board  certified  psychiatrist,  with  three 
years  of  administrative  or  supervisory  experi- 
ence, to  administer  and  coordinate  psychiat- 
ric and  medical  services  for  a 500-bed  psychi- 
atric hospital.  Easy  access  to  New  York, 
Philadelphia,  and  Harrisburg;  near  major 
medical  center.  Good  salary  with  excellent 
fringe  and  retirement  benefits.  Pennsylvania 
license  required.  Contact  Mr.  James  A.  Cole- 
man, Superintendent,  Danville  State  Hospi- 
tal, Danville,  PA  17821-0700.  An  equal  oppor- 
tunity employer. 

University  physician  — Penn  State:  Primary 
care  physician  with  special  interest  in  office 
gynecology.  Opportunity  to  practice  general 
ambulatory  care.  Board  certified  or  board  eli- 
gible in  family  practice.  Requires  Doctor  of 
Medicine  degree,  or  its  equivalent  from  an  ac- 
credited school  of  medicine  or  osteopathy, 
and  a license  to  practice  medicine  in  the 
Commonwelath  of  Pennsylvania,  plus  four  to 
five  years  of  previous  effective  experience. 
Penn  State  offers  a competitive  salary,  liberal 
benefits  and  a stimulating  community.  Send 
letter  of  application,  and  current  resume  to; 
Employment  Division,  Department  PM-012, 
120  South  Burrowes  Street,  University  Park, 
PA  16801.  Application  Deadline:  March  28, 
1988.  An  equal  opportunity/affirmative  action 
employer. 

Established  cosmetic  plastic  surgery  prac- 
tice seeks  partner,  possible  take  over  includ- 
ing building.  Excellent  location  Bucks  County 
north  east  Philadelphia.  Inquire  (215)  357- 
3757. 

Family  practitioner  — Pocono  Mountain — 
To  join  growing  young  two-man  practice. 
Good  opportunity  for  the  right  person.  Send 
CV  to  Box  237,  Pennsylvania  Medicine,  20  Er- 
ford  Rd.,  Lemoyne,  PA  17043. 

Internal  medicine  physician  — Either  fin- 
ished or  finishing  in  June  1988  for  large  prac- 
tice in  Pittsburgh,  PA.  Large  inpatient  census 
at  Divine  Providence  and  South  Side  Hospi- 
tal. Also,  office  practice.  Excellent  salary  and 
fringe  benefits  including  pension  and  profit 
sharing.  Association  leading  to  partnership.  If 
interested  call  after  7:00  p.m.  (412)  481-6347. 
Dr.  George  McCollum. 

Part-time  practice  — Excellent  guaranteed 
income.  Full  insurance  coverage.  Immediate 
and  continuing  need  for  locum  tenens  physi- 
cians in  lake  and  mountain  region  of  Maine. 
Family  practitioners  and  internists  sought. 
Work  when  you  want  and  as  much  as  you 
want.  Housing  provided.  Send  cover  letter 
and  CV  to  Lisa  Miller,  P.O.  Box  728,  Water- 
ville,  ME  04901,  (207)  873-1127. 

Central  Maine  — BC/BE  family  practitioner 
or  internist  to  join  progressive  rural  practice 
located  in  beautiful  lake  and  mountain  region. 
Full  malpractice  coverage,  reasonable  on-call 
schedule.  Excellent  family  and  medical  envi- 
ronment. Contact  Lisa  Miller,  (207)  873-1127 
or  send  CV  to  P.O.  Box  728,  Waterville,  ME 
04901 . 

New  York,  Western  — Seeking  primary  care 
trained  physicians  for  full-time  Emergency 
Department  positions.  Moderate  volume.  At- 


tractive hourly  compensation,  plus  malprac- 
tice insurance.  Director  position  available. 
Contact;  Emergency  Consultants,  Inc.,  2240 
S.  Airport  Rd.,  Room  27,  Traverse  City,  Ml 
49684;  1-800-253-1795  or  in  Michigan  1-800- 
632-3496. 

A highly  successful  multi-specialty  group 

with  three  orthopaedic  surgeons  is  searching 
for  a fourth  orthopaedist.  All  types  of  general 
orthopaedic  problems  are  treated;  however, 
due  to  the  significant  volume  of  back  injury 
cases  we  encounter,  an  interest  in  spinal  inju- 
ries is  important.  The  income  potential  tor  an 
ambitious  orthopaedic  surgeon  is  excellent. 
The  practice  is  located  in  a growing  Mid- 
Atlantic  state  only  twenty  miles  from  a beach 
resort  area.  Baltimore  and  Philadelphia  are 
also  within  close  proximity.  If  you  are  inter- 
ested, please  submit  your  curriculum  vitae 
and  references  to  Mr.  J.  Stokes,  P.O.  Box  19, 
Milford,  DE  19963. 

Medical  oncologist  — Opportunity  for  Board 
Certified/Board  Eligible  oncologist  to  join  es- 
tablished practice  in  the  Tampa  Bay  area  of 
Florida.  Supported  by  ACOS  accredited  can- 
cer center  affiliated  with  a 750  + bed  tertiary 
care  community  hospital.  Guaranteed  salary 
and  insurances  to  start  with  partnership  po- 
tential. Contact  Jim  Davis,  Tyler  & Co.,  9040 
Roswell  Rd.,  Atlanta,  GA  30350.  Call  (404) 
641-6411. 

Family  practice  opportunity  — Board  certi- 
fied family  practitioner  seeks  BC/BE  family 
practitioner  or  primary  care  internist  to  join 
busy  practice  located  in  large  suburb  south  of 
Pittsburgh.  Send  CV  to  Joseph  Klutz,  MD, 
2945  South  Park  Rd.,  Bethel  Park,  PA  15102 
or  call  (412)  835-1580. 


POSITIONS  WANTED 

Seeking  position  in  gastroenterology/ 
internal  medicine.  Available  now.  Board  certi- 
fied in  internal  medicine.  Board  eligible  in 
gastroenterology.  British  and  U.S.  trained.  Li- 
censed in  Pennsylvania.  Contact  S.  P.  Na- 
than, South  Baltimore  General  Hospital,  3001 
S.  Hanover  Street,  Baltimore,  MD  21230. 
(301)  355-5502. 

Pathologist  — Certified  in  anatomical,  clini- 
cal & forensic.  Trained  at  Jefferson,  Univer- 
sity Pennsylvania,  Univ.  MD,  AFIP.  Phone 
(814)  695-0968  or  write:  Pathologist,  817 
Penn  St.,  Hollidaysburg,  PA  16648. 

Experienced  anesthesiologist  wishes  to  re- 
locate. Proficient  in  trauma  and  ambulatory 
anesthesia.  53Y,  board  eligible,  licensed  in  In- 
diana, Pennsylvania,  West  Virginia.  Reply  to 
Box  238,  Pennsylvania  Medicine,  20  Erford 
Rd  , Lemoyne,  PA  17043. 


MISCELLANEOUS 

Holter  monitor  — Quality  scanning  for  reel  or 
cassette  type  recorders  by  qualified  techni- 
cians and  certified  cardiologists’  interpreta- 
tion, scan  price  $35.  Recorders  loaned, 
leased,  or  purchase  new  dual-channel  holter 
record,  $750,  with  two  year  warranty.  For 
more  information  call  Advance  Medical  & Re- 
search Center,  Inc.,  1-800-552-6753,  ext.  317. 


Discount  holter  scanning  services  starting 
at  $35  — Spacelabs  holter  recorders  avail- 
able from  $1,275.  Hook-up  kits  starting  at 
$4.95.  Stress  test  electrodes  available  at  2. 
Scanning  paper  available  at  $18.95.  If  inter- 
ested call  1-800-248-0153. 

Appraisal  & sales  — The  specialists  in  ap- 
praising and  selling  medical  practices  for  phy- 
sicians and  hospitals.  Current  listings  include 
practices  in  FP,  IM,  OPH,  ENT  and  other  spe- 
cialties. Please  contact  Ed  Strogen  at  Fulton, 
Longshore  & Associates,  Inc.,  349  Lancaster 
Avenue,  Haverford,  PA  19041.  (215)  649- 
4101. 

MEDSTAT  — Discover  why  we  are  the  most 
respected  physician  staffing  service  in  the 
East  for  locum  tenens  and  permanent  place- 
ments. We  can  provide  you  with  coverage  or 
work  as  our  staff  physician.  Call  Dr.  Virginia 
Williams  or  Ms.  Esther  Ashbaugh,  US  800- 
833-3465  (NC  800-672-5770);  or  write  MED- 
STAT, Inc.,  PO  Box  15538,  Durham,  NC 
27704. 

Scottsdale  Arizona  — Family  physician  retir- 
ing after  17  years.  Fully  equipped  1400 
square  foot  free  standing  building.  Gross  in- 
come $323, 000/year  (1982-1986).  Ideal  cli- 
mate in  one  of  the  most  beautiful  cities  in 
America.  Write  to:  James  S.  Beck,  MD,  8531 
E.  San  Miguel,  Scottsdale,  Arizona  85253. 


Physicians  — For  sale  or  lease,  walk-in  clinic 
located  in  fastest  growing  area  in  VA  50  mi.  S. 
of  Washington,  D.C.  Av.  30-40  patients  daily. 
Complete  modern  facility.  Send  inquiries  to: 
Spotswood  Medical  Center,  4103  Lafayette 
Blvd.,  Fredericksburg,  VA  22401,  Attn;  Linda. 

90%  tax  credit,  grants,  and  government  paid 
rental  guarantees  400%  profit  in  our  excep- 
tionally lucrative  real  estate  tax  shelter.  3853 
W.  Cambridge  St.,  Philadelphia,  PA  19104. 
(215)  382-0413. 

A board  certified  physician  desires  to  buy 
general/family/internal  medicine  practice  in 
Allegheny/neighboring  counties.  Please  reply 
to  Box  213,  Pennsylvania  Medicine,  20  Erford 
Rd.,  Lemoyne,  PA  17043. 


Classified  Advertising 

Rates:  $30  per  insertion  for  the  first  30  words 
or  part  thereof;  80  cents  for  each  additional 
word;  $5  per  insertion  for  a box  number.  Pay- 
ment should  be  in  advance.  No  agency  com- 
mission is  paid  on  classified  advertising. 

Box  Numbers:  Advertisers  using  box  num- 
bers forbid  disclosure  of  their  identity.  Written 
inquiries  are  forwarded  to  such  advertisers, 
but  no  information  can  be  revealed  by  the 
publisher. 

Word  Count:  Count  as  one  word  all  single 
words,  two  initials  of  a name,  single  numbers 
or  groups  of  numbers,  hyphenated  words, 
and  abbreviations. 

Advertising  that  contains  discriminatory 
language  is  not  acceptable  for  publication. 
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YOUR  ROCHE  REPRESENTATIVE 
WOULD  LIKE  YOU  TO  HAVE 
SOMETHING  THAT  WILL... 


. . . improve  patient  satisfaction  with  office  visits 
. . . improve  patient  compliance  with  your  instructions 
. . . reduce  follow-up  calls  to  clarify  instructions 


The  new  Roche  product  books 

• Offer  a supplement  to,  not  a substitute  for,  patient  contact 

• Support  your  specific  instructions  to  the  patient 

• Provide  a long-term  reinforcement  of  your  oral  counseling 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  Product  Booklets  shown  below  and  ask 
your  Roche  representative  for  a complimentary  supply  of  those  applicable  to 
your  practice. 


ROCHE 

MEDICATION 

ME 

EDUCATION 


Medicines  that  matter  from  people  who  care 


the  winners  of  the  1988 

Roche  President’s  Achievement  Awards 

Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  representatives, 
chosen  for  their  unparalleled  dedication  to  the  health-care  field,  professionalism 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  these 
exceptional  individuals. 


Mark  J.  James 


Anthony  L.  LaGrutta 


Timothy  Hunter 


William  A.  O’Callaghan 


Ronald  T.  Peters  Richard  L.  Watts 


Anthony  J.  Loupos 


Turn  to  the  preceding  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 
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...comes  a fresh  awakening 

le  great  majority  of  patients-97%  of  2542  in  one  study'-get  a complete  night’s  sleep^'and  awake  rested  and  refreshed.' 
As  always,  caution  patients  about  driving,  drinking  alcohol  or  operating  hazardous  machinery. 

DALMANE 


fluSepam  HCl/Roche  (S 


Reference:  Jreenblatt  DJ.  Allen  MD,  Shader  Rl:  Clin 

Pharmacy.  rj/, 355-361,  Mar  1977  2.  Kales  JD, 
etal:  air  macol  Ther  12:691  697,  Jul-Aug  1971 
3.  Kale'-  .lol.  Clin  Pharmacol  Ther  18  356-363,  Sep 
1975  Jles  A,  etal.  Clin  Pharmacol  Ther  19:676- 
583  y 1976  5.  Kales  A,  etal:  Clin  Pharmacol  Ther 
32  -788,  Dec  1982  6.  Frost  JD  Jr,  DeLucchi  MR: 

J . Geriatr Sac 27.6^1-6^6,  Dec  1979  7.  Dement 
’ ..etoT.  Behav  Med  5 26-31,0011976  8.  Kales  A, 
Jles  JD:  J Clin  Psychopharmacol  31A0-160,  Apr 
983,  9.  Tennant  FS,  etal  Symposium  in  the  treatment 
of  sleep  disorders;  teleconterence,  Oct  16,  1984 

DALMANE^(tlurazepam  HCI/Roche)® 

Before  prescribing,  please  consulf  complefe  producf 
information,  c summary  of  which  follows: 

Indicohons;  Effective  in  all  types  ot  Insomnia  character- 
ized by  difficulty  In  falling  asleep,  frequent  nocturnal 
awakenings  and/or  eorly  morning  awakening,  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits.  In 
acute  or  chronic  medical  situations  requiring  restful 
sleep  Objective  sleep  laboratory  data  have  shown 
effectiveness  for  at  least  28  consecutive  nights  of 
adminisfration  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  Is  generally  not 
necessary  or  recommended  Repeated  therapy  should 
only  be  undertaken  with  appropriate  potient  evaluation 
Confroindicofions:  Known  hypersensitivity  to  flurazepam 
FICI,  pregnancy  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy  Several 
studies  suggest  an  increased  risk  ot  congenitol  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester  Worn  patients  of  fhe  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepom  Instruct  patients  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  fhe 
possibility  of  pregnancy  prior  to  instituting  fheropy 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  olcohol  is  consumed  the  day 
following  use  for  nighttime  sedation  This  potential  may 
exist  for  several  days  following  discontinuation  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , aperating  machinery,  driving) 
Potential  impairment  of  performance  of  such  activities 
may  occur  the  day  following  ingesfion,  Nof  recom- 
mended for  use  in  persons  under  1 5 years  of  age  Wifh- 
drawal  symptoms  of  the  barbiturate  type  have  occurred 
otter  discontinuation  of  benzodiazepines  (see  Drug 
Abuse  and  Dependence) 

Precaution:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedotion,  dizziness,  confusion  and/or 
ataxia  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those  with 
impaired  renal  or  hepatic  function.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly 
discontinuing  flurazepam  HCI 
Adverse  Reactions:  Dizziness,  drowsiness,  lighfhead- 
edness,  staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reporfed  Also  reported  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl 
pain,  nervousness,  talkativeness,  apprehension,  irrita- 
bility, weakness,  palpitations,  chest  poins,  body  and 
joint  pains  and  GU  complaints  There  have  also  been 
rare  occurrences  of  leukopenia,  granulocytopenia, 
sweating,  flushes  difficulty  in  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness,  hallucinations, 
and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  paradoxical  reactians, 
e.g , excitement,  stimulation  and  hyperactivity 
Drug  Abuse  and  Dependence:  Withdrawal  symptoms 
similar  to  those  noted  with  barbiturates  and  alcohol 
have  occurred  following  abfjpt  discontinuance  of  ben- 
zodiozepines,  more  severe  seen  after  excessive  doses 
over  extended  periods,  milder  after  taking  continuously 
at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  toper  dosage. 
Carefully  supervise  addiction-prone  individuals  because 
of  predisposition  to  habituation  and  dependence 
Dosage:  Individualize  for  a maximum  beneficial  effect 
Adults.  30  mg  usual  dosage,  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam FICI 


We  help  Physicians  stay  in  touch. 

'T'  ho  Solution. 

It’s  easy  to  understand,  simple  to  operate,  and  quick 
to  install.  It’s  guaranteed  to  make  the  business  of 
practicing  medicine  easier,  con-serving  what  you  need 
most... 

Time. 

Management  Technologies  has  been  quietly  perfect- 
ing practice  management  in  hundreds  of  physicians 
offices  across  the  country  for  years.  We  provide  the 
total  package:  planning  and  consultation,  hardware, 
software,  installation,  training,  supplies  and  ‘Aftercare’ 
support  services.  So  don’t  waste  another  minute.  Call 
MTI  now  at  800-777-7MT1. 

wn. 


• Electronic  Claims  • Integrated  Appointments  • Integrated 
Word  Processing  • Graphics  • Patient  Recall  • Multiple  Fee 
Schedules  • Walkout  ReceipLs  • Windowing  • On  Demand  Bill- 
ing & Reporting 


9790  Patuxent  Woods  Drive  • Columbia,  MD,  21046  • 800-777-7MTI 
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PMS  URGES  LOWER  BILLINGS 
FOR  PACE  PARTICIPANTS 
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BLUE  SHIELD  REORGANIZATION 


COST  COUNCIL  TO  ISSUE 
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PMS  BREAKS  GROUND 
FOR  NEW  HEADQUARTERS 


The  State  Society  will  oppose  any  proposal  that  ties  medical  licensure  to  anything 
but  training  and  capability,  the  PMS  Board  voted  at  its  March  meeting.  This  posi- 
tion applies  to  the  Medicare  Overcharge  Measure  (MOM)  bill  introduced  March 
15  in  the  state  Housa  MOM,  H.R  2250,  would  amend  the  Medical  Practice  Act  of 
1985  to  give  the  State  Board  of  Medicine  authority  to  impose  discipline  or  correc- 
tive measures  on  physicians  who  bill  Medicare  patients  more  than  the  fee  approved 
for  the  procedure  by  Medicare  Representatives  Allen  Kukovich  (Westmoreland) 
and  Karen  Ritter  (Lehigh)  are  cosponsors  of  the  bill,  which  has  been  referred  to 
the  House  Committee  on  Health  and  Welfare 

The  PMS  Board  voted  March  15  to  urge  physicians  to  accept  a lower  level  of  pay- 
ment for  patients  covered  by  the  Department  of  Aging’s  Pharmaceutical  Assistance 
Contract  for  the  Elderly  (PACE)  program.  Physicians  who  participate  in  Medicare 
are  encouraged  to  accept  Medicare  reimbursement  as  payment  in  full  for  patients 
whose  annual  incomes  meet  the  requirements  for  the  PACE  program.  Physicians 
are  also  encouraged  to  accept  a lower  level  of  payment  for  services  provided  other 
patients  over  65  years  of  age,  not  on  Medicare,  who  have  the  PACE  card.  PACE 
income  limits  are  $12,000  for  an  individual  and  $18,000  for  a married  couple 

The  PMS  Board  of  Trustees  voted  at  its  March  meeting  to  revise  the  position  on 
Blue  Shield  reorganization  adopted  in  January.  Under  the  revision,  PMS  will  sup- 
port the  proposed  reorganization  if  it  includes  a 50  percent  representation  of 
providers  on  the  holding  company  board.  The  same  proportionate  representa- 
tion of  each  provider  class  at  the  corporate  level  and  on  the  Blue  Shield  Board 
must  also  be  maintained.  If  either  proportion  is  not  met,  PMS  will  oppose  the 
reorganization  plan. 

The  Pennsylvania  Health  Care  Cost  Containment  Coimcil  (HCCCC)  will  issue  its 
report  on  medical  care  of  the  indigent  to  Governor  Casey  and  the  General 
Assembly  by  July  1.  The  council  expects  its  consultants,  Lewin  & Associates,  to 
have  a report  ready  by  April  1 on  specific  plans  and  programs  to  guarantee  that 
the  iminsured  and  underinsured  have  coveraga  This  report  will  be  reviewed  with 
legislators  and  interested  parties  during  April  and  early  May. 

PMS,  the  Hospital  Association  of  Pennsylvania,  and  the  Pennsylvania  Association 
of  Health  Maintenance  Organizations  are  cosponsors  of  a conference,  “Quahty 
Assurance  in  the  Hospital  Setting.”  The  conference  will  provide  models  to  help 
HMDs  measure  and  monitor  utilization  and  quality  of  care  in  hospitals.  The  con- 
ference is  June  2 and  3 at  the  Hotel  Hershey.  Registration  ends  May  30.  For  more 
information  call  or  write  Healthcare  Educational  Services,  P.O.  Box  608,  Camp  Hill, 
PA  17011-0608;  (717)  763-7053. 

Continuing  its  opposition  to  the  regulations  requiring  approval  from  the  State  Board 
of  Medicine  for  certain  amphetamine  prescriptions,  PMS  has  asked  the  Indepen- 
dent Regulatory  Review  Commission  to  reexamine  the  regulations.  PMS  opposes 
the  waiver  process,  which  requires  that  physicians  obtain  approval  from  either 
the  medical  board  or  the  osteopathic  medical  board  before  prescribing  controlled 
sympathomimetic  amines  in  certain  circumstances.  PMS  contends  that  the  pro- 
cess is  uimecessary  and  harmful  to  proper  medical  care  and  estimates  the  annual 
costs  of  the  waiver  process  to  be  more  than  $1  million.  Previous  board  estimates 
were  at  $72,000  a year. 

Effective  April  1,  Medicaid  will  pay  physicians  more  for  office  visits.  The  Medical 
Tlssistance  fee  for  office  visits  will  increase  from  $13  to  $18.  At  the  higher  fee;  physi- 
cians will  be  reimbursed  at  approximately  70  percent  of  the  average  office  visit  fee 

At  the  conclusion  of  the  March  PMS  Board  meeting,  the  Society  held  a ground- 
brealdng  ceremony  for  its  new  headquarters  in  Lower  Paxton  Tbwnship  Harrisburg. 
Officers  and  staff  of  PMS,  PMSLIC,  and  KePRO,  and  special  guests  attended  the 
ceremony.  Construction  will  start  in  April. 
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editorial 

Autopsy 


“The  difficulties  attending  the  study  of 
Anatomy  are  of  two  kinds:  physical  and  men- 
tal. The  latter  did  not  escape  observation  by 
Philip  Gilbert  Hamerton,  the  gifted  author  of 
“Intellectual  Life,”  who  says: 

Studies  which  from  their  nature  cannot  be 
commonly  used  are  always  retained  with 
great  difficulty.  The  study  of  anatomy  is  per- 
haps the  best  instance  of  this;  every  one  who 
has  attempted  it  knows  with  what  difficulty 
it  is  kept  in  the  memory.  This  is  because  anat- 
omy hes  so  much  outside  of  what  is  needed 
for  ordinary  life  that  very  few  people  are  ever 
called  upon  to  use  it  except  during  the  hours 
when  they  are  actually  studying  it.  The  few 
who  need  it  every  day  remember  it  as  easily 
as  a man  remembers  the  language  of  the 
country  which  he  inhabits.  The  workmen  in 
the  establishment  at  Saint  Aubin  d’Ecro- 
ville,  where  Dr.  Auzoux  manufactures  his 
wonderful  anatomical  models,  are  as  familiar 
with  anatomy  as  a painter  is  with  the  colors 
on  his  palette. 

They  never  forget  it  because  they  use  it  day 
after  day.  For  most  of  us,  anatomical  details  are 
not  easily  retained.”  Jsunes  M.  Bjill,  MD 
In  1971,  the  Joint  Commission  on  Accredita- 
tion of  Hospitals  (JCAH)  ehminated  the  20  per- 
cent autopsy  requirement.  Beginning  January 
1,  1989,  the  newly  named  Joint  Commission  on 
Accreditation  of  Healthcare  Orgemizations  an- 
nounced that  it  will  again  include  autopsy  in  its 
review  of  hospitals.  But  the  Joint  Commission 
has  not  established  a minimum  rate,  citing  the 
unfairness  of  percentage  requirements  for  dif- 
ferent sizes  and  types  of  hospitals.  The  new 
standard  will  attempt  to  reverse  the  steady  de- 
cline in  autopsies  by  requiring  that  quahty  as- 
surance criteria  be  established  to  determine 
when  post  mortem  should  be  performed.  These 
new  criteria  are  expected  to  increase  the  quan- 
tity and  quality  of  autopsies.  At  the  same  time, 
the  Joint  Commission  noted  that  the  time 
frame  in  which  to  complete  the  autopsy  record 
and  append  it  to  the  patient’s  chart  should  be 
shortened. 

Autopsy  rates  have  dechned  from  more  than 
50  percent  in  the  1940s  to  less  than  15  percent 
today.  The  low  rates  have  been  attributed  to 
the  costliness  of  the  procedure,  from  $900  to 
$3,000  in  charges  that  are  not  directly  recover- 


able. As  in  other  areas  of  medicine,  specializa- 
tion has  found  its  way  into  pathology.  Patholo- 
gists have  assumed  other  responsibiUties,  such 
as  surgical  pathology  and  chnical  pathology, 
which  seem  more  important  because  they  deal 
with  the  living.  Postmortem  examinations  are 
time  consuming,  requiring  from  two  to  four 
hours  to  complete.  Little  professional  reward 
comes  to  the  pathologist  for  time  spent  in  the 
morgue.  Newer  diagnostic  techniques  have  pro- 
duced greater  confidence  in  chnical  diagnosis 
and  the  autopsy  confirmation  has  been  viewed 
as  unnecessary.  The  permission  system  is  ar- 
cane at  least  and  cumbersome  at  best.  Physi- 
cians are  not  the  life-long  family  friends  as 
those  of  past  generations  and  are  thus  reluc- 
tant to  request  a post  mortem  from  the  surviv- 
ing family  members.  Indeed,  patients  may  be 
cared  for  by  several  speciahsts.  Finally,  the 
malpractice  suit  threat  is  cited  as  an  autopsy 
deterrent.  Studies  have  shown,  however,  that 
60  percent  of  diagnoses  are  confirmed  by  post 
mortem,  while  only  11  percent  are  disproved. 
Of  all  of  these  reasons,  the  threat  of  suit  is  the 
least  sound.  Medicine  is  a science  that  must 
seek  to  discover  the  truth. 

The  benefits  of  autopsy  pathology  are  appar- 
ent not  only  historically,  but  also  in  the  modern 
practice  of  medicine.  Autopsies  confirm  ante- 
mortem diagnoses  and  provide  additional  diag- 
noses as  well.  Relationships  between  disease 
processes  can  be  studied  as  they  combine  and 
interact.  New  diagnoses  may  be  discovered  and 
described,  such  as  acquired  immunodeficiency 
syndrome.  Extent  of  physiologic  impairment 
produced  by  environmental,  toxicologic,  occu- 
pational, and  radiation  factors  is  described  by 
autopsy.  A well-known  historical  example  is 
mercury  poisoning  in  hat  makers,  but  a more 
recent  finding  is  that  of  angiosarcoma  of  the 
hver  in  polyvinyl  chloride  workers. 

A very  important  function  of  autopsy  is  the 
evaluation  of  new  diagnostic  and  therapeutic 
modalities.  Diagnostic  techniques,  such  as 
computed  tomography,  magnetic  resonance 
imaging,  fiberoptic  examinations,  and  ultra- 
sound are  a few  that  come  to  mind.  It  is  vital  to 
the  practice  of  high  quality  medicine  to  know 
the  accuracy  rates  of  our  diagnostic  tools.  Like- 
wise, post  mortem  is  an  excellent  medium  to 
evaluate  new  drugs  and  drug  regimens,  side  ef- 
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1 . A fair  price  or  return  for  goods  or  services. 

2.  PMS  sponsored  insurance  programs 

from  Bertholon-Rowland  Agencies. 


For  more  than  30  years,  the  Pennsylvania  Medical  Society 
and  Bertholon-Rowland  Agencies  have  worked  together  to 
design  and  provide  high  quality,  economical  insurance 
programs  to  PMS  members,  their  families  and  employees. 
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comprehensive:  prompt  and  personal  service.  These  have 
become  the  trademarks  of  Bertholon-Rowland  Agencies. 


Whether  you  need  insurance  for  yourself  or  your  practice, 
you'll  be  sure  to  get  the  value  you've  been  looking  for  with 
one  toll-free  call  to  our  Sales  Department. 

Bertholon-Rowland  Agencies  and 
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a vaiuable  partnership. 


In  Eastern  PA: 

Box  77 
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1-800-556-2500 


In  Western  PA: 

Suite  201  Caste  Center 
Baptist  & Grove  Roads 
Pittsburgh,  PA  15236 

1-800-327-1550 
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Physician  Services 
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Pentamation.  We’ve  been  taking  the  head- 
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With  our  Physicians  Services,  you  can  relieve 
yourself  of  collection  problems,  cut  your 
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We’d  be  happy  to  discuss  a receivables  analysis 
with  you.  And  provide  you  with  details  of 
Pentamation’s  “PLEDGE  OF  SATISFACTION”. 

Contact  Russ  Kopy,  Group  General  Manager, 
for  more  information. 

And  you  can  call  us  in  the  morning. 
(215)  691-3616 

^PENTAMATION 

One  Bethlehem  Plaza 
Bethlehem,  PA  18018 


fects  and  efficacy.  Doxorubicin  cardiotoxicity 
is  an  autopsy-proven  adverse  effect.  Prosthe- 
ses  can  also  be  assessed  for  longevity  and  wear, 
as  with  artificial  heart  valves  and  implanted  or- 
thopedic devices. 

Autopsy  assists  in  the  procurement  of  or- 
gans and  other  extracts  for  use  in  living  pa- 
tients. Contagious  diseases  and  hereditary  dis- 
orders are  often  described  by  pathologists  at 
autopsy.  Discovery  and  knowledge  of  genetic 
diseases  is  important  to  feunihes  in  counseling 
and  early  intervention. 

Accurate  vital  statistics  and  medicolegal 
facts  are  necessary  to  the  smooth  function  of 
our  society.  Post  mortem  provides  clarification 
of  medicolegal  death  so  that  homicides  do  not 
go  undetected  and  accidental  deaths  are  not 
called  murders.  FinEilly,  autopsy  makes  the 
death  certificate  and  other  statistical  data  cer- 
tain because  it  refines  knowledge  and  corrects 
errors. 

In  June  1983,  the  AMA  House  of  Delegates 
adopted  a resolution  to  support  the  importance 
and  necessity  of  post  mortem  to  medicine  and 
the  community.  The  resolution  provided  guide- 
hnes  for  medicolegal  consent  from  families  and 
charged  the  AMA  to  encourage  a higher  per- 
cent of  autopsies.  The  new  standards  of  the 
Joint  Commission  will  go  a long  way  to  pro- 
mote the  use  of  autopsy  as  a quality  assurance 
tool.  Perhaps  other  needed  changes  will  follow 
to  produce  the  revival  necessary  to  reinstate 
autopsy  in  its  rightful  place  in  medicine  and 
medical  education. 

The  autopsy  may  be  rediscovered  in  the  med- 
ical education  curriculum  where  it  might  again 
be  used  as  a teaching  activity.  The  sequence  of 
events  leading  to  death  would  be  made  clear  by 
seeing  the  disease  processes,  a profitable  edu- 
cational experience.  ReestabUshment  of  post 
mortem  in  medicine  also  may  enhance  commu- 
nication between  pathologists  and  chnicians, 
both  in  characterizing  the  nature  of  the  prob- 
lem to  be  investigated  by  autopsy  and  in  the 
timely  reporting  of  the  results  of  the  study. 
Streamhning  the  permission  system  also  would 
encourage  its  utilization.  Where  cost  is  a seri- 
ous concern,  limited  or  specific  post  mortem 
with  defined  objectives  will  reduce  the  expense. 
If  fee-for-service  autopsies  were  supported  by 
the  medic£d  insurance  system,  this  very  impor- 
tant procedure  would  be  utilized  with  other  re- 
imbursable medical  procedures. 

John  Abernathy  (1764-1831)  remarked, 
“There  is  no  short  cut,  nor  ‘royal  road,’  to  the 
attainment  of  medical  knowledge.  The  path 
which  we  have  to  pursue  is  long,  difficult,  and 
unsafe.  In  our  progress,  we  must  frequently 
take  up  our  abode  with  death  and 
corruption  ...”  So  it  is  with  autopsy;  there  is 
no  short  cut. 


David  A.  Smith,  MD 
Medical  Editor 


Before  prescribing,  see  complete  prescribing 
Information  in  SKSF  LAB  CO.  literature  or  PDR. 
The  following  Is  a brief  summary. 
Contraindications;  There  are  no  known  contraindi- 
cations to  the  use  of  Tagamet'. 

Precautions:  While  a weak  antiandrogenlc  effect 
has  been  demonstrated  in  animals,  Tagamet'  has 
been  shown  to  have  no  effect  on  spermatogenesis, 
sperm  count,  motility,  morphology  or  in  vitro  fertiliz- 
ing capacity  in  humans. 

In  a 24-month  toxicity  study  in  rats  at  dose  levels  ap- 
proximately 9 to  56  times  the  recommended  human 
dose,  benign  Leydig  cell  tumors  were  seen.  These 
were  common  in  both  the  treated  and  control 
groups,  and  the  Incidence  became  significantly 
higher  only  in  the  aged  rats  receiving  'Tagamet '. 

Bare  instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  'Tagamet'  HCI  /brand  of  cimetidine  hy- 
drochloride) injection  by  intravenous  bolus. 
Symptomatic  response  to  'Tagamet'  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy. 
There  have  been  rare  reports  of  transient  healing  of 
gastric  ulcers  despite  subsequently  documented  ma- 
lignancy. 

Reversible  confuslonal  states  have  been  reported  on 
occasion,  predominantly  in  severely  Hi  patients. 
'Tagamet'  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny- 
toln,  propranolol,  chlordlazepoxide,  diazepam,  lido- 
calne,  theophylline  and  metronidazole.  Clinically  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants;  therefore,  dose  monitor- 
ing of  prothrombin  time  Is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  'Tagamet'  is  administered  concomitantly 
Interaction  with  phenytoln,  lldocaine  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a crossover  study  In  healthy  subjects  re- 
ceiving either  'Tagamet'  300  mg.  q.i.d.  or  800  mg. 
h.s.  concomitantly  with  a 300  mg.  b.i.d.  dosage  of 
theophylline  (Theo-Dur*,  Key  Pharmaceuticals,  Inc.), 


demonstrated  fess' alteration  in  steady-state  theo- 
phylline peak  setymlevelywlth  the  800  mg.  h.s.  regi- 
men, particularly  in  subjabts  aged  54  years  and  older. 
Data  beyond  ten.  days  are  not  available.  /Note:  All 
patients  receiving  ttieophylllne  should  be  monitored 
appropriately,  regardless  of  concornitant  drug  ther- 
apy) 

Lack  of  experience  to  date  precludes  recommending 
'Tagamet'  for  use  in  pregnant  patients,  women  of 
chiidbearing  potential,  nursing  mothers  or  children 
under  16  unless  anticipated  benefits  outweigh  po- 
tential risks;  genif.rally,  hursirig  s^  be  under- 

taken in  patients  taking  the  drug  Since  cimetidine  Is 
secreted  in  human^iJk. 

Adverse  Reactions::  Diarrhea,  dizziness,  somno- 
lence, headache;  fash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  joint  symptoms  in  patients  with 
preexisting  arthritis  have  been  reported.  Reversible 
confusionai  states  (e.g.,  mental  confusion,  agitation, 
psychosis,  depression,  anxiety,  hallucinations,  disori- 
entation), predominantly  in  severely  ill  patients, 
have  been  reported.  Gynecomastia  and  reversible 
impotence  in  patients  with  pathological  hypersecre- 
tory disorders  receiving  'Tagamet',  particularly  in 
high  doses,  for  at  least  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  cell  counts  in 
'Tagamet'-treated  patients  (approximately  1 per 
100,000  patients),  including  agranulocytosis  (ap- 
proximately 3 per  million  patients/,  have  been  re- 
ported, including  a few  reports  of  recurrence  on  re- 
chaiienge.  Most  of  these  reports  were  in  patients 
who  had  serious  concomitant  illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  (approximately  3 per  million 
patients)  and  a few  cases  of  aplastic  anemia  have 
also  been  reported.  Increased  serum  transaminase 
and  creatinine,  as  well  as  rare  cases  of  fever,  intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
lergic reactions,  including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  In  nature,  have  been  reported  rarely. 
Because  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  injury  is  considered  highly  un- 
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likely.  A single  case  of  biopsy-proven  periportal  o 
hepatic  fibrosis  in  a patient  receiving  Tagamet'  has  > 
been  reported.  ■ 

How  Supplied:  Tablets:  200  mg.  tablets  in  bottles 
of  100;  300  mg.  tablets  In  bottles  of  TOO  and  Single 
Unit  Packages  of  1 00  (intended  for  institutional  use 
only);  400  mg.  tablets  in  bottles  of  60  and  Single 
Unit  Packages  of  100  (Intended  for  Institutional  use 
only),  and  800  mg.  Tfltab^  tablets  in  bottles  of  30 
and  Single  Unit  Packages  of  100  (intended  for  insti- 
tutional use  only). 

Liquid:  300  mg./5  ml.,  in  8 fl.  oz.  (237  ml.)  amber 
glass  bottles  and  In  single-dps^  units  (300  mg./S  mi.), 
in  packages  of  10  (intended  for  institutional  use 
only).  ! 

Injection: 

Vials:  300  mg./2  mi,  in  single-dose  vials,  jn  packages 
of  io  and  30,  and  in  8 ml.  multiple-dose  vials,  in 
packages  of  1 0 and  25.  . . 

Prefilled  Syringes:  300  mg./2  mi.  in  single-dose  pre- 
filled disposable  syringes. 

Plastic  Containers:  300  mg.  in  50  mi.  of  0.9%  So- 
dium Chloride  in  single-dose  plastic  containers,  in 
packages  of  4 units.  No  preservative  has  been 
added.  • 

ADD-Vantage^*  Vials:  300  mg./2  ml.  in  single-dose, 
ADD-Vantage^  Vials,  In  packages  of  25. 

Exposure  of  the  premixed  product  to  excessive  heat 
should  be  avoided,  it  is  recommended  the  product  be 
stored  at  controlled  room  temperature.  Brief  expo- 
sure up  to  40^C  does  not  adversely  affect  the  pre- 
mixed  product. 

'Tagamet'  HCI  (brand  of  cimetidine  hydrochloride)  In- 
jection premixed  In  single-dose  plastic  containers  is 
manufactured  for  SK&F  Lab  Co.  by  Travenol  Labora- 
tories, Inc.,  Deerfield;  IL  600 1 5. 

* ADD-Vantage^  is  a trademark  of  Abbott  Laboratories. 

BRS-TC.L  73B  Date  of  issuance  Apr.  1 987 


SK&F  LAB  CO. 

Cidra,  P.R.  00639 
© SK&F  Lab  Co..  1988 


In  peptic  ulcer: 

REUEF 

REASSURANCE 

REWARD 


You'll  both  feel  good  about  it 
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? ate  creates  Coroners’  Education  Board 


PMS-supported  legislation  mandat- 
ing education  for  the  state’s  coroners 
was  signed  into  law  in  Harrisburg  last 
month. 

On  March  2,  Governor  Robert  P.  Ca- 
sey signed  Act  22  of  1988.  The  Act  cre- 
ates the  Coroners’  Education  Board,  re- 
quires coroners  and  certain  deputies  to 
take  a course  of  instruction  and  an  ex- 
amination, and  requires  continuing  edu- 
cation. 

PMS  supported  passage  of  this  legis- 
lation. At  the  1986  meeting  of  the 
House  of  Delegates,  the  delegates  ac- 
cepted the  recommendation  of  Donald 
E.  Harrop,  MD,  then  vice  president  of 
the  State  Society,  to  back  this  legisla- 
tion. 

The  Coroners’  Education  BoEird  will 
consist  of  the  Commissioner  of  the 
Pennsylvania  State  Police,  the  Attor- 
ney General,  and  the  Secretary  of 
Health,  or  their  designees,  as  well  as  a 
forensic  pathologist  licensed  in  Penn- 
sylvania, and  two  coroners,  one  a physi- 
ci2m  and  the  other  a nonphysiciem,  aU 
three  to  be  appointed  to  four-year  terms 
by  the  governor. 

The  board  is  charged  to  establish  a 
course  of  instruction  to  be  given  to  aU 
coroners  upon  their  first  election  to  of- 
fice. A course  will  also  be  established 
for  chief  deputy  and  full-time  deputy 
coroners. 

The  courses  will  cover  such  subjects 
as  crime-scene  investigation,  toxicol- 
ogy, forensic  autopsies,  2md  the  legal  du- 
ties of  the  office  of  coroner. 

A written  examination  will  be  given 
at  the  conclusion  of  each  course  of  in- 
struction. 

Persons  who  served  as  coroner  in 
Pennsylvania  before  the  effective  date 


of  Act  22  will  not  be  required  to  attend 
instructions  or  pass  the  exam  if  re- 
elected or  appointed  after  the  effective 
date. 

Act  22  also  requires  every  coroner. 


The  Philadelphia  Gerontology  Re- 
search Consortium,  comprised  of  Phila- 
delphia Geriatric  Center  (PGC),  the 
Medical  College  of  Pennsylvania  (MCP), 
and  the  University  of  Pennsylvania 
(Penn),  has  received  renewed  funding  to 
administer  a five-year  research  project. 
A $7.5  million  grant  from  the  National 
Institute  on  Aging  (NIA)  will  provide 
funds  for  continued  research  into  aging, 
gathering  of  important  statistical  infor- 
mation on  older  persons,  and  a re- 
searcher training  program. 

The  consortium’s  work  has  focused 
on  the  problems  of  older  adults  hving  in 
nursing  homes  or  other  types  of  congre- 
gate housing.  Principal  investigator  for 
the  grant  is  Donald  Kaye,  MD,  chair- 
man of  the  department  of  medicine  at 
MCP  and  chief  of  infectious  diseases 
and  director  of  biomedical  research  at 
PGC.  Dr.  Kaye  is  studying  urinary 
tract  infections  in  the  elderly  under  the 
grant.  Co-principal  investigators  are 
Vincent  J.  Cristofalo,  PhD,  professor  of 
animal  biology  and  director  of  the  Cen- 
ter for  the  Study  of  Aging  at  Penn  and 
a professor  at  the  Wist^lr  Institute,  and 
Joel  Posner,  MD,  medical  director  of 
PGC  and  chief  of  the  division  of  geriat- 
rics and  associate  professor  of  medicine 
at  MCP. 

“Reseeirch  into  the  problems  of  aging 
is  extremely  important  and  crucial  for 
today’s  elderly  2md  for  future  genera- 


chief  deputy  coroner,  and  full-time  dep- 
uty coroner  including  those  who  served 
as  coroner  before  the  effective  date  of 
Act  22  to  take  at  least  eight  hours  of 
continuing  education  each  year. 


tions,”  Dr.  Kaye  said.  “We  are  delighted 
to  have  this  opportunity  to  continue 
our  investigations  and  discover  new 
ways  to  care  for  a growing  population 
of  older  adults.” 

Other  research  studies  are  headed  by 
Abass  Alavi,  MD,  professor  of  radiol- 
ogy and  neurology  and  chief  of  the  divi- 
sion of  nuclear  medicine  at  the  Hospital 
of  the  University  of  Pennsylvania,  who 
is  studying  dementia  and  aging;  and  Al- 
lan Pack,  MD,  PhD,  associate  professor 
of  medicine  at  Penn,  who  is  studying 
sleep  disorders  in  the  elderly. 

The  NIA  also  funded  a new  project 
focusing  on  metabolic  brain  disease  in 
older  adults.  Ira  Katz,  MD,  chairman  of 
psychiatry  at  PGC  and  associate  pro- 
fessor of  psychiatry  and  director  of  the 
division  of  geriatric  psychiatry  at  MCP, 
is  project  director. 

Society  offers  brochures 

The  American  Academy  of  Ortho- 
paedic Surgeons  has  published  a series 
of  public  education  brochures  that 
cover  common  orthopaedic  problems. 
Examples  of  the  topics  covered  include 
arthritis,  sprains  and  strains,  and  lower 
back  pain. 

Single  copies  of  any  of  the  brochures 
are  available  at  no  cost.  For  more  infor- 
mation, write  AAOS,  PO.  Box  618, 
Park  Ridge,  IL  60068. 


NIA  renews  aging  research  program 


Preliminary  call  to  the  1988  annual  meeting  of  the  House  of  Delegates 


The  House  of  Delegates  of  the  Penn- 
sylvania Medical  Society  will  convene 
its  annual  meeting  at  the  Adam’s  Mark 
Hotel,  Philadelphia,  on  Friday,  October 
21,  1988.  The  second  session  will  con- 
vene Saturday,  October  22,  1988,  and 
the  third  session  Sunday,  October  23, 
1988.  Details  regarding  the  starting 
times  of  all  three  sessions  will  appear  in 


the  Official  Call  in  the  August  1988  is- 
sue of  Pennsylvania  Medicine. 

All  proposed  amendments  to  the  By- 
laws must  be  submitted  to  the  Office  of 
the  Secretary  of  this  Society  on  or  be- 
fore June  21,  1988.  Such  amendments 
may  be  proposed  upon  the  written  peti- 
tion of  15  active  or  associate  members 
of  the  Society,  or  by  the  Committee  on 


Bylaws.  Resolutions  to  be  considered 
by  the  House  may  be  submitted  in  writ- 
ing to  the  Secretary  by  a delegate  act- 
ing in  his  own  behalf  or  for  the  compo- 
nent medical  society  or  specialty  soci- 
ety he  represents.  If  received  prior  to 
September  21,  1988,  resolutions  will  be 
published  in  the  Official  Reports  Book. 
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THE  LIKOFF  CARDIOVASCULAR  INSTITUTE 

and 

THE  DIVISION  OF  CARDIOLOGY 
HAHNEMANN  UNIVERSITY 
present 


CARDIOLOGY 

TODAY. . . 


Moderator:  William  S.  FrankI,  MD 


April  21  1988 

May  19,  1988 

4:00  p.m.— Case  Presentation 

4:00  p.m.— Case  Presentation 

5:00  p.m.— Color  Doppler— 

5:00  p.m.— Nuclear  Cardiology  for 

Gary  Minfz,  MD 

Assessing  Lett  Ventricular 
Function— 

5:30  p.m.— Tissue  Characterization  by 
Echocardiography— 

Judith  Murphy,  MD 

K.  Chandrasekoran,  MD 

5:30  p.m.— Magnetic  Resonance 

Imaging  (MR!)  for  Assessing 

6:00  p.m.— Refreshments 

Lett  Ventricular  Function— 

Robert  MacMillan,  MD 
6:00  p.m.— Refreshments 

DESIGNED  FOR  THE  PHYSICIAN  IN  PRACTICE  FACED  WITH 
THE  CARE  OF  CRITICALLY  ILL  PATIENTS. 


CME  Category  ^ Credit  certified 
No  registration  fee  required 


Conferences  are  held  in  Justan  Classroom,  seventh  floor,  Hahnemanr\  Hospital,  Broad 
and  Vine  Streets,  Philadelphia,  PA  19102.  For  further  information  please  call 

(215)  448-7578. 
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S idy  to  expand  organ  donor  pool 


study  to  determine  the  total  num- 
h f of  potential  organ  donors  in  Penn- 
sylvania will  be  conducted  this  spring. 

The  Hospital  Research  Foundation 
(HRF),  the  Delaware  Valley  Transplant 
Program  (DVTP),  and  the  Pittsburgh 
Transplant  Foundation  (PTF),  will  con- 
duct the  study,  which  is  funded  by  a 
$128,000  federal  grant. 

Officials  of  the  three  organizations 
said  that  although  experts  generally 
agree  that  only  a small  percentage  of 
potential  organ  donors  actually  become 
donors  each  year,  little  research  has 
been  done  to  determine  the  total  num- 
ber of  potential  donors. 

Howard  M.  Nathan,  executive  direc- 
tor of  DVTP,  said  the  goal  is  to  arrive  at 
an  estimate  of  the  total  number  of 
hearts,  hvers,  and  kidneys  that  could  be 
recovered  from  medically  suitable  po- 
tential donors,  and  to  gather  informa- 
tion about  why  many  potential  donors 
2U"e  never  considered  for  donation.  “The 
ultimate  goal  is  to  increase  the  number 
of  organs  av2iilable  for  the  more  than 
1,200  patients  in  the  commonwealth 
(14,000  nationwide)  who  are  waiting  for 
an  organ  transplant,”  Nathan  said. 

Brian  Broznick,  director  of  operations 
of  PTF,  said  that  one  of  the  most  press- 
ing problems  in  the  field  of  sohd  organ 
transplantation  is  the  gap  between  the 
supply  of  organs  and  the  demand  or 


need  for  transplant  procedures.  “The 
main  question  facing  the  organ  procure- 
ment agencies  is:  How  large  is  the  sup- 
ply of  potential  donors  and  organs?” 
Broznick  said. 

Ted  J.  Ackroyd,  PhD,  chief  executive 
officer  of  HRF,  said  that  the  study  will 
need  the  support  of  aU  the  state’s  244 
referring  hospitals  to  be  successful.  Re- 
searchers wUl  seek  to  review  the  dis- 
charge summaries  and  records  of  every 
patient  65  or  younger  who  died  in  each 
participating  hospital  in  the  state  over 
a one-year  period.  “Strict  patient  confi- 
dentiality will  be  upheld,”  Ackroyd 
said.  “The  study  will  determine  how 
many  of  these  patients  could  have  been 
medically  suitable  for  organ  donation, 
and  compare  that  figure  to  how  many 
actually  became  donors.” 


Researchers  will  then  focus  on  those 
potential  donors  who  were  never  consid- 
ered for  donation,  and  why.  “The  more 
information  known  about  this  over- 
looked donor  pool,  the  more  efficient 
and  effective  the  intervention  can  be  to 
correct  referral  problems  and  increase 
the  number  of  organs,”  Nathan  said. 

The  results  of  the  study,  Nathan  said, 
will  also  help  DVTP  and  PTF  measure 
the  effect  of  “Required  Request”  legis- 
lation in  the  state,  and  will  be  used  to 
design  educational  efforts  aimed  at  hos- 
pitals and  at  different  sections  of  the 
public.  The  research  tools  developed 
during  the  study  will  be  made  aveiilable 
to  hospitals  and  other  org^m  procure- 
ment agencies  across  the  nation  to  help 
them  measure  the  effectiveness  of  their 
organ  recovery  activities. 


Organ  Donor  Awareness  Week,  April  25-30 


The  last  week  of  April  is  Organ  Donor 
Awareness  Week.  Physicians  are  encour- 
aged to  educate  their  patients  about  the 
need  for  donated  organs  and  tissue. 

According  to  health  department  guide- 
lines, organs  that  may  be  donated  include: 
the  heart,  kidneys,  liver,  lungs,  and  pan- 
creas. Tissues  that  may  be  donated  in- 
clude: the  eyes,  skin,  bone,  fascia  lata. 


heart  valves,  and  any  other  tissue  except 
blood. 

In  1986,  Pennsylvania  enacted  legislation 
to  increase  the  number  of  organs  and  tis- 
sues available  for  transplantation.  Act  141 
of  1986  requires  hospitals  to  develop  proto- 
col for  identifying  potential  organ  and  tissue 
donors  and  for  requesting  organ  and  tissue 
donation  when  appropriate. 


Blue  Shield  requests  billing  refunds 


Pennsylvania  Blue  Shield’s  Medical 
Review  Committee  requested  $215,000 
in  refunds  from  17  health  care  providers 
in  early  February. 

The  refunds  requested  are  for  ser- 
vices not  performed,  not  medically  nec- 
ess^u•y,  or  performed  to  a lesser  degree 
or  in  a different  manner  than  were 
billed. 

“The  dollars  we’ve  requested  in  re- 
funds reflect  Blue  Shield’s  ongoing 
commitment  to  controlling  costs  and 
making  sure  its  subscribers  are  receiv- 
ing appropriate,  medically  necessary 
care,”  Jon  Dubs,  Blue  Shield’s  director 
of  benefits  management,  said. 

The  16-member  committee  meets 
quarterly  at  Blue  Shield’s  headquarters 
to  review  cases  in  question.  Specialists 
in  osteopathy,  podiatry,  and  dental  sur- 
gery join  nine  doctors  of  medicine  and 


four  consumer  representatives  to  form 
the  committee.  Since  1980,  it  has  re- 
quested more  than  $7.2  million  in  re- 


Speeding  its  entry  into  the  pharma- 
ceutical industry,  Eastman  Kodak  Com- 
pany bought  out  Sterhng  Drug,  Inc.  in 
January.  Colby  H.  Chandler,  Kodak 
chairman  and  chief  executive  officer 
said,  “It  (the  merger)  will  make  us  an 
active  marketer  of  well-known  pharma- 
ceuticals.” 

Sterling  is  a worldwide  manufacturer 
and  marketer  of  prescription  products, 
over-the-counter  medicines,  and  con- 
sumer products  with  annual  sales  of  ap- 
proximately $2  biUion. 


funds  from  medical  practices  in  Penn- 
sylvania, including  a record  $2.2  milMon 
in  1987. 


Kodak  entered  the  pharmaceutical  in- 
dustry in  1984.  In  1986,  the  company 
formed  a pharmaceutical  division,  head- 
quartered in  Great  Valley,  PA,  to  cen- 
tralize its  pharmaceutical  research  and 
business  development  activities. 

Kodak  soon  wUl  have  fUed  investiga- 
tional new  drug  applications  for  more 
than  12  clinical  indications  for  products 
to  treat  cancer,  cardiovascular  illness, 
and  other  disorders. 

Organizationally,  Sterhng  wiU  oper- 
ate as  a subsidiary  of  Kodak. 


Kodak  acquires  Sterling  Drug 
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company  owned  and  directed  by  physicians 
just  like  you.  Physician  control— that’s  the 
PMSLIC  difference.  Today,  PMSLIC  insures 
more  than  7,000  practicing  physicians  in 
Pennsylvania,  and  we  can  give  you  a 
wide  range  of  cover^e  options  and 
accommodations.  Through  innovation, 
efficiency,  and  sensitivity,  we  can  provide 
coverage  that’s  right  for  you.  If  you’re  not 
currently  a PMSLIC  insured,  call  us  to  learn 
more  about  quality  protection. 


PMSLIC 
Box  303 

Lemoyne,  Pennsylvania  17043 

1 800  445  1212 


newsf?; 


igastructures  control  medicine,  trustee  says 


P ricia  L.  Hogg 

“Medicine  needs  doctors  who  under- 
stand bureaucracy  and  who  remain  in 
medical  practice,”  Herbert  C.  Perlman, 
MD,  said. 

Dr.  Perlman,  a radiologist  at  Carhsle 
Hospital,  is  the  new  trustee  for  the 
Fifth  District  of  the  Pennsylvania  Med- 
ical Society.  He  was  elected  at  the  Octo- 
ber 1987  meeting  of  the  House  of  Dele- 
gates. He  replaces  J.  Joseph  Danyo, 
MD,  of  York. 

“The  biggest  problem  facing  medi- 
cine today  is  the  physician’s  inabihty  to 
control  his  own  destiny,”  Dr.  Perlman 
said.  “Health  care  is  evolving  into 
larger  and  more  complex  dehvery  sys- 
tems. This  will  result  in  the  loss  of  an 
enormous  amount  of  control  by  doctors 
to  the  insurance  companies,  hospitals, 
corporations,  and  the  government.” 

A proactive  solution 

Realizing  the  growing  need  for  physi- 
cians to  have  more  control  over  their 
practices.  Dr.  Perlm^m  and  most  of  the 
doctors  at  Carlisle  Hospital  formed 
their  own  corporation.  “We  wanted  a 
nonpohtical,  independent  organization 
that  was  outside  of  the  medical  staff  by- 
laws and  could  act  as  a business,  negoti- 
ate with  other  entities,  and  form  joint 
ventures.  The  corporation  allows  us  to 
be  a partner  in  dehvery  systems  and 
permits  us  some  degree  of  control  over 
the  dehvery  system,”  he  said. 

The  corporation  most  of  the  medical 
staff  formed,  CMS,  Inc.,  has  estab- 
lished a joint  venture  corporation  in 
conjunction  with  Carhsle  Hospital  and 
Health  Services,  Inc.,  a nonprofit  entity 
formed  in  the  eeirly  1980s  by  the  Car- 
hsle Hospital.  The  joint  venture  is  cur- 
rently contracting  with  Silver  Spring 
HMO  and  serves  the  Carhsle  area. 

Despite  his  involvement  with  the 
HMO,  Dr.  Perhnan  said  he  is  only  in  fa- 
vor of  alternative  dehvery  systems  if 
doctors  control  them.  “I  disagree  with 
the  entire  concept  of  HMOs  because 
they  ration  care  and  because  they  take 
an  additional  shce  of  the  health  care  dol- 
lar from  <^he  patients  and  the  dehverers 
of  such  care— the  actual  providers.  Nev- 
ertheless, HMOs  are  here  and  we 
should  do  our  best  to  control  and  influ- 
ence them.” 


Dr.  Perlman  SEiid  that  in  the  central 
Pennsylvania  area  doctors  can  have  a 
great  degree  of  impact  on  an  HMO  be- 
cause the  area  is  relatively  isolated.  In 
other  communities  competition  may  be 
higher  and  such  control  by  doctors  may 
not  be  possible,  he  said. 

Education 

Dr.  Perlman’s  desire  to  understamd 
bureaucracy  and  pohtics  led  him  back 


to  school  in  1983.  He  received  a Mas- 
ter’s of  Pubhc  Administration  in  the 
health  planning  track  from  the  Pennsyl- 
vania State  University  in  1986. 

His  interest  in  health  planning  devel- 
oped when  he  served  on  a PMS  commit- 
tee comprised  of  physicians  from  Dau- 
phin and  Cumberland  Counties  that 
was  formed  to  study  alternative  dehv- 
ery systems  for  the  indigent.  Each  week 
a consult2mt  came  to  talk  to  the  mem- 
bers of  the  committee  and  Dr.  Perlman 
said  as  he  began  to  understand  how  al- 
ternative dehvery  systems  worked  he 
decided  to  go  back  to  school  to  get  ap- 
propriate credentials. 

Dr.  Perlman  said  his  classes  in  organi- 
zational functioning,  health  economics, 
and  health  planning  taught  him  how 
large  organizations  hke  the  Social  Secu- 
rity Administration  and  the  Depart- 
ment of  Health  work.  “I  was  exposed  to 
people  in  my  classes  who  were  studying 
to  be  health  planners  and  I learned  how 
the  fledghng  health  planners  and  the 


teachers  of  health  planners  think,”  Dr. 
Perlman  said.  “How  such  individuals 
think  does  not  necessarily  bode  well  for 
medicine  because  they  are  basically  an- 
tagonistic to  organized  medicine  and 
medicine  as  a whole.” 

Going  to  school  was  a fun,  but  tedi- 
ous experience.  Dr.  Perlman  said.  He 
said  the  hardest  part  was  writing  his 
master’s  thesis,  which  was  on  the  alter- 
native dehvery  system  he  helped  estab- 
hsh. 

Medical  training 

For  years  Dr.  Perlm2m  had  said  he 
wanted  to  be  a doctor.  His  uncle  was  a 
general  practitioner  and  he  used  to  go 
on  calls  with  him.  “I  guess  I became  a 
doctor  because  I started  to  say  I 
wanted  to— even  when  I was  a small 
child.  I have  not  regretted  it.” 

A chemistry  graduate  of  Ursinus  Col- 
lege, Dr.  Perlman  earned  his  medical  de- 
gree from  Jefferson  Medical  College  in 
1962.  He  did  an  internship  at  Philadel- 
phia General  Hospital  and  in  1963 
joined  the  Air  Force.  Originally,  he  had 
wanted  to  be  a surgeon,  but  was  as- 
signed to  obstetrics  in  the  service.  Dur- 
ing this  time  he  met  the  radiologist  at 
the  Air  Force  Hospital,  who  he  said  was 
the  most  stimulating  person  there.  “I 
chose  radiology  because  of  his  enthusi- 
asm,” Dr.  Perlman  said. 

In  1966  he  returned  to  Jefferson  to  do 
his  residency  in  radiology.  Afterwards, 
he  learned  angiography  at  the  Univer- 
sity of  Florida  in  Gainesville  and 
worked  at  Hahnemann  Medical  College 
and  Cooper  Hospital  for  three  years.  In 
1973  he  became  a radiologist  at  Carlisle 
Hospital,  and  later  served  as  chairman 
of  the  department  of  radiology  and 
medical  staff  president. 

Involvement  in  organized  medicine 

Dr.  Perlman  first  got  involved  in  a 
leadership  capacity  in  organized  medi- 
cine nearly  12  years  ago.  He  became 
secretary  of  the  Cumberland  County 
Medical  Society  in  1976,  a position  he 
held  for  1 1 years.  His  activity  with  the 
PMS  began  in  1974  when  he  was  on  the 
Council  on  Education  and  Science. 
Later  he  served  on  the  Council  on  Medi- 
cal Practice,  as  an  alternate  delegate  of 
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A story  of  success 

"Our  prartkeMpkd 
with  no  staff  imrease." 


Frank  A.  Yarussi,  M.D. 

Kathy  Curran,  medical  assistant 


“Our  practice  is  good.  So  good 
that  it’s  tripled  in  the  last  three 
years  with  no  increase  in 
administrative  staff. 

“How  could  we  handle  such  an 
increase  without  adding  staff?  The 
credit  goes  to  a Keystone 
Technologies  office  management 
system.  One  way  we  save  time  now 
is  with  paperless  claims.  Our 
processing  time  is  four  times  faster 
than  it  used  to  be. 

“Keystone’s  user  group  meetings 
also  are  a big  advantage.  We  get 
to  meet  with  other  office  staffs  and 
learn  each  other’s  shortcuts  when 
handling  unusual  situations.  And  we 
also  get  to  tell  Keystone  what  new 
capabilities  we’d  like  to  see  in  the 
system. 

“When  you  think 
about  how  often 
insurance  requirements 
change,  it  makes 
sense  to  go  with  Keystone 
Technologies.  Through  their 
association  with  Pennsylvania  Blue 
Shield,  Keystone  updates  our 
software  quickly  whenever  there  are 
changes  in  the  Blue  Shield  or 
Medicare  programs. 

“But  in  the  end,  the  most 
important  benefit  of  the  Keystone 
system  is  it  allows  us  more  time  to 
serve  our  patients.’’ 

Call  Keystone  Technologies  today. 
Soon,  you’ll  have  your  own  success 
story  to  tell. 


I Keystone 
I Technologies,  Inc. 

a subsidiary  of  Pennsylvania  Blue  Shield 


Camp  Hill  717-975-7158  Fort  Washington  215-628-8380 


Pittsburgh  412-829-1240 
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the  iiology  specialty  to  the  House  of 
D ' gates,  and  on  the  Committee  on 
K PRO  Oversight. 

Jr.  Perlman  also  belongs  to  the 
imerican  College  of  Radiology,  the  Ra- 
diological Society  of  North  America, 
the  American  Medical  Association,  and 
the  Pennsylvania  Radiological  Society. 
He  has  been  especially  active  in  the 
Pennsylvania  Radiological  Society 
(PRS),  serving  on  numerous  commit- 
tees, as  a PRS  representative  on  the 
Medical  Assistance  Advisory  Commit- 
tee to  the  Department  of  Public  Wel- 
fare, and  as  editor  of  the  PRS  Bulletin. 

“Being  involved  in  organized  medi- 
cine has  taken  a lot  of  time  and  because 
of  that  can  be  a source  of  frustration. 
But  I do  it  because  I like  to  and  because 
my  wife  encourages  me,”  Dr.  Perlman 
said. 

Home  life 

A resident  of  Carlisle,  Dr.  Perlman 
and  his  wife  have  four  children,  one  boy 
and  three  girls.  Dr.  Perlman’s  son,  the 
oldest,  is  a graduate  of  Hobart  College. 
His  oldest  daughter  is  attending  Jeffer- 
son Medical  College.  His  second  daugh- 
ter is  going  to  Wesleyan  College  in  Mid- 
dletown, Connecticut.  The  youngest  is  a 
senior  at  Carlisle  High  School.  Dr. 
Perlman’s  wife  is  a real  estate  broker. 

In  his  spare  time.  Dr.  Perlman  enjoys 
walking  with  his  wife,  reading  spy  and 
mystery  novels,  watching  television, 
and  playing  racquetball. 


The  future  of  medicine 

With  the  practice  of  medicine  not  get- 
ting any  easier.  Dr.  Perlman  sees  a need 
for  physicians  to  be  a more  active 
group.  “We  need  a higher  percentage  of 
doctors  belonging  to  organized  medi- 
cine, more  doctors  learning  the  process 
of  the  control  of  medicine  that  is  cur- 
rently being  exerted  by  other  groups, 
more  doctors  wilhng  to  spend  time  deal- 
ing with  the  bureaucracy  of  the  groups 
controlling  medicine,  a higher  commit- 
ment to  the  political  process,  and  a will- 
ingness to  spend  more  money  on  those 
organizations  that  protect  doctors.” 

Organized  medicine  should  also  strive 
to  initiate  two  new  relationships,  ac- 
cording to  Dr.  Perlman.  First,  PMS 
should  establish  better  haison  with  the 
Department  of  Health.  “The  depart- 
ment makes  overall  health  policy  for 
the  state  and  PMS  makes  policy  for  the 
doctors  of  the  state  and  I think  we 
should  work  together  formally  instead 
of  informaUy.” 

Second,  Dr.  Perlman  said  that  mem- 
bers of  organized  medicine  should  teach 
health  economics,  pohtical  issues,  and 
the  value  of  organized  medicine  in  medi- 
cal schools.  “Organized  medicine 
should  try  to  get  blocks  of  time  to  teach 
medical  students  to  expose  them  to 
non-full  time  faculty  physicians.  The 
leirger  group  of  doctors  working  in  the 
trenches  of  private  practice  should  ex- 
ert greater  influence  on  med  students 
by  relating  to  them  the  everyday  prob- 
lems of  the  private  practitioner,  their 
views  of  the  problems,  and  the  future  of 
medicine.” 
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ATTENTION  DOCTORS 

THE  ROAD  TO  YOUR  PROFESSIONAL  SUCCESS 

HEALTHCARt  begins  with  us  healthcare 

If  you  are  trained  in  family  practice  or  internal  medicine.  Board  Certified  or 
Eligible,  and  interested  in  establishing  a practice  in  Boston,  Connecticut, 
metropolitan  New  York,  New  Jersey,  Southeastern  Pennsylvania,  Delaware, 
or  Pittsburgh,  we  can; 

• Introduce  you  to  a number  of  our  primary  care  physicians  who  want 
to  expand  their  private  practices,  and  are  looking  for  associates. 

• Help  you  set  up  your  own  practice  by  arranging  office  sites  and  low 
interest  loans. 

US  Healthcare  can  help  you  become  an  established  medical  professional.  As 
the  HMO  of  private  physicians'  offices,  and  America's  fastest  growing  HMO, 
we  want  to  help  you  reach  your  professional  goals. 

Send  us  your  resume  and  an  indication  of  your  professional  objectives  and 
let  US  Healthcare  help  you  fulfill  your  career  and  financial  goals. 

WRITE:  Medical  Director,  US  Healthcare,  980  Jolly  Road,  P.O.  Box  1 1 09, 

Blue  Bell,  PA  19422 
OR  CALL:  1-215-283-6888 
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You  know— perhaps  firsthand— how  treating  a borderline 
patient  can  become  a vicious  circle.The  harder  you  try  to  help,  the 
more  resistant  or  even  abusive  your  patient  becomes,  until  both 
of  you  are  left  frustrated  and  ediausted. 

But  how  do  you  break  the  therapeutic  deadlock?  Changing 
therapists  may  only  begin  the  cycle  all  over  again.  And  a brief 
hospital  stay  usually  produces  only  temporary  improvement. 

At  Sheppard  Pratt,  our  experience  has  shown  that  specialized 
inpatient  treatment,  coupled  with  the  opportunity  for  a longer 
hospital  stay,  may  be  the  only  effective  way  to  interrupt  this  pattern 
of  behavior  and  uncover  and  resolve  the  deep-seated  problems 
underlying  the  patient’s  longstanding  difficulties. 

The  Personality  Disorder  Treatment  Program  at  Sheppard 
Pratt  is  designed  to  provide  such  long-term  care.  Our  objective  is 
to  bring  about  lasting  improvement  in  patients  with  personality 
disorders. 

The  process  is  not  easy.  Serious  personality  disorders  do  not 
lend  themselves  to  a “quick  fix.”  But  we  are  encouraged  by  the 
number  of  our  patients  who  have,  in  time,  broken  out  of  the 
vicious  circle. 

If  you  would  like  to  know  more  about  the 
Sheppard  Pratt  approach  to  the  borderline  patient 
and  other  patients  with  severe  personality 
disorders,  contact  the  Admissions  Office, 

(301)339-4070,  The  Sheppard  and  Enoch  Pratt 
Hospital,  6501  North  Charles  Street,  PO.  Box 
6815,  Baltimore,  MD  21285-6815. 


THE  PERSONALITY 
DISORDER  TREATMENT 
PROGRAM 


r neric  drug  formulary  adds  new  drugs 


in  additional  34  generic  drugs  have 
een  approved  for  inclusion  in  the  offi- 
cial generic  drug  formulary. 

Health  Secretary  N.  Mark  Richards, 
MD,  said  that  the  Independent  Regula- 
tory Review  Commission  (IRRC)  has 
approved  a department  proposal  to  add 
34  generic  brands  to  the  formulary,  in- 
cluding carbazepine  equivalent  to  Te- 
gretal,  prescribed  to  help  control  sei- 
zures, and  warfarin  equivalent  to 
Coumadin,  prescribed  to  help  stroke 
victims  and  post-surgical  heart  pa- 
tients. 

“The  purpose  of  generic  drugs  is  to 
ensure  that  consumers  can  get  the  high- 
est possible  quahty  medicine  at  the  low- 
est possible  price,  and  the  latest  addi- 
tions reflect  this  philosophy,”  Dr.  Rich- 
ards said.  “For  instance,  Catapres  is 
prescribed  to  help  relieve  high  blood 
pressure.  By  approving  generic  ver- 


sions distributed  by  six  different  com- 
panies, we  are  fostering  competition  in 
the  marketplace,  and  hence  lower 
prices. 

“We  have  also  added  four  generic  ver- 
sions of  Tohnase,  a drug  used  to  control 
mild  diabetes,”  Dr.  Richards  said. 

Other  drugs  and  their  chemical  or  ge- 
neric names  added  to  the  formulary  are 
as  follows: 

• Symmetrel  (amantadine  hydro- 
chloride)—prescribed  for  Parkinson’s 
disease 

• Midamor  (amiloride  hydrochlor- 
ide)—prescribed  as  adjunctive  therapy 
for  certain  heart  diseases 

• Clomid  (chlomiphene  hydrochlor- 
ide)—prescribed  for  female  infertility 

• Inderide  (hydrochlorothiazide/pro- 
pranolol)—prescribed  for  high  blood 
pressure 

• Desyrel  (trazodone  hydrochloride)— 


prescribed  to  relieve  depression 

• Depakene  (valproic  acid)— pre- 
scribed to  treat  epilepsy 

• Isoptin  (verapamil  hydrochloride)— 
prescribed  for  certain  heart  patients 
with  angina 

• Soma  Compound  (aspirin/carisopro- 
dol)— a combination  pain  reliever  and 
muscle  relaxer 

• Equagesic  (aspirin/meprobamate)— 
prescribed  for  pain  accompanied  by  ten- 
sion and/or  anxiety 

• Norpace  (disopyramide  phosphate) 
—prescribed  to  help  patients  with  irreg- 
ular heart  beats 

• Aldoril  (hydrochlorothiazide/meth- 
yldopa)— prescribed  for  severe  high 
blood  pressure 

The  additions  will  be  in  effect  offi- 
cially upon  publication  in  the  Pennsyl- 
vania Bulletin,  which  is  expected  to  oc- 
cur in  March,  Dr.  Richards  said. 


Pitt  study  supports  chemotherapy  after  surgery 


Two  studies  headed  at  the  University 
of  Pittsburgh  School  of  Medicine  show 
that  chemotherapy  treatments  after 
surgery  can  save  the  lives  of  colorectal 
patients. 

Colorectal  cancers,  the  second  most 
common  cancers  in  the  United  States, 
strike  140,000  people  each  year.  The 
studies  show  that  postoperative,  adju- 
vant combination  chemotherapy  can 
significantly  increase  survival  rates 
from  these  diseases. 

Clinical  trials  on  1,721  patients  were 
conducted  by  the  National  Surgical  Ad- 
juvant Breast  and  Bowel  Project 
(NSABP)  under  the  direction  of 
Bernard  Fisher,  MD,  distinguished  pro- 
fessor of  surgery.  University  of  Pitts- 
burgh School  of  Medicine,  and  his  asso- 
ciates, Norman  Wolmark,  MD, 
professor  of  surgery.  University  of 
Pittsburgh  School  of  Medicine,  and 
Howard  Rockette,  PhD,  professor  of 
biostatistics.  Graduate  School  of  Public 
Health,  University  of  Pittsburgh.  The 
research  was  funded  by  the  National 
Cancer  Institute  (NCI). 

In  the  colon  cancer  study,  1,166  pa- 
tients with  Dukes  B or  Dukes  C carci- 
noma were  randomly  assigned  to  treat- 
ment groups  after  surgery  to  remove 
the  tumor.  The  first  treatment  group  re- 


ceived no  additional  therapy,  the  second 
group  received  postoperative  chemo- 
therapy with  5-fluorouracil,  semustine, 
and  vincristine  (MOF),  2md  the  third 
group  received  postoperative  BCG,  a 
nonspecific  immunomodulator.  Five- 
year  survival  rates  and  disease-free  sur- 
vival rates  were  compared.  The  results 
are  as  follows: 

• Patients  treated  with  chemother- 
apy had  a significant  increase  in 
disease-free  survival.  The  odds  of  a pa- 
tient having  a recurrence  of  cancer  in 
five  years  was  29  percent  greater  in  the 
group  that  had  only  surgery.  The  popu- 
lation of  patients  who  did  not  have  can- 
cer reoccurrence  in  five  years  was  51 
percent  in  those  who  received  only  sur- 
gery compared  to  58  percent  in  the  che- 
motherapy treated  group. 

• In  patients  who  did  not  receive  che- 
motherapy the  odds  of  dying  were  31 
percent  greater  in  five  years  when  com- 
pared to  a similar  group  who  did  receive 
the  chemotherapy.  The  five-year  sur- 
vival for  patients  in  the  group  with  sur- 
gery alone  was  59  percent  compared 
with  the  ones  who  also  had  chemother- 
apy, 67  percent. 

This  study  was  conducted  between 
November  1977  and  February  1983  and 
involved  39  institutions  in  the  U.S.  and 


Canada. 

The  rectal  cancer  study  involved  555 
patients  with  Dukes  B and  C rectal  can- 
cers. They  also  were  randomly  assigned 
to  treatment  groups  after  surgical  re- 
moval of  the  tumor. 

The  first  treatment  group  received  no 
additional  therapy,  the  second  group  re- 
ceived chemotherapy  with  MOF,  and 
the  third  group  received  radiation. 
Again,  five-year  survival  rates  were 
compared.  The  results  are  as  follows: 

• MOF  significantly  improved  the 
disease-free  survivad  and  the  survival  of 
males  but  not  females.  In  males,  the 
odds  of  survival  were  93  percent  greater 
when  given  chemotherapy.  In  the  men 
receiving  chemotherapy  67  percent  sur- 
vived five  years  whereas  only  37  per- 
cent were  alive  when  no  therapy  was 
given. 

• Radiation  therapy  had  no  effect  on 
survival  or  disease-free  survival  but  did 
reduce  the  local-regional  recurrence 
from  25  percent  to  16  percent. 

This  study  was  conducted  between 
November  1977  and  October  1986  and 
involved  20  centers. 

Future  studies  of  the  NSABP  involve 
testing  other  chemotherapy  agents  and 
their  effects  when  given  in  conjunction 
with  radiation. 
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Radiology  is  a medical  specialty  that 
uses  X-rays  and  modem  technology  to 
assist  in  the  diagnosis  and  treatment 
of  disease. 

In  1895,  William  Conrad  Rbntgen,  a 
German  professor  of  physics,  placed 
his  hand  between  an  electrified  gas- 
filled  tube  and  a chemical  coated 
cardboard  that  glowed  when  exposed 
to  light,  producing  an  “X-ray”  of  his 
hand.  The  discovery  of  radioactivity 
by  the  Curies  (who  first  used  the 
term),  Henri  Becquerel  and  others  pro- 
vided the  foundation  for  this  specialty. 
Among  its  early  beneficiaries  were 
World  War  I soldiers,  as  X-rays  helped 
to  diagnose  injuries  and  locate  bullets. 

Today’s  radiologist,  the  specialist  most 
often  consulted  by  other  physicians, 
has  a potent  arsenal  at  his  disposal: 
CAT  scans,  ultrasound,  MRI, 
radioisotopes,  and  radiation  therapy 
assist  in  the  diagnosis  and  treatment 
of  disease. 

Your  Thrift  Drug  pharmacist  dispenses 
a wide  range  of  medications  and  is  an 
expert  on  how  they  work  and  interact 
with  other  drugs.  Thrift  Drug: 
specialists  backed  by  a half  century  of 
concern  and  performance. 


Thrift  Drug 

The  One  You  Can  Trust 
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P iiladelphia  libraries  show  special  collections 


ae  16  member  libraries  of  the  Phila- 
di  iphia  Area  Consortium  of  Special  Col- 
lections Libraries  (PACSCL)  will 
present  an  exhibition  of  nearly  250  rare 
books,  manuscripts,  and  works  of  art. 

The  exhibit,  entitled  “Legacies  of  Ge- 
nius: A Celebration  of  Philadelphia  Li- 
braries,” opens  April  16  and  runs 
through  September  25,  1988.  The  ad- 
joining galleries  of  The  Historical  Soci- 
ety of  Pennsylvania  and  The  Library 
Company  of  Philadelphia  at  1300  Lo- 
cust Street  will  house  the  exhibit. 

Highlights  of  the  collection  include 
selections  from  literature,  children’s 
classics,  American  history,  art  and  ar- 
chitecture, natural  history,  physical  sci- 
ence, medicine,  and  religion. 

The  medical  collection  features  Vesa- 
lius’s  anatomical  charts  (1543),  Har- 
vey’s description  of  the  circulation  of 
blood  (1628),  the  original  manuscript 
Constitution  of  the  American  Medical 
Association  (1846),  and  Roentgen’s  dis- 
covery of  the  X-ray  (1896). 

The  display  also  features  rare  manu- 


scripts and  first  editions  of  pieces  such 
as  Chaucer’s  Canterbury  Tales,  Swift’s 
Gulliver's  Travels,  Dickens’s  Pickwick 
Papers,  Poe’s  Murders  in  the  Rue 
Morgue,  and  Lewis  Carroll’s  Alice  in 
Wonderland,  as  well  as  Dante’s  “Divine 
Comedy”  and  the  King  James  version 
of  the  Bible. 

Other  treasures  include  a copy  of  Col- 
umbus’s letter  to  Ferdinand  and  Isa- 
bella announcing  his  discovery  of  the 
Indies  (printed  in  1493),  a prehminary 
proof  of  the  first  printing  of  the  Decla- 
ration of  Independence,  and  the  original 
journals  of  Lewis  and  Clark  (1806). 

Visitors  can  also  see  architectural 
plans  for  the  United  States  Capitol  by 
Philadelphia  architect  Thomas  U.  Wal- 
ter (1855),  Darwin’s  letter  to  Lyell  an- 
nouncing his  Origin  of  Species,  the  first 
published  account  of  Copernicus’s  con- 
troversial theory  that  the  sun  is  the  cen- 
ter of  the  universe  (1543),  the  first 
stored  computer  program  (1945),  2md  a 
13th  century  French  Psalter,  illumi- 
nated in  gold. 


Special  events  include  workshops  for 
adults  and  children,  symposia,  brown 
bag  lunches,  and  guided  tours  by  ap- 
pointment. 

Nobel  laureate  physician 
hosts  documentary 


Baruch  Samuel  Blumberg,  MD,  Phil- 
adelphia’s Nobel  laureate  physician, 
hosted  Plagues,  an  hour  long  documen- 


Nobel  Prize  winner  Baruch  Blumberg,  MD, 
a cancer  researcher  at  the  Fox  Chase  Can- 
cer Center  in  Philadelphia,  hosted  a docu- 
mentary on  plagues,  which  was  televised 
last  January. 

tary  that  was  aired  last  January.  The 
show  examined  the  spread  of  epidemics, 
including  malaria,  cholera,  the  Spanish 
flu.  Legionnaire’s  disease,  and  AIDS. 

Dr.  Baruch,  vice  president  for  popula- 
tion oncology.  Fox  Chase  Cancer  Center, 
Philadelphia,  and  professor  of  medicine 
and  anthropology  at  the  University  of 
Pennsylv2uiia,  explained  how  diseases 
develop,  how  some  are  controlled,  why 
some  will  never  be  ehminated,  and  why 
others— like  AIDS— will  develop  de- 
spite advanced  scientific  efforts. 

Dr.  Baruch  won  the  Nobel  Prize  in 
medicine  in  1976  for  his  discovery  of  the 
Austraha  antigen  in  human  blood  and 
its  association  with  serum  hepatitis.  He 
also  has  won  numerous  other  awards 
and  honorary  degrees  for  his  work,  in- 
cluding the  Distinguished  Service 
Award,  the  Pennsylvania  Medical  Socie- 
ty’s highest  honor. 


Do  you  know  someone  who  needs  nursing  care 
in  their  home?  'm  a 'V 

We  have  a 
special  person  to 
take  care  of  your 
special 
person. 

Medical  Personnel  Pool 


Are  your  patients  entitled  and/or  eligible  tor 
Medicare  benefits'^  If  you  are  not  sure  call  MEDI- 
CAL PERSONNEL  POOL  and  we  will  help  you  gel 
the  answer  Bear  m mind  that  a person  need  not 
be  a Social  Security  recipient  or  over  65  to  re- 
ceive Medicare  services  People  who  are  dis- 
abled lor  2 years  or  more  are  eligible  as  are  peo- 
ple who  are  in  dialysis  lor  6 months  or  longer 
MEDICAL  PERSONNEL  POOL  provides  a full 
range  of  HOME  HEALTH  SERVICES,  as  well  as 
private  duty  nursing  We  provide  most  of  these 
services  m the  home  as  well  as  in  the  hospital 
and  nursing  home 


'Allentown  434-7277 
Harrisburg  233-2444 


Lebanon  272-5214  'Philadelphia  663-0700 
Monroeville  824-6730  'Pittsburgh  683-2227 
'Reading  372-4611 

'Medicare  Certified  Home  Health  Agency 
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PHILADELPHIA  HEART  INSTITUTE 
Presbyterian-University  of 
Pennsylvania  Medical  Center 

presents 

MINI-SYMPOSroM 
HYPERTENSION  UPDATE:  1988 


Thursday,  May  26,  1988 
3:00-7:00  p.m. 


3:00  p.m. 


3:45  p.m. 


4:30  p.m. 
4:45  p.m. 


5:30  p.m. 


Moderator: 

Ami  S.  Iskandrian,  M.D. 

Philadelphia  Heart  Institute 

ACE  Inhibitors  and  hypertension: 

An  overview 
JAMES  C.  MELBY,  M.D. 

Professor  of  Medicine  and  Physiology 

Chief,  Section  of  Endocrinology  and  Metabolism 

Boston  University  Medical  Center 

Regression  of  left  ventricular  hypertrophy  in  hypertension 
RICHARD  B.  DEVEREUX,  M.D. 

Associate  Professor  of  Medicine 

Director,  Adult  Echocardiography  Laboratory 

New  York  Hospital/Cornell  Medical  Center 

Break 

Progression  of  renal  disease  and  ACE  inhibitors 

BURTON  ROSE,  M.D. 

Associate  Professor  of  Medicine 
Harvard  Medical  School 
Director  of  Clinical  Nephrology 
Brigham  and  Women’s  Hospital 

Panel  Discussion 

JAMES  C.  MELBY,  M.D.,  RICHARD  B.  DEVEREUX,  M.D., 

BURTON  ROSE,  M.D. 

Presbyterian-University  of  Pennsylvania  Medical  Center  Faculty: 
JOSEPH  H.  BREZIN,  M.D.,  GARO  GARIBIAN,  M.D., 

LEONARD  HOROWITZ,  M.D.,  BERNARD  L.  SEGAL,  M.D., 
ROBERT  M.  STOTE,  M.D.,  GARY  VIGILANTE,  M.D. 


6:30  p.m.  Closing  Remarks 

BERNARD  L.  SEGAL,  M.D. 

Director,  Philadelphia  Heart  Institute 

Scheie  Eye  Institute  Auditorium 
Presbyterian-University  of  Pennsylvania  Medical  Center 
39th  & Market  Streets 
Philadelphia,  Pennsylvania 

No  Registration  Fee 
R.S.V.P.  to  (215)  662-8627 
(Symposium  limited  to  150) 

“The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  tor  Continuing  Medical  Education 
to  sponsor  continuing  medical  education  for  physicians.  The  University  of  Pennsylvania  School  of  Medicine  designates  this 
Continuing  Medical  Education  activity  for  3.5  credit  hours  in  Category  I of  the  Physician’s  Recognition  Award  of  the  American 
Medical  Association.” 

* Supported  by  an  educational  grant  from  Merck  Sharp  and,  Dohme 


news'" 
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r *nnsylvania  taxes  retirement  plan  proceeds 


F oert  A.  Wade,  JD 

Retirement  plans,  once  the  recipients 
of  favorable  tax  treatment,  have  been 
attacked  again— this  time  at  the  state 
level.  Under  recent  inheritance  tax  reg- 
ulations, Pennsylvania  now  taxes  plan 
proceeds  when  a resident  who  possesses 
the  right  to  borrow  from  the  plan  dies, 
whether  or  not  he  actually  exercises 
that  right.  And,  even  though  one’s  bor- 
rowing privileges  may  be  limited  to  the 
lesser  of  one-half  of  one’s  vested  inter- 
est or  $50,000,  such  privileges  will  lead 
to  taxation  of  the  entire  plan  account. 

By  statute,  Pennsylvania  exempts 
plan  proceeds  from  inheritance  taxation 
if  one  of  two  criteria  is  met— the  pro- 
ceeds are  exempt  from  federal  estate 
taxation  or  the  decedent  did  not,  at 
death,  have  the  current  right  to  possess 
or  enjoy  the  plan  benefits.  No  retire- 
ment plan  proceeds  are  exempt  these 
days  from  federal  estate  tax.  Therefore, 
plan  proceeds  can  be  exempted  only  if 
one  does  not  have  the  current  right  to 
possess  or  enjoy  them.  With  no  limita- 


tion or  explanation,  the  Pennsylvania 
Department  of  Revenue  states  that  one 
indicium  of  the  current  right  to  “pos- 
sess or  enjoy”  plan  proceeds  is  “the 
right  to  borrow.” 

The  abihty  to  borrow  from  one’s  re- 
tirement plan  has,  in  the  past,  been  im- 
portant for  many  people.  Borrowing 
yielded  interest  deductions  on  the  bor- 
rower’s return  for  the  interest  paid  to 
the  plan,  and  the  interest  received  by 
the  plan  compounded  tax  deferred.  As  a 
ready  source  of  cash,  a retirement  plan 
was  simply  unbeatable.  However,  be- 
cause of  recent  federed  tax  law  changes 
no  interest  deduction  is  available  for 
people  who  borrow  from  their  plans.  In 
addition,  loans  must  be  amortized  over 
no  more  than  a five-year  period,  and 
“piggybacking”  (the  practice  of  churn- 


Mr.  Wade  is  a partner  in  the  firm  of  Kalogre- 
dis  and  Wade  Law  Associates,  Ltd.,  in 
Wayne,  Pennsylvania. 


ing  loans  to  keep  an  outstanding 
$50,000  balance)  is  prohibited.  In  short, 
most  of  the  benefits  of  plam  borrowing 
are  gone. 

Accordingly,  the  answer  for  many 
people  (particularly  for  those  in  solo  cor- 
porate practices)  wiU  be  to  remove  any 
borrowing  provision  from  their  plans 
unless  they  absolutely  feel  they  need  ac- 
cess to  the  cash  in  their  plans— 
disregarding  tax  benefits  or  inheritance 
tax  consequences.  In  groups,  it  will  be 
harder.  It  may  be  that  some  people  in  a 
group  practice  wiU  want  or  need  to  re- 
tain borrowing  as  an  option  while  oth- 
ers will  not  want  to  chance  having  their 
plan  benefits  subject  to  inheritance  tax. 
In  those  cases,  making  borrowing  an 
elective  privilege  may  be  the  answer.  If 
one  wishes  to  be  able  to  borrow,  one 
would  have  to  affirmatively  elect  the 
right  or  lose  it  forever.  Those  who  would 
not  want  to  take  the  risk  of  taxation 
would  not  elect.  Those  who  need  to  bor- 
row would  elect. 


Physician  gets  social  responsibility  award 


James  Jones,  MD,  a Harrisburg  pedi- 
atrician, received  the  Broad  Street 
Pump  Award  from  Physicians  for  Social 
Responsibility  (PSR)  at  its  national 
meeting  in  Washington,  D.C.,  in  March. 
The  award  recognizes  an  outstanding 
individual  commitment  to  the  preven- 
tion of  nuclear  war. 

Dr.  Jones  was  honored  for  his  leader- 
ship in  broadening  and  expanding  the 
educational  activities  of  the 
Harrisburg/Hershey  PSR  chapter.  Un- 
der his  leadership,  the  chapter  not  only 
has  educated  Pennsylvania  residents 
about  the  dangers  of  a continued  nu- 
clear arms  race  and  the  non- 
survivabihty  of  nuclear  war,  but  also 
has  developed  a course  on  nuclear  is- 
sues for  medical  students  at  Pennsylva- 
nia State  University. 

In  1987,  Dr.  Jones  organized  “US/ 
USSR  Art  Project:  Art  as  a Universal 
Language”  in  cooperation  with  a local 
school  district.  The  exchange  of  art 
projects  between  students  in  Moscow 
and  Hershey  received  accolades  from 


participants  and  attracted  media  atten- 
tion in  both  countries. 

Dr.  Jones  attended  the  1987  Interna- 
tional Physicians  for  the  Prevention  of 
Nuclear  War  Congress  in  the  Soviet 
Union,  and  he  lectures  frequently  about 
the  efforts  of  physicians  around  the 
world  to  draw  attention  to  the  dangers 
of  nuclear  war. 

The  Broad  Street  Pump  Award  is  pre- 
sented annually  to  an  activist  from  each 
of  PSR’s  seven  regions.  The  pump  owes 
its  fame  to  anesthesiologist  John  Snow, 


The  American  Medical  Association 
will  offer  members  one  of  three  new  ben- 
efit packages  in  1988.  The  new  pack- 
ages are  the  first  of  a series  of  steps  in  a 
new  AMA  program  to  address  the  dif- 
fering needs  of  its  membership. 

The  program,  which  was  developed  in 
conjunction  with  the  MAC  Group,  a 
consulting  group  in  Cambridge,  Massa- 
chusetts, classifies  members  into  one  of 


who  helped  curtail  a cholera  outbreak  in 
London  in  the  middle  of  the  19th  cen- 
tury by  identifying  the  Broad  Street 
water  pump  as  the  source  of  the  disease 
and  notifying  city  officials  of  his  find- 
ing. 

Physicians  for  Social  Responsibility 
was  founded  in  1961  to  involve  the  med- 
ical community  and  the  general  public 
in  efforts  to  prevent  nuclear  war.  PSR’s 
membership  and  supporters  number 
60,000,  with  more  than  150  chapters  na- 
tionwide. 


three  market  segments.  The  first  seg- 
ment seeks  primarily  broad  representa- 
tion from  the  AMA.  The  second  looks 
to  the  AMA  mostly  for  economic  repre- 
sentation. The  third  is  most  interested 
in  receiving  medical  education  and  in- 
formation from  the  AMA. 

Members  will  be  able  to  select  the  tai- 
lored membership  benefit  program  that 
best  corresponds  to  their  needs. 


AMA  offers  new  benefit  packages  in  1988 
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OVER  3000  PATIENTS 
AND  THEIR  PHYSICIANS  HAVE 
USED  OUR  LITHOTRIPTER  SERVICE. 


In  a field  where  experience  is 
often  measured  in  days  or  months, 
the  Mid-Atlantic  Kidney  Stone  . 
Center  stands  apart.  With  nearly 
three  years  of  expertise  as  a litho- 
tripsy service,  we  have  treated 
more  than  3000  kidney  stone  pa- 
tients resulting  in  a high  degree  of 
confidence  by  referring  physi- 
cians in  New  Jersey,  Eastern 
Pennsylvania,  metropolitan 
New  York,  and  Delaware. 

Our  concern  for  the  patient’s 
well-being  is  central  to  our  con- 


cept of  good  patient  care.  Our  pro- 
fessional staff  prepares  the  patients 
for  every  aspect  of  treatment  with 
warmth  and  understanding.  We 
spend  a great  deal  of  time  with  pa- 
tients to  reassure  them  and  explain 
the  procedure.  And  patients  appre- 
ciate the  personalized  care  of  the 
Mid-Atlantic  Kidney  Stone  Center. 

Our  relationship  with  referring 
physicians  ensures  quality  care  by 
providing  timely  communica- 


THEMIDATLANTIC 
KIDNEY  STONE  CENTER 

A LITHOTRIPTER  SERVICE 
One  Brick  Road.  Suite  103 
Marlton,  NJ  08053 


tions  during  your  patient’s  treat- 
ment. In  addition,  we  are  avail- 
able 24  hours  a day  for  pre-  and 
post-treatment  consultation.  We 
believe  this  cooperation  between 
the  referring  urologist  and  the 
staff  at  Mid-Atlantic  is  essential 
to  effective  treatment  and  recov- 
ery. To  find  out  more  about  our 
service,  or  to  obtain  staff  privi- 
leges at  the  Mid- Atlantic  Kidney 
Stone  Center,  call  (609)  983- 
7337.  Outside  of  New  Jersey, 
call  (800)  53-LITHO. 


Managed  by  MEDIQ  Healthcare  Resources,  Inc. 


r ipital  commentary 

x3r.  Harrop  testifies  at  tort  reform  hearings 


Robert  H.  Craig  Jr. 

Conversation  in  the  corridors  of  the 
State  Capitol  after  a legislative 
public  hearing  is  likely  to  include  the 
question,  “How  did  we  do?”  After  more 
than  twenty  five  minutes  of  testimony 
before  the  House  Judiciary  Committee 
on  February  25,  1988,  the  answer  for 
PMS  President  Donald  E.  Harrop,  MD, 
was  that  the  Pennsylvania  Medical  So- 
ciety not  only  “survived”  the  day,  but 
definitely  improved  its  image  among 
legislators  on  the  medical  habihty  and 
tort  reform  issues. 

Although  the  pubhc  hearing  before 
14  members  of  the  Judiciary  Commit- 
tee was  formally  called  to  consider  “the 
Adequacy  of  Current  Judicial  and  Com- 
mercial Loss  Compensation  Systems,” 
Dr.  Harrop’s  testimony  focused  on  the 
number  one  PMS  legislative  priority, 
medical  habihty  and  tort  reform.  Dr. 
Harrop  told  the  Committee  that  “from 
extensive  travels  across  the  state  in  the 
last  three  years,  I know  that  there  is  no 
other  subject  of  greater  concern  to  our 
(PMS)  members  and  to  your  personal 
physician  than  the  habihty  crisis.”  Dr. 
Heirrop  was  supported  at  the  hearing 
by  the  presence  of  21  auxihans  and  phy- 


Jerry  L.  Rothenberger 

sicians  who  made  the  trip  to  Harrisburg 
to  lobby  their  legislators  on  the  Com- 
mittee. 

During  his  prepared  presentation  to 


PMS  President  Donald  E.  Harrop,  MD, 
presents  the  State  Society’s  testimony  on 
tort  reform  at  the  House  Judiciary  Commit- 
tee's public  hearing  on  February  25.  Dr. 
Harrop  advocated  passage  of  House  Bills 
1828-1834,  the  seven  bill  Civil  Justice  Co- 
alition iegislative  package.  He  focused  on 
HB  1834,  the  bill  that  specifically  ad- 
dresses the  medical  liability  crisis. 


Larry  L.  Light 

the  Committee,  Dr.  Harrop  cahed  the 
attention  of  legislators  to  the  behef  that 
the  “system  wouldn’t  be  so  expensive  if 
more  of  the  money  went  to  the  injured 
person.”  He  noted  that  “presently  less 
than  half  of  the  money  paid  into  the 
tort  system  ever  goes  to  an  injured  per- 
son. Most  of  it  stays  in  the  legal  sys- 
tem, and  a lot  of  it  is  consumed  in  de- 
fending nonmeritorious  cases.”  Dr. 
Harrop  also  informed  the  Committee 
members  that  “physicians  in  Pennsyl- 
vania, through  their  state  medical  soci- 
ety, have  devoted  a tremendous  amount 
of  time  and  money  in  an  effort  to  secure 
meaningful  disciphne  of  doctors  and  to 
reduce  the  risk  of  incompetency  to  the 
pubhc.”  He  said  he  was  proud  of  this 
record  and  observed  that  he  had  no 
doubt  that  the  “physicians  of  Pennsyl- 
vania recognize  their  responsibility  to 
practice  quality  medicine  and  have 
taken  every  reasonable  step  to  assure 
the  pubhc  safety.” 

Dr.  Harrop  aggressively  attacked  the 
assertion  “that  the  habihty  crisis  is  all 
the  fault  of  a few  bad  doctors.”  He  told 
the  Committee  that  36.7  percent  of  ah 
physicians  have  been  sued  at  least  once, 
and  that  in  some  specialties  that  figure 
is  as  high  as  75  percent. 

Dr.  Harrop’s  testimony  advocated 
passage  of  House  Bih  1834,  amending 
the  Health  Care  Services  Malpractice 
Law,  and  the  entire  seven  bih  Civil  Jus- 
tice Coahtion  legislative  package,  which 
includes  House  Bih  1834. 

Listed  below  are  the  major  provisions 
of  House  Bih  1834 

• Expert  Witness  Qualifications.  Re- 
quires current  personal  experience  and 
practical  familiarity  with  the  medical 
subject.  Requires  expert  to  be  actively 
engaged  in  direct  patient  care  in  that 
subject  and  to  be  board  certified  if  the 
defendant  is. 

• Informed  Consent.  Requirement 


The  authors  are  the  staff  of  the  Council  on 
Governmental  Relations.  Mr.  Craig  is  direc- 
tor. Mr.  Rothenberger  is  assistant  director, 
and  Mr.  Light  is  legislative  liaison. 


The  seats  were  filled  at  the  House  Judiciary  Committee’s  public  hearing  on  tort  reform. 
Twenty-one  PMS  auxilians  and  physicians  attended  the  hearing  to  lobby  their  legislators 
and  to  support  Dr.  Harrop,  who  gave  testimony  on  behalf  of  PMS. 
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BAMKLEUMI 

YOUR  GLOBAL  CONNECTION 


o With  more  than  400  branches  and  offices  on  5 continents, 
Bank  Leumi  is  Israel’s  leading  financial  group  and  is  ranked 
among  the  100  largest  banks  in  the  world. 

A consistent  commitment  to  sophisticated  services  and 
advanced  facilities  enables  Bank  Leumi  to  effectively 
serve  the  diversified  needs  uf  enterprising  clientele. 

Let  us  show  you  how  a financial  group  ^ ^ 

with  over  80  years  exfxrience  and  assets  Jr  / 

exceeding  U.S.  $24  billion  can  benefit  you.  , 

When  you  need  professional  banking 
services,  turn  to  Bank  Leumi. 

Worhiwide,  we’re  your 
connection  to  more 
profitable  busing.  - 


Zurich 

Geneva 

Frankfurt  a/M 
Milan 
Antwerp 
Montevideo 
Punta  del  Este 


Buenos  Aires 
Sao  Paulo 
Santiago,  Chile 
Mexico  City 
Panama  City 
Cayman  Islands 
Caracas 


Curacao 
Johannesburg 
Hong  Kong 
Melbourne 


New  York* 

Los  Angeles* 

Encino* 

Miami 

Chicago* 

Philadelphia* 

Toronto 


Montreal 

London 

Leeds 

Paris 

Marseille 

Strasbourg 

Lyon 


i 'pifS  plot 


Philadelphia  Branch* 
1511  Walnut  St. 
Philadelphia,  PA  19102 
Tel:  (215)299-4400 
Telex:  173090 


Bank  Leumi  Le  lsrael  B.M. 
Head  Office: 

24-32  Yehuda  Halevi  St. 
Tel  Aviv  65546 
Tel:  (03)  632111 
Telex:  33586  LEUMI  IL 


*Member  FDIC 
Deposit  Insured  to  $100,000 


With  over  400  branches  and  offices  world-wide.  Assets  over  24  Billion 


capitr’  >mnentairy 


liiP'  to  major  invasive  procedures. 
PrO;.  dy  signed  consent  form  estab- 
Ks  s informed  consent. 

Statute  of  Limitations.  Maximum 
c two  years  from  the  date  of  discovery 
with  a maximum  of  three  years  from 
the  date  of  the  event.  There  are  excep- 
tions for  foreign  objects  left  in  a body 
and  actions  relating  to  minors. 

• CAT  Fund.  Eliminates  CAT  Fund 
involvement  in  the  settlement  of  cases 
valued  over  the  basic  limits  ($200,000), 
extends  CAT  Fund  coverage  to  third 
party  claims  and  antitrust  claims 
against  medical  staff  review  commit- 
tees, and  requires  reporting  of  settle- 
ments, awards,  and  judgments  in  ex- 
cess of  $200,000  by  insurers  to  health 
care  provider  licensure  boards. 

• Delay  Damages.  Prohibits  delay 
damages  except  when  there  is  a finding 
of  dilatory,  obdurate,  or  vexatious 
actions. 

• Joint  Legislative  Committee  on 
Professional  Liability.  Strengthens  and 
expands  the  current  “1006”  Commit- 
tee. 


• Frivolous  Lawsuits.  Allows  the 
court  to  sanction  attorneys  parties  who 
bring  dilatory  and  frivolous  motions, 
claims,  and  defenses.  The  sanction  may 
include  reasonable  expenses,  including 
a reasonable  attorney  fee. 

• Collateral  Sources.  Permits  the  in- 
troduction into  evidence  of  pubhc  and 
group  benefits  received  by  the  plaintiff. 
Included  as  pubhc  benefits  would  be  so- 
cial security  and  workers’  compensa- 
tion. Group  benefits  would  include  ben- 
efits for  which  the  claimant  has  paid 
less  than  50  percent  of  the  cost.  The  ex- 
istence of  any  subrogation  rights  would 
also  be  admissible  as  evidence. 

• Comparative  Negligence  (Joint  and 
Several  Liability).  Would  hold  a defen- 
dant hable  for  his  proportional  share  of 
noneconomic  damages  where  the  defen- 
dant’s responsibihty  is  10  percent  or 
less  of  the  total  or  the  defendant’s  re- 
sponsibihty is  less  than  the  plaintiff’s. 
In  ah  other  cases  multiple  defendants 
whl  remain  jointly  and  sever ahy  hable 
for  noneconomic  damages  and  in  all 
cases  for  economic  damages. 

• Punitive  Damages.  Allows  an 
award  of  punitive  damages,  over  and 
above  compensatory  damages,  when 


clear  and  convincing  evidence  shows  an 
evil  motive  or  known  high  degree  of  risk 
to  another  party.  Punitive  damages 
could  not  exceed  200  percent  of  com- 
pensatory damages  and  could  not  be 
supported  by  a showing  of  gross  negh- 
gence. 

• Reduction  of  Awards  to  Present 
Worth.  Require  the  reduction  of  dam- 
ages awarded  for  future  loss  of  earning 
power  to  present  worth  in  actions  for 
bodily  injury  or  death.  The  Secretary  of 
Banking  would  be  required  to  compute 
the  formula  by  applying  a simple  inter- 
est discount  factor  equal  to  the  average 
yearly  index  of  five-year  United  States 
Government  note  interest  rates. 

Other  organizations  presenting  testi- 
mony at  the  hearings  were:  AFL-CIO, 
Civil  Justice  Co^dition,  Pennsylvania 
Trial  Lawyers  Association,  Pennsylva- 
nia Association  of  Township  Supervi- 
sors, People’s  Medical  Society,  Pennsyl- 
vania Recreational  Park  Society, 
YMCA,  National  Campaign  against 
Toxic  Waste,  National  Insurance  Con- 
sumer Organization,  Pennsylvania  In- 
stitute of  Certified  Pubhc  Accountants, 
and  the  Sierra  Club.  □ 
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Effect  of  Medical  versus  Surgical  Therapy  for  Coronarv 
Disease  / PETER  PEDUZZL  PhD,  ct  al. 

Electrophysiological  Testing  and  Nonsustained  Ventricular 
Tachycardia  ' PETER  R KOWfi\,  MD,  ct  al. 

Residual  Coronart'  Arters’  Stenosis  after  Thromboh'tic 
Therapy  / LOWEI.f.  E.  SATI  HR,  MIX  ct  af. 


Assessment  of  Aortic  Regurgitation  by  Doppler 
Ultrasound  / PAUL  A.  GRAYBL'RN.  MD.  ct  .il. 


Embolic  Risk  Due  to  Left  Ventricular  Thrombi 
JOHNR  STRAITON.  MD 

Hemodj'namic  Effects  of  Diltiazem  in  Chronic  Heart 
Failure  ' DANIEL  L.  KL'UCK,  MD,  ct  al, 

Cardiovascular  Reserse  in  Idiopathic  Dilated 
Cardiomyopathy  •'  RR'.KV  D l.ATHAM,  *MD,  ct  al. 

Overview  • Coronary  Angioplasty:  Evolving  Applications 
GEORGE  W VE  TROVEC.  MD 


•Journals  reviewed  include:  Circulation.  American  Heart  Journal , 
Journal  of  the  American  College  of  Cardiology,  British  Heart 
Journal.  Chest.  The  American  Journal  of  Cardiology,  The  New 
England  Journal  of  Medicine.  Annals  of  Internal  Medicine, 
American  Journal  of  Medicine,  and  The  Journal  of  the  American 
Medical  Association. 
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Argon  laser  arterial  recanalization 


Teruo  Matsumoto,  MD,  PhD,  FACS 
Nobuhiro  Koyanagi,  MD 

The  Argon  laser  coupled  with  a 
metal  encased  sapphire  tipped  fi- 
beroptic system  increased  stenotic  arte- 
rial diameter  through  the  combined  ef- 
fects of  laser  energy  emitted  through 
its  laser  window  and  heated  probe  tip.’ 
Based  on  our  clinical  experiences,  we 
previously  clarified  the  hmitations  and 
indications  of  Argon  laser  arterial  re- 
canahzation  (ALAR)  for  severe  athero- 
sclerosis of  the  lower  extremities,  and 
reported  favorable  results  of  laser 
thrombectomy  and  suprapophteal  by- 
pass following  ALAR  of  the  popliteal 
artery.2  Fogarty  balloon  catheter  is  fre- 
quently incapable  of  removing  the  fibro- 
muscular  hyperplasia  and  thrombus  in 
late  graft  occlusion,®  and  infrapophteal 
bypass  stiU  remains  unfavorable  when 
compared  to  suprapophteal  bypass. 

The  objective  of  this  study  is  to  eval- 
uate ALAR  and  emphasize  its  possible 
usefulness  in  such  selected  chnical  cir- 
cumstances as  thrombectomy  in  late 
graft  failure  and  conversion  of  an  infra- 
pophteal to  a suprapophteal  bypass. 

Materials  and  methods 
With  Food  and  Drug  Administration 
(FDA)  and  Institutional  Review  Bo^d 
(IRB)  approval,  informed  consent  was 
obtained  from  all  participants  prior  to 
performing  procedures. 

Argon  laser  (Trimedyne  Model  900) 
with  a 2 mm  metal  encased  sapphire 
tipped  quartz  fiber  delivery  system 
(Figure  1)  was  used.  Entry  of  the  laser 
probe  was  facUitated  by  use  of  the  an- 
gioscope"*  or  introducer  sheath  with  or 
without  arteriotomy.  The  probe  was  ad- 


The  authors  are  affiliated  with  the  Depart- 
ment of  Surgery  at  Hahnemann  University 
School  of  Medicine,  Philadelphia.  All  reprints 
requests  should  be  sent  to:  Teruo  Matsumoto, 
MD,  PhD,  FACS,  Professor  and  Chairman, 
Department  of  Surgery,  Hahnemann  Univer- 
sity, Broad  and  Vine  Streets,  Philadelphia, 
PA  19102. 


Yeng  Yang,  MD 
Joseph  DuPree,  MS 


Figure  1.  A.  Front  view  of  the  laser  probe. 
Note  window  at  the  tip. 

B.  Side  view  of  the  laser  probe.  Twenty 
percent  of  the  laser  light  emerges  from  the 
window. 


David  Naide,  MD 

vanced  to  the  stenosis  or  occlusion,  and 
12  watts  of  laser  energy  apphed  in  ten 
second  pulses  with  three  second  inter- 
vals until  free  passage  was  noted  (Fig- 
ure 2).  Successful  recanahzation  of  oc- 
clusive lesions  was  confirmed  visuahy 
by  the  angioscope  and  intraoperative 
arteriogram.  Continuous  pressurized 
sahne  infusion  aUowed  intraluminal  vi- 
suahzation  and  prevented  fusion  of  the 
probe  to  the  arterial  wall.  In  thrombec- 
tomy, Fogarty  balloon  thrombectomy 
followed  through  the  laser  recanahzed 
channel.  The  operative  technique  is  de- 
scribed in  detail  elsewhere.® 

Fifteen  thrombectomies  of  polytetra- 
fluoroethylene  (PTFE)  grafts  on  14  pa- 
tients, and  21  laser  recanalizations  of 
the  distal  segment  of  the  popbteal  ar- 
tery with  suprapophteal  bypass  on  21 
patients  were  completed  in  the  past  18 
months.  The  patient  population  was  20 
males,  15  females,  with  an  age  range  of 
45-85  years  at  an  average  age  of  68.  Fif- 
teen patients  were  diabetic,  nine  hyper- 
tensive, eight  were  both,  and  21  pa- 
tients had  one  to  three  previous 


Figure  2.  A schematic  drawing  of  the  incision  and  probe  insertion  for  an  infrapopliteal 
laser  arterioplasty. 
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byp;  -es  at  the  time  of  admission.  The 
thr:  .oectomized  patients  received 

se  a femoral  pophteal  and  four  aorta 
fr  loral  and  four  femoral  femoral  PTFE 
■ rafts  three  months  to  five  years  ago 
with  a median  of  two  years.  Indications 
included  less  than  three  block  intermit- 
tent claudication  in  11  patients,  rest 
pain  in  18,  and  gangrene  of  the  distal 
foot  in  six.  Patients  with  thrombosed 
graft  underwent  unsuccessful  strepto- 
kinase and/or  urokinase  therapy  36  to 
48  hours  before  surgery.  Under  stan- 
dard conditions,  utilizing  currently  ac- 
cepted surgical  procedures,  21  cases 
would  have  required  infrapopUteal  ar- 
tery bypasses.  Those  involving  supra- 
popliteal  artery  occlusion  with  distal 
run-off  that  required  stand2ird  femoral 
suprapophteal  artery  bypass  were  ex- 
cluded from  this  study. 

Results 

In  all  the  occluded  PTFE  grafts,  con- 
ventional balloon  thrombectomy  was 
attempted  and  unsuccessful.  Argon  la- 
ser thrombectomy  was  attempted  in  15 
cases  and  resulted  in  successful  recana- 
hzation  of  all  the  grafts  (immediate  suc- 
cess rate  100%).  Additional  bypasses 
were  constructed  distally  in  five  pa- 
tients and  proximally  in  one  to  the  la- 
sered  graft.  Of  14  patients  with  laser 
thrombectomy,  one  patient  had  aorta- 


femoral  and  femoral-pophteal  bypasses 
implanted  two  years  prior  to  readmis- 
sion with  a history  of  a cold  foot  for 
three  days,  rest  pain,  and  gangrene.  La- 
ser thrombectomy  successfully  recana- 
lized the  occluded  femoral  popliteal 
graft.  Five  weeks  later  he  was  readmit- 
ted with  thombosis  of  aorta  femoral 
graft,  and  repeated  laser  thrombectomy 
corrected  the  situation.  When  he  visited 
the  outpatient  office  one  month  postop- 
eratively,  he  complained  of  neurological 
deficits  and  severe  rest  pain  with  mottl- 
ing of  the  entire  foot  for  at  least  36 
hours  without  adequate  distal  runoff, 
and  amputation  followed.  In  the  re- 
maining 13  cases,  symptoms  were  re- 
heved  and  lasered  PTFE  grafts  were 
confirmed  patent  at  follow-up  period. 
The  patency  rate  was  87  percent. 

Laser  arterioplasty  of  the  pophteal 
artery  was  initially  attempted  in  25  pa- 
tients, and  failed  to  recaneihze  in  four 
due  to  severe  calcification  throughout 
the  lumen  (immediate  success  rate 
84%).  In  all  of  the  21  cases  with  laser 
arterioplasty  of  the  distal  segment  of 
the  pophteal  artery  to  convert  a below- 
to  an  above-knee  bypass,  increased 
ankle/arm  index  and  the  disappearance 
of  rest  pain  were  observed  postopera- 
tively.  (Figure  3 shows  pre  and  postop- 
erative arteriograms  in  a patient.)  Five 
patients  were  admitted  with  gangrene, 
two  healed  spontaneously,  and  three  re- 
quired hmited  distal  foot  amputation 
with  no  further  complications.  Two  pa- 


Figure 3.  A.  A typical  preoperative  arteriogram  showing  complete  occlusion  of  the  mid- 
dle and  distal  popliteal  arteries  with  collaterals. 

B.  A completion  arteriogram  of  the  same  patient  after  successful  popliteal  and  tibiopero- 
neal  trunk  laser  arterioplasty.  Note  the  patent  tibial  arteries. 


tients  died  of  myocardial  infarction. 
One  patient  required  an  extension  of 
the  b5q)ass  to  the  tibial  artery,  and  an- 
other developed  a graft  occlusion  at 
four  months.  Of  the  remaining  17  pa- 
tients, all  were  asymptomatic  in  a 
foUow-up  period  up  to  18  months,  with 
a patent  b3qjass  confirmed  by  doppler 
flowmetry  and/or  digital  subtraction 
angiography.  The  overaU  patency  rate 
was  89  percent. 

There  was  one  laser  caused  perfora- 
tion that  was  immediately  corrected  by 
surgery.  The  average  time  required  for 
laser  arterioplasty  or  thrombectomy 
was  less  than  10  minutes  after  isolation 
of  the  artery  or  PTFE  graft. 

Comments 

Thrombectomy  in  early  failed  grafts 
is  successful  using  a Fogarty  balloon 
catheter.  In  later  failed  grafts,  however, 
balloon  catheters  frequently  are  incapa- 
ble of  passing  through  and  removing 
more  organized  thrombi  and  fibromus- 
cular  lesions  related  to  anastomotic  hy- 
perplasia of  the  intima.^  The  same  is 
true  of  thrombolytic  therapy.  In  con- 
trast, laser  thromboablation  is  attrac- 
tive. Labs  et  al.®  reported  a 100  percent 
feasibihty  of  laser  thrombectomy  in  ex- 
perimentally induced  occlusion  of 
PTFE  graft.  Though  the  laser  deUvery 
system  used  in  this  study  had  a small 
sized  tip  (2  mm),  restoration  of  a suffi- 
cient blood  flow,  confirmed  by  angios- 
cope  and/or  intraoperative  arteriogram, 
was  obtained  in  aU  cases.  In  addition, 
we  confirmed  that  Argon  laser  energy 
used  against  PTFE  graft  was  less  haz- 
ardous than  that  against  dacron  graft,'' 
and  actually  experienced  neither  anas- 
tomotic disruption  nor  graft  perfora- 
tion.^ ALAR  provided  favorable  out- 
comes in  all  patients  except  one  with 
multigraft  occlusion.  This  indicated  fea- 
sibility of  its  use  in  occluded  PTFE 
graft. 

InfrapopUteal  bypass  remains  unfa- 
vorable when  compEired  to  suprapopli- 
teal  bypass.  Use  of  reverse  saphenous 
vein  bypass  is  recommended.  Further 
efforts  to  improve  the  result  of  infrapo- 
pUteal artery  bypass  through  use  of  an 
in  situ  saphenous  vein  bypass  have 
been  encouraged  by  some  authors.  Use 
of  non-reverse  saphenous  vein  bypass 
and  saphenous  vein  in  situ  bypass  un- 
der angioscopic  visualization  have  been 
developed  and  reported.®®  However, 
such  a procedure  requires  a much 
longer  operative  time  and  an  adequate, 
greater  saphenous  vein. 

ALAR  of  the  distal  segment  of  the 
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renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
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Indications:  Yocon  ® is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 
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creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug. '*■2  Also  dizziness, 
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erectile  impotence.  i ^ ^ 1 tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
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pop!'  al  artery  was  successfully  per- 
for!'  d in  21  patients  without  perfora- 
tic  of  arterial  wall.  Studies  completed 
o amputated  limbs,  prior  to  any  clini- 
c d work,  indicated  that  cross  sections 
of  stenosed  and  occluded  arteries  har- 
vested from  amputated  legs  benefited 
from  coaxial  laser  recanahzation  that 
provided  a satisfactory  lumen."®  Sixty- 
six  percent  of  the  lumens  were  centrally 
located,  24  percent  slightly  off  center, 
and  12  percent  were  near  the  vessel  wall 


without  perforation.  In  addition,  disper- 
sive x-ray  spectroscopic  dot  map  stud- 
ies indicated  a gradual  decrease  in  cal- 
cium density  from  the  arterial  wall  to 
its  lumen.'  These  findings  correspond 
to  the  above  results.  With  advanced 
atherosclerosis,  calcium  deposits  de- 
crease in  density  from  the  inner  portion 
of  the  vessel  wall  to  the  luminal  center 
in  the  beginning.  But  eventually  the  cal- 
cium is  deposited  uniformsdly  through- 
out the  occluded  lumen.  ALAR  is  only 
possible  when  the  center  portion  of  the 
occluded  artery  is  not  yet  densely  calci- 
fied. Lawrence  et  al.'®  reported  that 


while  the  use  of  Argon  laser  had  poten- 
tial for  the  resection  of  non  calcified  ath- 
erosclerotic plaques,  its  effect  on  ather- 
osclerotic plaques  became  less 
predictable  as  the  plaque  increased  its 
density  with  calcification.  Though 
ALAR  failed  to  recanabze  the  popliteal 
artery  in  four  (16%)  of  25  cases  in  this 
study,  infrapopliteal  arterioplasty 
would  be  possible  in  a large  percentage 
of  patients,  and  infrapopliteal  artery 
bypass  could  be  converted  to  suprapo- 
phteal  artery  bypass  in  those  with  at 
least  one  distal  runoff  artery  patent  to 
the  popliteal  artery.  Of  these  converted 
above-knee  femoral  popliteal  bypasses, 
89  percent  are  functioning  at  present. 

Summary 

Our  study  indicates  that  ALAR  has 
significant  potential  for  increasing  sal- 
vage of  PTFE  graft  with  late  failure, 
recanalization  of  segmental  occlusions 
of  the  SFA,  and  most  importantly,  to 
open  segmentaUy  occluded  distal  popli- 
teal arteries  in  order  to  convert  a below- 
to  an  above-knee  bypass.  In  view  of  the 
unexpected  perforation,  we  recommend 
ALAR  to  be  performed  in  the  operating 
suite  by  experienced  vascular  surgeons. 
Clinical  results  were  successful  as  long 
as  18  months.  A long-term  follow-up 
study  is  needed  before  routine  use.  □ 
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In  a recent  survey,  4,120  participating  physicians  gave 
us  their  views^  on  INDERAL  LA  in  the  treatment  of 
hypertension,  angina  and  migraine. 

INDERAL  LA  is  their  preferred 
beta  blocker 

. . .of  the  nearly  three  out  of  four  physicians  responding 
to  the  questionnaire,  an  impressive  97%  rated  INDERAL 
LA  good  to  excellent  for  overall  performance.  Virtually  all 
cited  efficacy,  tolerability,  long-term  cardiovascular  pro- 
tection and  once-daily  convenience  as  important  factors 
in  their  choosing  to  prescribe  INDERAL  LA. 

INDERAL  LA  promotes  patient 

compliance 

. . .Virtually  every  responding  physician  rated  patient  sat- 
isfaction with  INDERAL  LA  to  be  as  good  as,  or  better 
than,  other  beta  blockers. 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used  in  the  presence 
of  congestive  heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree  and  bronchial  asthma. 
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BRIEF  SUMMARY  (FOR  FUU  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 


INDERAL*^  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  of  propranolol  hydro- 
chloride. INOERAL  LA  is  available  as  60  mg,  80  mg,  120  mg,  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective,  beta-adrenergic  receptor-blocking 
agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  competes  with  beta-ad- 
renergic receptor-stimulating  agents  for  available  receptor  sites.  When  access  to  beta-receptor  sites 
is  blocked  by  INOERAL,  the  chronotropic,  inotropic,  and  vasodilator  responses  to  beta- 
adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (60,  80,  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours  and  the 
apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24-hour  period  the 
areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the  capsules  are  approxi- 
mately 60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of  INDERAL  Tablets.  The  lower 
AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of  propranolol,  resulting  from  the  slower 
rate  of  absorption  of  propranolol.  Over  a twenty-four  (24)  hour  period,  blood  levels  are  fairly  constant 
for  about  twelve  (12)  hours  then  decline  exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional  propranolol 
and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four  times  daily  dosing 
with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional  propranolol,  a possible  need 
tor  retitration  upwards  should  be  considered  especially  to  maintain  effectiveness  at  the  end  of  the 
dosing  interval.  In  most  clinical  settings,  however,  such  as  hypertension  or  angina  where  there  is  little 
correlation  between  plasma  levels  and  clinical  effect,  INDERAL  LA  has  been  therapeutically  equiva- 
lent to  the  same  mg  dose  of  conventional  INDERALas  assessed  by  24-hour  effects  on  blood  pressure 
and  on  24-hour  exercise  responses  of  heart  rate,  systolic  pressure,  and  rate  pressure  product. 
INDERAL  LA  can  provide  effective  beta  blockade  for  a 24-hour  period. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  management  of 
hypertension:  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive  agents, 
particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of  hypertensive 
emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  tor  the  prophylaxis  of  common  migraine  headache.  The 
efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been  established 
and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hypertrophic 
subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced  angina,  palpitations, 
and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The  effectiveness  of  propranolol 
hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of  the  elevated  outflow  pressure 
gradient  which  is  exacerbated  by  beta-receptor  stimulation.  Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus  bradycar- 
dia and  greater  than  first-degree  block;  3)  bronchial  asthma:  4)  congestive  heart  failure  (see  WARN- 
INGS) unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL. 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  supporting 
circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in  overt  congestive  heart 
failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not 
abolish  the  inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  biockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or  INDERAL 
should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina  and, 
in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  INDERAL  therapy. 
Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage  should  be  gradually  re- 
duced over  at  least  a few  weeks,  and  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  INDERAL  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  INDERAL  therapy  and  take 
other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since  coronary 
artery  disease  may  be  unrecognized,  it  may  be  prudent  to  foilow  the  above  advice  in  patients 
considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for 
other  indications. 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  — PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS.  INDERAL 
should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by  endogenous 
and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor 
agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine  or  isopro- 
terenol. However,  such  patients  may  be  subject  to  protracted  severe  hypotension.  Difficulty  in  start- 
ing and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA:  Beta  blockers  should  be  used  with  caution  in  diabetic  patients  if 
a beta-blocking  agent  is  required.  Beta  blockers  may  mask  tachycardia  occurring  with  hypoglycemia, 
but  other  manifestations  such  as  dizziness  and  sweating  may  not  be  significantly  affected.  Following 
insulin-induced  hypoglycemia,  propranolol  may  cause  a delay  in  the  recovery  of  blood  glucose  to 
normal  levels. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  Therefore, 
abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of  hyperthyroid- 
ism, including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests,  increasing  T4  and 
reverse  T3,  and  decreasing  T3. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  reported  In 
which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a demand 
pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

PRECAUTIONS.  GENERAL:  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of  hyperten- 
sive emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be  told 
that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a return  of 
increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  (propranolol  HCI)  is  adminisfered.  The  added 
catecholamine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic 
nervous  activity  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks, 
or  orthostatic  hypotension. 

Caution  shouid  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a calcium- 
channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  depress  myocardial 
contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomitant  intravenous  use  of  a 
beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions,  especially  in  patients  with 
severe  cardiomyopathy,  congestive  heart  failure,  or  recent  myocardial  infarction. 

Alummum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol. 

Ethanol  slows  fhe  rate  of  absorption  of  propranolol. 

Phenytoin,  phenobarbitone,  and  rilampin  accelerate  propranolol  clearance. 

Chlorpromazine,  when  used  concomitantly  with  propranolol,  results  in  increased  plasma  levels  of 
bofh  drugs. 

Antipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with  propranolol. 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly  with 
propranolol. 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and  increasing 
blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol. 

CARCINOGENESIS.  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in  both 
rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant  drug-in- 
duced toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels.  Reproduc- 
tive studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be  used 
during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypotension; 
paresthesia  of  hands;  thrombocytopenic  purpura:  arterial  insufficiency,  usually  of  the  Raynaud  type. 

Central  Nervous  System:  Light-headedness;  mental  depression  manifested  by  insomnia,  lassitude, 
weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual  disturbances;  hallu- 
cinations: vivid  dreams;  an  acute  reversible  syndrome  characterized  by  disorientation  for  time  and 
place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychomefrics.  For  immediate  formulations,  fatigue,  lethargy,  and  vivid  dreams 
appear  dose  related. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  constipa- 
tion, mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  and 
sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm. 

Hematotogic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 

Miscellaneous:  Alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence,  and 
Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes  and  conjunctivas  reported  for  a beta  blocker  (practolol)  have  not  been  associated 
with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  tor  administration  once  daily.  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  effect  is 
maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  INDERAL. 
INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may  be  necessary, 
especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

HYPERTENSION  — Dosage  must  be  individualized.  The  usual  initial  dosage  is80mglNDERALLA 
once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be  increased  to  120  mg  once 
daily  or  higher  until  adequate  blood  pressure  control  is  achieved.  The  usual  maintenance  dosage  is 
120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640  mg  may  be  required.  The  time  needed  for 
full  hyperfensive  response  to  a given  dosage  is  variable  and  may  range  from  a few  days  to  several 
weeks. 

ANGINA  PECTORIS — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA  once  daily, 
dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal  response  is 
obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the  average  optimal  dosage 
appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and  safety  of  dosage  exceeding  320  mg 
per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS). 

MIGRAINE — Dosage  must  be  individuaiized.  The  initial  oral  dose  is  60  mg  INDERAL  LA  once  daily. 
The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be  increased  gradually  to 
achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not  obtained  within  four  to  six 
weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should  be  discontinued.  It  may  be 
advisable  to  withdraw  the  drug  gradually  over  a period  of  several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS-  80-160  mg  INDERAL  LA  once  daily. 

PEDIATRIC  DOSAGE  — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  limited  to 
permit  adequate  directions  for  use. 

'•'The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 
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MR  UPDATE — 

MRl  Advances  the  Detection  of  Musculoskeletal  Disease 


KNEE  EXAMINATION 

HISTORY:  This  44-year-old  female  recently  sus- 
tained a knee  injury  and  has  clinical  evidence  of  abnormal 
laxity  of  the  posterior  cruciate  ligament. 

SCAN:  This  parasagittal  view  near  the  midline  clearly 
demonstrates  avulsion  of  the  posterior  cruciate  ligament 
(large  arrow).  The  ligament  is  normally  attached  at  its 
femoral  origin.  Total  avulsion  of  the  ligament  has  occured 
near  its  tibial  insertion,  the  expected  position  of  which  is 
marked  by  the  small  arrow.  The  higher  intensity  (lighter) 
material  at  the  tip  of  the  small  arrow  represents  hemarthro- 
sis  consequent  to  the  recent  injury. 


MRI  HIGHLIGHTS:  The  ligamentous  structures  of  the  knee  are  routinely  well  demonstrated  by  surface 
coil  MRI.  Surface  coil  imaging  is  essential  for  the  special  resolution  needed  in  this  area.  Surface  coil  MRI  is  also  useful 
for  demonstrating  meniscal  injuries.  Frank  meniscal  disruption  may  be  seen  and  confirmed  at  arthroscopy.  Since 
the  articular  surfaces,  bone  detail,  and  extra-articular  structures  are  also  shown  by  MRI,  MRI  is  highly  competitive 
with  contrast  arthrography.  MR  requires  no  painful  injection  and  no  ionizing  radiation.  MRI  is  also  the  procedure 
of  choice  for  imaging  aseptic  necrosis  of  the  hip  and  other  musculoskeletal  diseases. 
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Health  Images  facilities  operate  their  MRI  systems  with  all  available  upgrades  including  contiguous  thin  slices, 
high  resolution  head  and  body  coils,  state  of  the  art  surface  coils,  and  cardiac  gating. 
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Health  Images  facilities  are  a community 
resource  available  to  all  area  physicians. 
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P ;,cognizing  physician  impairment 

Jt  jith  S.  Samkoff,  MD 
Pjbert  W.  McDermott,  MD 

This  article  is  the  first  in  a series  on  the  impaired  physician.  It 
defines  and  explains  the  prevalence,  natural  history,  and  recogni- 
tion of  impairment.  The  second  and  third  articles  in  the  series  will 
cover  the  Impaired  Physician  Program  of  the  Pennsylvania  Medi- 
cal Society  and  current  topics  and  problems  concerning  impair- 
ment in  physicians. 


Definition 

Impairment  is  said  to  occur  when  per- 
sonal problems  (e.g.,  chemical  depen- 
dency, emotional  disorders,  physical  dis- 
ability) interfere  with  the  physician’s 
abihty  to  function  in  his  profession  and 
in  his  personal  Ufe.  The  spectrum  of  im- 
pairment runs  from  mild  disturbance  of 
the  physician’s  family  life  to  total  in- 
ability to  carry  out  professional  respon- 
sibilities. Any  part  of  this  spectrum 
may  be  seen  at  any  stage  in  a physi- 
cian’s career. 

Physician  impairment  is  costly  in 
terms  of  decreased  productivity,  danger 
to  patients,  lawsuits,  and  the  need  for  a 
lengthy  rehabihtation  process.  Primary 
prevention  would  be  the  ideal  way  to 
avoid  these  costs,  and  many  hospitals 
and  medical  schools  are  implementing 
programs  for  that  purpose.  Strategies 
for  early  treatment  and  rehabilitation 
can  play  a key  role  in  reducing  the  mor- 
bidity and  mortality  associated  with 
physician  impairment,  but  they  require 
that  the  impairment  be  recognized. 

Physicians  do  not  diagnose  impair- 
ment in  themselves  or  their  colleagues 
as  easily  as  they  diagnose  coronary  ar- 
tery stenosis  or  peptic  ulcer  disease. 
Generally,  there  is  massive  denial  of  im- 
pairment on  the  part  of  the  physician, 
his  family,  and  his  peers.'  Acknowledg- 
ment of  impairment  carries  consider- 
able social  stigma  as  well  as  the  threat 
of  economic  loss.  There  is  widespread 
ignorance  in  the  profession  concerning 
impairment.^  Because  of  the  conspiracy 
of  silence  regarding  even  recognized  im- 
pairment, only  the  most  overt  manifes- 
tations are  reported,  leading  to  long  de- 
lays in  intervention  more  often  than 
not. 

In  this  paper  we  sketch  briefly  what 
is  known  about  the  prevalence  and  nat- 
ural history  of  physician  impairment 


and  emphasize  signs  by  which  it  may  be 
recognized. 

Prevalence 

Because  most  cases  of  physician  im- 
pairment rem2iin  undetected  or  ignored 
until  some  catastrophe  ensues,  the 
prevalence  of  impairment  is  unknown, 
but  could  be  as  high  as  20  percent."  Na- 
tionally, the  frequency  of  causes  of  iden- 
tified impairment  is  reported  as  follows: 
alcohol  and  other  mood-altering  drugs, 
40%;  alcohol  alone,  35%;  other  drugs 
10%;  mental  illness,  10%;  and  physical 
disability  (including  senile  dementia), 
5%.'' 

Most  of  the  research  and  clinical  work 
on  physician  impairment  has  focused 
on  problems  of  chemical  dependency. 
Alcohol  is  the  most  commonly  abused 
substance  and  the  most  addictive.® 
Eight  to  ten  percent  of  physicians  are 
alcoholics,®  as  is  the  case  for  American 
adults  as  a whole.  Sedative/hypnotics, 
narcotics,  and  stimulants  may  be 
abused,  frequently  in  combination  with 
alcohol.  Physicians  are  more  likely  than 
other  professionals  to  be  addicted  to 
narcotics,  presumably  because  of  easier 
access.^  Fentanyl,  in  particular,  is  be- 
coming popular  as  the  drug  of  choice  of 
anesthesiology  residents  who  are  abus- 
ing drugs.®  Cocaine  use  by  physicians  is 


Dr.  Samkoff  is  a graduate  of  the  Medical  Col- 
lege of  Pennsylvania  and  earned  her  master's 
degree  in  epidemiology  from  Johns  Hopkins 
University.  Several  national  journals  have 
published  her  articles.  Dr.  McDermott  is  the 
director  of  the  Impaired  Physicians  Program 
of  the  Pennsylvania  Medical  Society.  Greg- 
ory K.  Gable  and  Jane  R.  Krebs,  RN,  BSN, 
MS,  also  on  the  staff  of  the  Committee  on  the 
Impaired  Physician,  helped  in  preparing  this 
article. 


proportional  to  its  use  in  the  general 
population,  and  is  on  the  increase,  espe- 
cially among  younger  physicians.®  By 
specialty,  chemical  abuse  is  seen  most 
frequently  in  psychiatrists,  anesthesiol- 
ogists, and  neurosurgeons.  In  a study 
of  the  first  1,000  physicians  treated  by 
the  impaired  physicians  program  of  the 
Medical  Association  of  Georgia,  the 
most  commonly  abused  drugs  were  al- 
cohol, meperidine,  and  diazepam.'®  An- 
esthesiologists were  more  hkely  them 
other  physicians  to  use  narcotics,  to 
take  drugs  intravenously,  and  to  be  po- 
lydrug addicted.  Parenteral  drug  use 
was  found  to  be  on  the  rise  in  recent 
years. 

After  chemical  dependency,  the  next 
most  common  category  of  conditions 
causing  impairment  of  physicians  is 
emotional  illness,  which  Pfifferhng  esti- 
mates affects  10  percent  of  physicians. 
Up  to  30  percent  of  interns  experience 
profound  clinical  depression  in  the  first 
six  months  of  their  training,  and  it  has 
been  reported  that  15  to  20  percent  of 
medical  students  experience  emotional 
problems  during  their  schooling."  Mal- 
practice stress  syndrome  is  a newly  rec- 
ognized cause  of  emotional  impairment 
of  physici^ms.'"  Common  symptoms  in 
physicians  who  have  been  sued  for  mal- 
practice include  feelings  of  isolation, 
negative  self-image,  anger,  tension,  de- 
pression, frustration,  irritabihty,  insom- 
nia, development  of  new  physical  ill- 
ness, or  exacerbation  of  a previously 
diagnosed  illness. 

A minority  of  cases  of  physician  im- 
pairment are  due  to  neurological  or 
other  physical  disabilities,  the  most 
common  of  which  is  severe  hearing 
loss.'"  In  older  physicians,  senile  demen- 
tia may  cause  personality  changes  and 
progressive  impairment  of  cognitive 
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function.  Differential  diagnosis  of  de- 
mentia is  critical,  because  it  may  have  a 
reversible  cause. 

Natural  history 

With  chemical  abuse,  impairment  is 
seen  first  in  the  physician’s  family  hfe, 
then  in  his  community  relations,  in  em- 
ployment applications,  in  his  physical 
status,  in  the  office,  and  lastly  in  the 
hospital.  Chemical  dependency  is  a pro- 


Family/Home 

sexual  problems 
marital  problems 
financial  problems 
medical  use  of  drugs/alcohol 
withdrawal  from  family  activities,  unex- 
plained absences  from  home 
assumption  of  duties  by  other  family  mem- 
bers 

“cover  up”  for  behavior  of  impaired  mem- 
bers 

other  members  accept  blame/guilt  for  im- 
pairment 

problem  behavior  in  children 
domestic  violence 

Community 

embarrassing  behavior  at  social  functions 

unreliability/neglect  of  commitments 

isolation/withdrawai 

unpredictable  behavior 

arrests  for  DWI,  other  legal  problems 

Employment 

reluctance  of  job  applicant  to  let  spouse/ 
children  be  interviewed 
reluctance  to  undergo  physical  exam/lab 
tests 

insurability  problems 
poor  CME  participation 


gressive  illness.  Untreated  it  can  result 
in  death  from  medical  comphcations, 
unintentional  injury,  or  suicide.  Al- 
though cognitive  impairment  may  be 
severe,  it  is  largely  reversible  with  pro- 
longed sobriety.  The  majority  (70  to 
90%)  of  drug-dependent  physicians  who 
have  been  treated  under  the  auspices  of 
impaired  physicians  programs  are  able 
to  maintain  sobriety.'"*  '® 

Little  is  known  about  the  course  of 


Table  1 

Signs  of  Physican  Impairment 

frequent  job  changes/relocations 
isolation  from  other  professionals 
complicated/unusual  medical  history 
breakup  of  group/partnership 
unexplained  intervals  between  jobs  on 
resume 

indefinite/inappropriate  reference  information 
inappropriate  qualifications  for  job 
previous  limitations  on  licensure 

Physical  Status 

personality/behavior  changes 

multiple  physical  signs/symptoms 

multiple  prescriptions 

frequent  visits  to  physicians/dentists 

frequent/unusual  accidents 

emotional  crises 

frequent  hospitalizations 

deterioration  in  hygiene/appearance 

wearing  long  sleeves  even  in  warm  weather 

Office 

workaholic 

associates  embarrassed,  making  excuses 
partners  assuming  duties 
frequent/unexplained  absences 
inaccessible  (“locked  door  syndrome”) 
excessive  ordering  of  drugs,  drug  use, 
prescriptions 

decreased  work  tolerance 


emotional  iUness  in  physicians.  The  lit- 
erature deals  almost  exclusively  with 
the  endpoint  of  suicide.  While  the  sui- 
cide rate  of  male  physicians  is  thought 
to  be  comparable  to  that  of  other  adult 
males  in  this  country,'®  female  physi- 
cians have  a suicide  rate  four  times  that 
of  nonphysician  females.'’  In  a 1974 
study  by  Steppacher  and  Mausner, 
more  suicides  occurred  among  women 
than  among  men  during  medical  train- 


complaints  by  patients/staff  about  attitude/ 
behavior 

disruption/disorganization  of  appointment 
schedule 

Hospital 

desire  to  work  alone 

refusing  work  relief 

present  when  not  on  duty/call 

avoidance  of  peers 

excessive  drinking  at  staff  functions 

late,  absent,  or  ill  frequently 

topic  of  gossip 

unavailable  or  inappropriate  response  to 
calls/pages 

decreasing  quality  of  performance — charts, 
staff  presentations 

patient  care — inappropriate  orders,  overpre- 
scription of  medications,  excessive  test 
and  consultations 
personnel  question  competence 
rounds — unusual  times,  abnormal  behavior, 
absent 

frequent  bathroom  use 
“wastage”  of  drugs 


atter  Talbott  GO  & Benson  EB:  The  impaired  physician:  The 
dilemma  of  identification.  Postgraduate  Medicine.  Dec. 
1980;68(6):56-64. 
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ing  d a substantial  proportion  of 
the;  women  were  single.  The  literature 
on  physician  impairment  has  almost 
CO  apletely  ignored  the  existence  of  un- 
married physicians  and  the  stresses  of 
living  alone.  Psychiatrists  are  repre- 
sented out  of  proportion  to  their  num- 
ber in  the  profession  among  suicides.'® 

Recognition 

Denial,  ignorance,  and  other  factors 
impede  recognition  of  impairment  in 
physicians.  A useful  rule  of  thumb  for 
identifying  impaired  peers  is  “If  you 
think  they  might  be  impaired,  they 
probably  are.”  Signs  indicating  impair- 
ment are  summarized  in  Table  1.  An  at- 
tempt has  been  made  to  order  the  list 
with  signs  likely  to  be  seen  early  in  im- 
pairment given  first.  Obviously  a physi- 
cian who  lives  alone  cannot  show  family 
dysfunction,  and  some  of  the  signs  (e.g., 
wearing  long  sleeves  in  warm  weather) 
apply  only  to  drug-dependent  persons. 

What  should  a physician  do  if  he  rec- 
ognizes signs  of  impairment  in  a col- 
league or  in  himself?  According  to  the 
Medical  Practice  Act  of  1985,  physi- 


cians are  required  to  report  cases  of  sus- 
pected professional  impairment  to  the 
Pennsylvania  State  Board  of  Medicine. 
However,  implementation  mechanisms 
and  procedures  concerning  this  act  are 
not  in  place,  and  some  of  the  terms  used 
in  the  law  have  yet  to  be  clearly  defined. 
Furthermore,  the  primary  mandate  of 
the  licensure  boeird  is  to  protect  the 
public;  the  rehabilitation  of  physicians 
is  only  a secondary  goal.  The  most  ap- 
propriate and  helpful  action  to  take  on 
behalf  of  a sick  colleague  is  to  contact 
the  Impaired  Physician  Program  of  the 
Pennsylvania  Medical  Society  (hotline 
telephone  number  717-763-7937).  The 
program,  which  is  directed  by  Robert 
W.  McDermott,  MD,  assists  and  moti- 
vates impaired  physicians  toward  seek- 
ing appropriate  treatment  and  in  per- 
sonad  and  professional  recovery.  □ 
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Sexually  transmitted  diseases  in  prison  women 


Johnson  W.  Martin,  PhD 
David  H.  Much,  PhD 

Sexually  transmitted  diseases 
(STD’s)  continue  to  be  a major 
health  problem  in  our  society.'  The  most 
frequent  infections,  non-gonococcal  ure- 
thritis (NGU)  and  cervicitis,  caused 
most  often  by  Chlamydia  trachomatis, 
gonococcal  urethritis  (GU)  and  cervici- 
tis, caused  by  Neisseria  gonorrhoeae, 
and  trichomoniasis  caused  by  Tricho- 
monas vaginalis,  infect  millions  of  indi- 
viduals each  year.  Women  in  particular 
bear  a disproportionate  burden  because 
they  are  more  likely  to  be  asymptomat- 
ically infected  and  incur  an  increased 
risk  of  adverse  reproductive  conse- 
quences. Women  prostitutes  and  sexual 
offenders  are  at  an  even  greater  risk  of 
contracting  an  STD.^  In  society,  clinics 
are  available  to  diagnose,  treat,  and 
counsel  these  individuals.  In  prison, 
such  health  care  should  be  provided  to 
not  only  prevent  the  development  of 
costly  sequeUae  in  the  patient  but  also 
to  curtail  the  spread  of  the  STD  by 
treating  any  contacts. 

In  1979,  the  American  Medical  Asso- 
ciation published  Standards  for  Health 
Services  in  Jails,^  to  improve  medical 
care  and  health  services  in  correctional 
institutions.  Section  142  of  this  docu- 
ment calls  for  a “health  appraisal  of  aU 
new  inmates  within  14  days  of  admis- 
sion that  includes  laboratory  and/or  di- 
agnostic test  results  to  detect  commu- 
nicable diseases  including  sexually 
transmitted  diseases.”  Do  prisons  ad- 
here to  these  guidelines?  In  1986  of  the 
73  county  prisons  and  detention  centers 
in  Pennsylvania  only  nine  were  in- 
volved with  the  health  department’s 
gonorrhea  screening  program,  and  none 
provided  testing  for  C.  trachomatis.* 
Furthermore,  the  two  county  detention 
centers  seeing  the  largest  number  of 
women  did  not  offer  Pap  test  screening. 
To  assess  the  incidence  of  STD’s  and 


*In  1987  as  a result  of  this  study,  the  State  Correctional 
Institution  at  Muncy  expanded  its  STD  screening  to  in- 
clude tests  for  C.  trachomatis. 


cervical  dysplasia  in  a population  of 
prison  women  and  to  recommend  a 
stronger  commitment  to  screening,  di- 
agnosis, and  treatment  as  outlined  in 
the  AMA’s  prison  guidelines,  the  fol- 
lowing study  was  undertaken.  From 
July  1985,  until  April  1986,  a popula- 
tion consisting  of  109  consecutive  fe- 
male admissions  to  two  prisons  was 
screened  for  chlamydial  infection  and 
gonorrhea  by  obtaining  endocervical 
swabs  during  a pelvic  examination.  In 
addition,  a serum  sample  from  each 
woman  was  drawn  to  test  for  syphilis. 
Eighty-one  of  the  women  tested  were 
admitted  to  the  primary  state  correc- 
tional facility  for  women  in  Muncy. 
These  women  were  also  examined  for 
trichomoniasis  and  cervical  dysplasia. 
The  remaining  28  women  were  admit- 
ted to  the  Berks  County  Prison  in  Lees- 
port. 

The  results  of  this  study  are  as  fol- 
lows. Five  women  (4.6%)  were  positive 
for  C.  trachomatis,  two  (1.8%)  were  pos- 


Table  1 


A Study  of  Sexually  Transmitted  Diseases 
among  Prison  Women 


MEAN 

TOTAL 

# POSITIVE  (%) 

AGE 

TESTED 

Chlamydia 

5 (4,6) 

24 

109 

Gonorrhea 

2(1.8) 

24 

109 

Syphilis 

0(0) 

- 

109 

Trichomonas 

18  (22) 

29 

81 

Cervical 

Dysplasia 

Mild 

6 (7.4) 

31 

81 

Moderate 

1 (1.2) 

27 

81 

Severe 

1 (1.2) 

34 

81 

The  authors  are  associated  with  the  Pennsyl- 
vania Department  of  Health  and  the  biology 
department  at  Muhlenberg  College,  Allen- 
town. 


itive  for  N.  gonorrhoeae,  18  (22%)  were 
positive  for  T.  vaginalis  and  none  were 
found  to  have  serologic  evidence  of 
syphilis.  The  mean  age  of  the  women 
participating  in  this  study  was  29.8 
years;  the  mean  age  for  both  those  in- 
fected with  C.  trachomatis  and  N. 
gonorrhoeae  was  24  years;  the  mean  age 
for  those  diagnosed  with  trichomoniasis 
was  29  years.  Of  the  five  women  posi- 
tive for  C.  trachomatis,  one  was  con- 
comitantly infected  with  T.  vaginalis 
and  one  was  symptomatic  during  the 
pelvic  examination.  On  the  other  hand, 
both  women  diagnosed  with  gonorrhea 
showed  signs  of  infection  upon  exami- 
nation; both  had  mucopurulent  endocer- 
vical discharge,  one  with  adnexal  ten- 
derness. Six  women  (7.4%),  mean  age 
31  years,  had  mild  cervical  dysplasia, 
one  woman  had  moderate  cervical  dys- 
plasia, and  one  woman  had  severe  cervi- 
cal dysplasia  suggestive  of  carcinoma 
in  situ  (Table  1). 

It  has  been  suggested  that  cervical 
carcinoma  may  also  be  an  STD.^  ^ Cervi- 
cal carcinoma  has  been  shown  to  be  cor- 
related with  the  onset  of  intercourse  at 
an  early  age  and  has  been  associated 
with  prior  infection  of  many  STD’s  in- 
cluding Herpes  simplex  virus,  and  the 
human  papillomavirus.®  Recently  the 
Pennsylvania  Department  of  Health 
provided  Pap  tests  to  women  examined 
in  commonwealth  STD  clinics.  Of  the 
491  tested  only  nine  had  evidence  of 
dysplasia.®  When  comparing  these 
results  with  those  from  the  prison 
women  population,  significantly  more 
dysplasia  was  found  in  the  prison  popu- 
lation, 10  percent,  than  in  the  STD 
clinic  population,  1.8  percent. 

Recommendation 

Admittedly,  any  screening  program 
involves  considerable  cost.  However,  we 
are  concerned  here  with  chronic  dis- 
eases that  lead  to  physically  and  finan- 
cially costly  sequelae.  Given  the  results 
of  this  prison  study,  if  only  women  with 
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cardiology  update  ’88 


JEFFERSON  PARK  HOSPITAL 

Ford  Road  and  ^irmoiint  Park 
Philadelphia,  PA 

Sunday,  May  15, 1 988 

7:45  a.m.  to  4:00  p.m. 

Limited  Seating 
Reservations  by  Friday,  May  6 

Eleventh 
Annual 


Special  Lecture: 

Thomas  A.  Pearson,  M.D.,  PhD.  Hyperlipidemia 


Albert  N.  Brest,  M.D. 


David  C.  Levin,  M.D. 

Sheldon  Goldberg,  M.D. 

Louis  R.  Leo,  M.D. 
Gaetano  Capone,  M.D. 


Joseph  F.  Uricchio,  M.D.  . Reparative  Surgery  for  Mitral  Regurgitation 

Paul  Walinsky,  M.D.  Modern  Treatment  of  Congestive  Heart  Failure 

Arnold  J.  Greenspon,  M.D.  Signal  Averaged  Electrocardiography 

Peter  R.  Kowey,  M.D.  Management  of  Non-Sustained  Ventricular 

Tachycardia 

Richard  N.  Edie,  M.D.  Dissecting  Aortic  Aneurysm 

Gary  S.  Mintz,  M.D.  Cardiac  Evaluation  by  Echocardiographic  Color 

Doppler  Flow  Imaging 

Lamberto  G.  Bentivoglio,  M.D.  Aortic  Stenosis  in  the  Elderly:  Role  of  Balloon 

Valvuloplasty 

Albert  N.  Brest,  M.D.  Hypertension:  Therapeutic  Challenges  for  the  ^ 

Practicing  Physician 

David  C.  Levin,  M.D.  Coronary  Atherosclerotic  Placque  Morphology 

' and  its  Consequences 

Sheldon  Goldberg,  M.D.  Safety  and  Efficacy  of  Tissue-Type  Plasmin- 

ogen Activator  in  Acute  Myocardial  Infarction 

Louis  R.  Leo,  M.D.  New  Indications  for  Coronary  Angioplasty 

Gaetano  Capone,  M.D.  Dilated  Cardiomyopathy:  Diagnosis  and 

Management 

Jerome  Santoro,  M.D.  Infective  Endocarditis:  A Continuing  Challenge 


Jerome  Santoro,  M.D. 


No  Charge.  Presented  in  cooperation  with  Thomas  Jefferson  University  Hospital 
As  an  organization  accredited  for  continuing  medical  education,  Thomas  Jefferson  University 
Hospitai  certifies  that  this  continuing  medicai  education  activity  meets  the  criteria  for  six  (6)  credit 
hours  in  category  1 of  the  Physician’s  Recognition  Award  of  the  American  Medicai  Association.  For 
more  information,  cail  Mary  Imming,  Program  Coordinator,  215-578-3426. 
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a history  of  either  STD  or  illicit  drug 
use.  r>r  those  women  who  present  with 
cli’^^cal  evidence  of  infection  were 
te  ..ed,  a positivity  rate  of  26.7  percent 
wjuld  have  been  achieved.  One  case  of 
chlamydial  infection  and  four  cases  of 
trichomoniasis  would  not  have  been  di- 
agnosed. 

By  recognizing  female  admissions  to 
prisons  and  detention  centers  as  popu- 
lations at  risk  for  both  STD’s  and  cervi- 
cal dysplasia,  and  by  providing  the  kind 
of  quality  health  care  called  for  in  the 
Americcm  Medical  Associations’  recom- 
mendations, the  continued  transmis- 
sion emd  costly  sequelae  of  these  infec- 
tions could  be  avoided.  Furthermore, 


obituaries 


• Denotes  PMS  membership  at  time  of  death. 

Schuyler  S.  Armstrong,  Newton  Square; 
Temple  University  School  of  Medicine,  1961; 
age  52,  died  January  22,  1988.  Dr.  Arm- 
strong was  a gastroenterologist.  • 

David  E.  Bassert,  Langhorne;  University  of 
PennsylvEinia  School  of  Medicine,  1951;  age 
65,  died  January  25,  1988.  Dr.  Bassert  was  a 
pathologist.  • 

Donovan  C.  Blanchard,  Fr2mklin;  Case  West- 
ern Reserve  University  School  of  Medicine, 
1929;  age  85,  died  January  14,  1988.  Dr. 
Blanchard  was  a general  surgeon.  • 

Elwood  R.  Brubaker,  Wyomissing;  Univer- 
sity of  Pennsylvania  School  of  Medicine, 
1943;  age  69,  died  January  15,  1988.  Dr.  Bru- 
baker was  an  obstetriciem/gynecologist.  • 

Thomas  A.  Campbell,  Glen  Rock;  Temple 
University  School  of  Medicine,  1937;  age  76, 
died  January  12,  1988.  Dr.  Campbell  was  a 
diagnostic  radiologist.  • 

Harlan  J.  Elvin,  Mount  Joy;  Philadelphia 
College  of  Osteopathic  Medicine,  1952;  age 
63,  died  January  4,  1988.  Dr.  Elvin  was  a 
general  practitioner.  • 

Edmund  L.  Housel,  Gladwyne;  Jefferson 
Medical  College,  1935;  age  77,  died  Jamuary 
20,  1988.  Dr.  Housel  specialized  in  internal 
medicine.  • 

Archibald  Laird,  Wellsboro;  University  of 
Pittsburgh  School  of  Medicine,  1929;  age  85, 
died  Jcmuary  16,  1988.  Dr.  Laird  was  an  oph- 
thalmologist. • 


this  group  may  be  at  risk  of  acquiring 
HIV  infection.'®  These  women  are  of 
childbearing  years  and  could  transmit 
AIDS  congenitally.  We  should  not  miss 
the  opportunity  for  either  screening  or 
selective  STD  testing  as  well  as  for 
STD  risk  reduction  counseling  with 
such  a high-risk  captive  population.  □ 
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diatric edlergies.  • 
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University  of  Pennsylvania  School  of  Medi- 
cine, 1939;  age  74,  died  February  14,  1988. 
Dr.  Keller  was  a pathologist.  • 

Gomer  T.  Williams  Jr.,  Southampton;  Jeffer- 
son Medical  College,  1953;  age  58,  died  De- 
cember 29,  1987.  Dr.  Williams  was  a general 
practitioner.  • 

Charles  W.  Zimmerman,  Churchill  Boro; 
Hahnemann  University  School  of  Medicine,  j 
1948;  age  65,  died  February  3,  1988.  Dr.  Zim-  j 
merman  was  a general  practitioner.  • | 

Frederick  H.  Bryant,  Philadelphia;  Howard 
University  College  of  Medicine,  1944;  age  73,  , 
died  February  15,  1988.  Dr.  Bryant  was  a 
general  practitioner. 

Thomas  Kerr  Jr.,  Philadelphia;  Syracuse  Uni- 
versity, 1944;  age  78,  died  January  24,  1988.  ! 
Dr.  Kerr  was  a surgeon. 
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ATTENTION  PRIMARY  CARE  PHYSICIANS 


INCREASE  YOUR  SKILLS 


INCREASE  YOUR  INCOME 

Learn; 

Allergy  testing,  audiometry,  cryosurgery  culposcopy 
cermotologlc  techniques,  flexible  sigmoidoscopy,  bol- 
ter monitoring,  joint  injection  techniques,  nosophoryn- 
goscopy,  pulmonary  function  testing,  vascular  flo\A/ 
testing,  and  more. 

Where;  Hyatt  Regency 

Dearborn,  Ml  (313)  593-1234 
When;  May  14-15,  1988 
Fee;  $375 

Accredited — Limited  Registration 


Contact; 

Current  Concept  Seminars 
3301  Johnson  St. 
Hollywood,  FL  33021 
(305)  966-1009 


June  11, 1988 


8TH  ANNUAL  ADVANCES 
IN  GASTROENTEROLOGY 

Bally’s  F^rk  Place 
Atlantic  City,  New  Jersey 


Sponsored  by  the  Gastrointestinal  Section  of  the  Hospital  of 
the  University  of  Pennsylvania  and  the  Continuing  Medical 
Education  Department  of  the  Underwood  Memorial  Hospital, 
Woodbury,  New  Jersey. 

Category  1 credit  offered 

INFORMATION:  Registration  Supervisor,  SLACK  Incorpro- 
ated,  6900  Grove  Road,  Thorofare,  New  Jersey  08086, 
609-848-1000. 
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Dr.  S.  Randy  Sarantos,  President 
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D Investment  Management  Services 

Pension,  Personal  and  Childrens’  Edu- 
cational Asset  Management  Programs 


Tbtal  Financial  Planning  Services 

Wide  selection  of  10  different  financial 
plans  for  every  budget  level 


Insurance  Advisory  Services 

Custom-designed  Insurance  and  Risk 
Management  programs 


Practice  Management  Services 

Buy/Sell,  Associate  Advisory  Services, 
Practice  Evaluations,  Cash-Flow  Analysis 


Seminar  Education  Services 

Special  Financial  Seminar  programs  for 
professional  societies,  groups  & 
institutions 


Exclusive  Marketing  Agents  For: 


Pro-T^ch 

Practice  Evaluations 

Low-cost  Expanded 
Option  Analysis,  including 
180  values  for  your 
practice. 


National  Association 
of  Doctors  (NAD) 

Exclusive  agents  in 
Eastern  PA,  NJ  and  CT, 
providing  low-cost,  high 
quality  financial  services. 


YES:  I would  like  to  know  more  about  Professional 

Financial  Services.  Please  send  me  a free  brochure. 


Name 


Address 

City State Zip 

Sarantos  & Company,  Inc.  240  Cedar  Knolls,  Rd.,  Suite  310 
Cedar  Knolls,  NJ  07927  (201)  539-4000 

— OR  CALL  1-800-223-0164  — 


The  principals  of  Sarantos  & Company.  Inc.,  a Registered  Investment  Advisor,  are  also  represen- 
tatives of  Integrated  Resources  Equity  Corp  , Member  NASD  & SIPC.  and  a registered  broker  dealer. 
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S 4te  preserves  PACE  Program  for  elderly 


Ti  omas  M.  Snedden 
Rjger  Cadieux,  MD 

he  Pharmaceutical  Assistance 
Contract  for  the  Elderly  (PACE) 
Program  began  on  July  1,  1984.  Since 
its  inception,  PACE  has  become  the 
largest  pharmaceutical  program  for  the 
elderly  in  the  nation.  Its  purpose,  as 
stated  in  Act  63  of  1983,  is  to  establish 
a program  of  Limited  pharmaceutical  as- 
sistance for  the  elderly. 

Program  beneficiaries  are  Pennsylva- 
nia residents  over  the  age  of  65  who 
meet  certain  income  ehgibihty  require- 
ments. To  be  eligible  for  PACE,  the 
combined  annual  income  of  married  ap- 
phcants  must  be  less  than  $15,000  and 
the  annual  income  for  single  applicants 
must  be  less  than  $12,000  during  the 
calendar  year  prior  to  apphcation.  The 
apphcant  may  not  be  receiving  prescrip- 
tion drug  benefits  from  the  Pennsylva- 
nia Medical  Assistance  Program. 

After  being  approved  for  participa- 
tion in  PACE,  the  applicant  is  sent  an 
identification  CEird,  which  is  similar  in 
size  and  shape  to  most  standard  credit 
cards.  To  receive  program  benefits,  the 
cardholder  must  present  the  PACE  card 
to  the  pharmacist  or  other  dispensing 
provider  who  fills  the  prescription.  The 
cardholder  must  make  a $4.00  copay- 
ment for  each  prescription,  and  PACE 
reimburses  the  pharmacist  for  the  rest 
of  the  cost,  based  upon  a specified  for- 
mula. 

PACE  covers  all  drugs  that  require  a 
prescription  in  Pennsylvania  including 
insuhn,  insuhn  syringes,  and  needles. 
PACE  does  not  cover  drugs  that  can  be 
purchased  without  a prescription,  ex- 
perimental drugs,  or  the  FDA  desig- 
nated DESI  drugs. 

The  state  government  of  Pennsylva- 
nia is  one  of  the  largest  purchasers  of 
drugs  in  the  nation.  The  PACE  Pro- 
gram alone  pays  for  a quarter  million 
prescriptions  every  week— -35,000  each 
day.  The  average  PACE  cardholder  uses 
25  prescriptions  a year  at  an  average 
cost  to  the  program  of  $14.97  for  each 
prescription.  In  contrast,  when  the  pro- 
gram began  three  years  ago,  the  aver- 
age annual  rate  was  18  prescriptions  at 
an  average  cost  of  $9.85. 

During  the  1987-88  program  year  the 
Department  of  Aging  projected  spend- 


ing at  $200  million  dollars,  the  follow- 
ing year  at  $250  million,  and  by  1990  at 
$300  million.  This  would  require  an  out- 
lay of  $750  million  during  the  next  three 
years  of  the  program  unless  action  were 
taken  to  contain  costs.  These  rapid  cost 
increases  can  be  attributed  to  two  sim- 
ple reasons:  Older  people  are  taking 
more  medications  and  the  medications 
cost  more.  This  dramatic  escalation  of 
costs  in  the  PACE  Program,  which  cur- 
rently has  450,000  cardholders,  greeted 
the  new  Administration  that  took  over 
state  government  in  January  1987. 

The  increase  in  drug  costs  is  a na- 
tional concern.  Prices  for  prescription 
drugs  have  skyrocketed  since  1981.  Be- 
tween 1981  and  1987,  prescription  drug 
prices  have  risen  over  70  percent— 
nearly  three  times  the  general  inflation 
rate.  Indications  are  that  the  rate  of  in- 
crease will  continue. 

To  maintain  the  current  level  of 
PACE  benefits  and  continue  to  serve  all 
those  who  are  eligible  for  the  program, 
the  factors  of  cost  and  utilization  must 
be  addressed.  For  this  reason  the  de- 
partment recently  implemented  a series 
of  program  initiatives  to  reduce  costs 
and  introduce  sound  business  practices 
into  the  PACE  Program. 

These  strategies  should  yield  a sub- 
stantial savings  to  the  PACE  Program. 
Projections  show  that  with  these  pro- 
posed changes  $651  million  rather  than 
$750  million  will  be  expended  over  the 
next  three  years  for  a savings  of  over 
$30  million  per  year.  To  achieve  this  the 
department  has  developed  a six  point 
strategy  for  becoming  more  cost  effec- 
tive. 

Therapeutic  utilization  review 

Older  Americans  consume  a dispro- 
portionately high  amount  of  prescrip- 
tion drugs.  Drug-induced  illnesses,  in 
fact,  are  one  of  the  most  serious  health 


Mr.  Snedden  is  the  director  of  the  Pennsylva- 
nia PACE  Program.  Dr.  Cadieux  is  chairman 
of  the  department  of  psychiatry  and  medical 
director  of  the  Harrisburg  Institute  of  Psy- 
chiatry and  serves  as  a consultant  to  the 
PACE  Program. 


problems  facing  older  Pennsylvanians 
today.  The  broad  array  of  drugs  makes 
it  almost  impossible  to  understand  fuUy 
and  assess  the  potential  complications 
and  risks  of  multiple  drug  therapies. 
The  department  has  implemented  a 
Therapeutic  Utilization  Review  Pro- 
gram to  monitor  the  types  and  interac- 
tions of  drugs  used  by  PACE  cardhold- 
ers. This  will  enable  the  program  to 
notify  physicians  and  pharmacists  of 
possible  complications  that  might  lead 
to  a drug  induced  illness. 

PhcU’macist  consult 
Trade  brand  drugs  often  cost  20  to  50 
percent  more  than  their  generic  brand 
equivalents.  Valium,  for  example,  a 
brand  name  product,  wholesales  at 
$32.14  for  100  tablets  of  5 mg  strength, 
while  a multisource  equivalent  diaze- 
pam wholesales  at  $12.95  for  the  same 
amount  and  strength.  It  is  a misconcep- 
tion that  only  brand  name  drugs  are 
produced  by  large,  well-known  firms 
while  generics  are  made  by  small,  un- 
known companies.  According  to  the 
Food  and  Drug  Administration,  80  per- 
cent of  all  generic  drugs  are  manufac- 
tured or  distributed  by  the  major  drug 
firms  in  this  country— the  ones  that  de- 
velop the  brand  name  drugs. 

The  pharmacist  is  in  an  ideal  position 
to  inform  the  physician  about  the  thera- 
peutic effectiveness  of  a given  generic 
and  the  economics  associated  with  it.  In 
light  of  this,  the  department  has  insti- 
tuted a financial  incentive  program  for 
the  pharmacist  to  do  so.  This  incentive 
for  the  pharmacist  will  be  offered  on  the 
initial  prescription  only  and  not  on  any 
refills. 

Mandatory  dispensing  of  generic  brand 
Presently,  too  many  PACE  providers 
2ire  not  stocking  multisource  drugs  for 
one  reason  or  another.  This  situation  is 
denying  physicians  and  cardholders  the 
option  of  choosing  the  generic— and 
costing  the  program  money.  Conse- 
quently, the  department  will  reimburse 
PACE  providers  only  for  dispensing  the 
therapeutically  equivalent  generic 
brand  drug  if  the  physician  permits 
substitution  and  if  the  generic  brand  is 
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Why  pay  too  much 
for  workers* 
compensation 
insurance? 

Dividends  for  doctors 
average  43%  per  year 
from  the  Dodson  Plan! 


A service  approved  by 
Pennsylvania  Medical  Society 


Physicians  get  a discount  when 
policies  are  issued.  Then  at  year- 
end,  a dividend  also  is  paid, 
based  on  claim  costs.  Dividends 
have  run  as  high  as  47%  and  now 
average  43%  yearly  since  1973. 


In  this  plan,  a dividend  is  paid 
when  claim  costs  are  kept  low 
through  safety  on  the  job.  From 
Dodson,  you  get  prompt  service 
with  the  personal  touch.  Write  or 
phone  for  complete  details! 


LET  US  HELP  YOU  SAVE! 


Insurance  provided  by 

CASUALTY  RECIPROCAL  EXCHANGE 

Member  of  Dodson  Insurance  Group 
P.O.  Box  559,  Kansas  City,  Missouri  64141 
Call  toll-free  1-800-821-3760 
In  Missouri  1-800-892-3431 


sped"  'a  ature 


on  t'  - state’s  generic  formuleiry.  This  in 
no  ay  interferes  with  the  physician’s 
ch' -ice  of  therapy  and  assures  that  if 
sni>stitution  is  indicated,  it  will  remain 
a 1 option  for  the  patient. 

Common  package  size 
All  too  frequently,  PACE  providers 
bill  the  program  for  the  lowest  quantity 
available,  in  other  words,  the  most  ex- 
pensive unit  price.  A recent  drug  acqui- 
sition cost  survey  by  the  state  Depart- 
ment of  Public  Welfare  suggests  that 
pharmacists  are  purchasing  drugs  sig- 
nificantly below  the  average  wholesale 
price.  For  additional  savings,  PACE  will 
adjust  its  reimbursement  policies  to 
more  closely  reflect  the  actual  drug  pur- 
chasing practices  of  pharmacies  with  re- 
spect to  selected  drugs  and  package 
sizes  appearing  on  the  department’s 
common  package  size  hsting. 

Limitations  on  ineffective  drugs 
The  Department  of  Aging  also  ex- 
pects to  recoup  savings  by  excluding 
from  coverage  any  drug  determined  by 
the  Federal  Food  and  Drug  Administra- 


tion to  be  less  than  effective  (so-called 
DESI  Drugs).  However,  when  the  phy- 
sician declares  that  the  DESI  Drug  is 
medically  necessary  an  exception  will 
be  made. 


Program  limit  changes 
To  curb  documented  waste  and  abuse 
within  the  program,  the  department 
has  changed  dosage  hmitation  to  a unit 
limitation  for  tablets  and  capsules.  The 
change  affects  no  other  dosage  forms 
(e.g.  aerosols,  gels,  liquids,  etc.).  A card- 
holder is  now  restricted  to  the  lesser  of 
a thirty  day  supply  or  100  units.  This 
change  also  has  the  added  value  of  en- 
couraging c2irdholders  to  have  more  fre- 
quent contact  with  health  care  profes- 
sionals. 

Compliance  monitoring 
The  Department  of  Aging  will  step 
up  its  efforts  to  detect  and  prosecute 
cardholder  and  provider  fraud  and 
abuse  by  expanding  the  number  and 
scope  of  audits  performed  annually.  The 
department  has  also  initiated  a new  in- 
come verification  program  that  will  in- 
vestigate the  income  representations  of 


5 percent  of  the  PACE  enrollment  annu- 
ally. 

The  above  six  strategies  do  a number 
of  things.  First,  they  preserve  the  rela- 
tionship between  patient  and  physician. 
Although  the  department  is  encourag- 
ing the  use  of  multisource  drugs,  doc- 
tors and  patients  must  make  this  deci- 
sion. 

Second,  the  state  prudently  saves 
money  to  preserve  the  scope  of  the 
PACE  Program.  Funds  will  be  recouped 
from  the  business  side  of  the  equation, 
not  from  the  consumer.  An  estimated 
$99  miUion  will  be  saved  over  the  next 
three  years.  This  savings  is  imperative 
to  offset  the  skyrocketing  increases  of 
the  PACE  Program  against  the 
levehng-off  of  lottery  dollars. 

These  six  initiatives  safeguard  the 
health  of  the  PACE  Program.  Now 
Pennsylvania  physicians  and  their  pa- 
tients must  make  these  measures  work 
and  assure  older  Pennsylvanians  that 
their  benefits  will  be  preserved  now  and 
in  the  future.  The  PACE  Program  is  a 
valuable  addition  to  the  physician  sup- 
port system.  The  new  initiatives  imple- 
mented by  the  Department  of  Aging 
will  assure  that  this  program  will  re- 
main an  asset  to  all  Pennsylvanians.  □ 
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Then  thousands... 


Soon  more  than  a million. 

Soon  more  than  a million  insulin  users 
will  be  taking  Humulin. 

And  no  wonder.  Humulin  is  identical  to  the  insulin  produced 
by  the  human  pancreas— except  that  it  is  made  by  rDN  A 
technology. 

Humulin  is  not  derived  from  animal  pancreases.  So  it  con- 
tains none  of  the  animal-source  pancreatic  impurities  that 
may  contribute  to  insulin  allergies  or  immunogenicity. 

The  clinical  significance  of  insulin  antibodies  in  the  com- 
plications of  diabetes  is  uncertain  at  this  time.  However,  high 
antibody  titers  have  been  shown  to  decrease  the  small 
amounts  of  endogenous  insulin  secretion  some  insulin 
users  still  have.  The  lower  immunogenicity  of  Humulin  has  been 
shown  to  result  in  lower  insulin  antibody  titers;  thus,  Humulin 
may  help  to  prolong  endogenous  insulin  production  in 
some  patients. 


Any  change  of  insulin  should  be  made  cautiously  and 
only  under  medical  supervision.  Changes  in  refinement, 
purity,  strength,  brand  (manufacturer),  type  (regular,  NPH, 
Lente®,  etc),  species/source  (beef,  pork,  beef-pork,  or 
human),  and/or  method  of  manufacfure  (recombinant  DNA 
versus  animal-source  insulin)  may  result  in  the  need  for  a 
change  in  dosage. 


DIET...EXERCISE... 

human  insulin  XJr^ 
[recombinant  DNA  origin] 
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IN  DIABETES  CARE 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


For  your  insulin-using  patients 
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E ^panding  your  practice  by  combination 


TLe  Health  Care  Group 

At  the  most  basic  level,  there  are 
only  two  types  of  investments 
that  you  can  make  in  your  practice:  di- 
rect and  indirect  investment.  Direct  in- 
vestment relates  to  the  acquisition  of 
new  income  producing  means.  That  is, 
you  can  acquire  a new  technology,  offer 
a new  service,  or  develop  a new  means 
of  treatment.  Any  kind  of  investment 
relating  to  the  creation  of  a new  income 
producing  means  would  quahfy  in  this 
category. 

Alternatively  there  is  indirect  invest- 
ment. This  represents  your  acquisition 
of  some  existing  income  producing 
means.  Combinations  of  medical  prac- 
tices fall  into  the  category  of  indirect  in- 
vestments. 

As  you  can  imagine,  it  is  often  more 
attractive  to  expand  by  combining  med- 
ical practices.  By  doing  so,  you  gain  the 
following  advantages: 

• You  gain  immediate  access  to  in- 
come producing  means  (medical  talent 
and  systems  that  are  already  in  place). 

• You  inherit  the  patients,  goodwill, 
and  other  intangible  assets  of  the  ac- 
quired group. 

• You  often  acquire  favorable  tax  ele- 
ments and  accounting  objectives  (most 
such  combinations  can  be  structured  to 
be  tax  free). 

On  the  downside,  however,  many 
practice  mergers  face  challenges  in  inte- 
grating personnel  and  managerial 
teams.  This  often  results  in  significant 
employee  turnover  and  the  loss  of  ted- 
ented  people.  In  addition,  you  may  be- 
come involved  in  fairly  lengthy  negotia- 
tions with  lawyers,  accountants,  and 
consultants— not  to  mention  the  tar- 
geted physician  of  the  group. 

How  you  frame  your  acquisition 
strategy,  however,  can  make  a major 
difference  in  the  success  of  your  prac- 
tice combination. 

You  should  start  by  actually  articu- 
lating an  acquisition  strategy,  which  is 
a statement  of  policy  on  particular  deci- 
sion points.  This  strategy  should  spell 
out  your  positions  in  the  following  ar- 
eas: 

Direct  or  indirect  investment 
Do  you  plan  to  expand  internally  by 


using  the  funds  you  generate  in  your 
practice  to  hire  additional  medical  tal- 
ent and  the  commensurate  support 
staff,  or  do  you  plan  to  expand  exter- 
nally by  combining  with  an  ongoing 
practice?  This  decision  must  be  made 
initially  as  there  are  advantages  and 
disadvantages  associated  with  both 
types  of  expansion. 

Types  of  expansion 

The  question  is  how  are  you  going  to 
expand?  Are  you  going  to  combine  hor- 
izontally, vertically,  by  service  exten- 
sion, or  by  market  extension? 

Horizontal  combination  occurs  when 
two  similar  practices  merge  (i.e.,  two 
distinct  family  practices  merge  to  be 
one  larger  family  practice  group).  The 
benefits  of  horizontal  combinations  are: 

• A reduction  in  the  number  of  com- 
peting practices. 

• A greater  market  share  and  there- 
fore greater  abihty  to  influence  the  peo- 
ple with  whom  you  negotiate. 

• A reduction  in  the  duplication  in 
your  facilities,  personnel,  and  purchas- 
ing arrangements. 

• An  improved  utiUzation  of  your  as- 
sets, equipment,  and  facilities. 

• An  increase  in  patient  satisfaction 
because  by  having  a greater  number  of 
physicians  available,  you  may  be  able  to 
provide  more  services,  longer  hours,  or 
greater  coverage. 

Vertical  integration  connotes  a combi- 
nation that  brings  together  supplemen- 
tary practices.  An  example  of  this  inte- 
gration would  be  the  hospital-acquired 
general  or  specialty  practice.  The  bene- 
fits of  vertical  integration  include: 

• Locking  in  referrals  from  the  gen- 
eral surgery  practice  to  the  hospital, 
and  conversely  helping  the  general  sur- 
gical practice  to  guarantee  a favorable 
surgical  schedule,  as  well  as  a fixed  in- 
come. 

• Facihtating  services  planning  by 
the  hospital,  as  the  hospital  can  now 
gauge  more  accurately  its  expected  sur- 


The  authors  are  practice  management  consul- 
tants with  headquarters  in  Plymouth  Meet- 
ing. 


gical  income  from  the  general  practice 
group. 

• Reducing  buying  and  selling  costs 
by  taking  advantage  of  the  hospital’s 
economies  of  scale. 

• Resolving  or  ameliorating  cash 
flow  problems  with  more  working  capi- 
tal available  to  the  combined  group. 

• Coordinating  marketing  and  tech- 
nologic capabihties  to  encourage  suc- 
cessful medical  inventions  and  advance- 
ments. Both  groups  can  benefit  from 
being  on  the  forefront  of  this  technol- 
ogy. 

Service  extension  relates  to  the  asso- 
ciation of  practices  that  are  similEir  to 
each  other  but  that  do  not  compete  di- 
rectly with  one  another.  For  example, 
an  internal  medicine  group  that  brings 
in  (or  acquires)  cardiology,  rheumatol- 
ogy, and/or  pulmonary  talents  would 
fall  into  this  category.  Likewise,  the 
general  surgeon  who  associates  with 
the  gastroenterologist,  colon  and  rectal 
surgeon,  plastic  surgeon,  or  urologist 
extends  the  medical  services  that  he 
has  to  offer  to  the  pubhc. 

Market  extension  me2ms  the  expan- 
sion of  one’s  existing  market  area:  the 
association  of  two  similar  practices  in 
different  market  areas.  The  purpose  of 
such  an  association  is  to  capitahze  on 
existing  talents,  advertising,  capital, 
etc.,  to  benefit  from  the  synergy  result- 
ing from  shared  resources  and  talents. 

The  reasons  for  each  type  of  merger 
are  different,  and  they  depend  upon  the 
goals  of  the  merger.  Are  you  merging  to 
increase  your  working  capital?  To  in- 
crease the  effectiveness  of  your  opera- 
tions or  to  gain  control  over  your  prac- 
tice? To  augment  your  market  control 
and/or  penetration?  To  diversify  the  ser- 
vices you  are  able  to  offer?  To  maximize 
manageriad  efficiencies?  Each  of  these 
goals  leads  to  different  merger  choices 
and  recommendations. 


Legal  form  of  combination 

Whether  you  consider  associating 
with  an  individual  physici^m  or  a large 
group  of  physicians,  you  must  decide 
what  legal  form  of  association  will  best 
serve  your  goals.  Are  your  goals  (as  pre- 
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viousJy  determined)  best  served  by  a le- 
gal ' erger,  a consolidation,  or  a loose 
conlractual  alliance  (as  in  the  form  of  a 
fa  -ilities  management,  shared  em- 
p oyee,  locum  tenens,  or  a “contract 
physician”)?  Your  specific  legal  combi- 
nation is  inextricably  related  to  your 
style  of  management,  your  tax  habihty, 
the  method  of  financing  your  invest- 
ment, and  the  ease  of  divesting  yourself 
of  this  investment  if  it  does  not  achieve 
your  goals. 

Compatible  technologies 
All  too  often  physicians  overlook  the 
level  of  technology  currently  used  in 
their  practice.  For  example,  a small 
medical  group  using  handwritten  ledger 
cards  should  consider  the  possible  inte- 
gration problems  of  merging  with  a sim- 
ilar group  that  is  totally  computerized. 
Likewise,  different  patient  techniques 
must  be  explored  in  depth  with  your  po- 
tential “partners.” 

Antitrust  problems 
Potential  antitrust  implications  and 
the  financial  risk  assumed  in  each  form 
of  merger  must  be  on  the  forefront  of 


each  potential  merger’s  considerations 
and  of  the  utmost  legal  and  financial 
concern. 

You  must  always  consider  whether 
your  acquisition  strategy  might  engen- 
der an  antitrust  action  by  the  Federal 
Trade  Commission,  the  Justice  Depart- 
ment, the  state  attorney  general,  the  af- 
fected competitors,  or  third  parties.  It 
is  no  longer  safe  to  sit  back  and  bhthely 
assume  that  the  merger  of  two  small 
practices  will  not  yield  any  potential  an- 
titrust action.  You  should  involve  an  ex- 
perienced health  care/antitrust  lawyer 
from  the  onset  of  your  strategy  forma- 
tion to  assess  these  issues  and  explore 
alternatives  before  you  proceed  too  far. 

Behavior  problems 

Think  about  your  merger  partner  as 
you  would  your  marriage  partner!  The 
physician(s)  you  join  will  practice  with 
you  on  a day-to-day  basis.  You  must 
think  about  whether  you  can  develop  a 
trusting  work  relationship  with  your 
“partners.”  If  you  do  not  trust  the 
other  fellow,  could  not  “hve  with  him,” 
or  have  other  reservations,  serious 
questions  arise  whether  you  have  the 
right  merger  partner. 

Before  you  sign  on  the  dotted  hne, 
you  must  go  through  this  personal  anal- 


ysis. One  bad  partner  can  spoil  the  mer- 
ger. To  help  make  this  determination,  list 
what  each  partner  brings  to  the  new 
group.  This  Ust  should  include  both  per- 
sonal and  professional  benefits  and 
qualities. 

For  example,  you  might  make  a hst  of 
all  of  the  personal  and  professional 
quahties  that  you  deem  to  be  important 
(patient  interaction,  technical  talents, 
professionahsm,  leadership,  income  pro- 
duction, etc.).  Then  a numerical  value 
between  one  (worst)  and  five  (best) 
should  be  assigned  to  each  individual 
characteristic  for  each  potential  player. 
The  numbers,  when  totalled,  then  give 
you  a way  of  assessing  and  rating  your 
potential  partners.  It  also  helps  you  to 
highhght  each  person’s  individual  tal- 
ents and  weaknesses.  Each  potential 
player  must  be  evaluated  in  this  de- 
tailed way. 

Method  of  payment 

How  will  you  finance  the  acquired 
practice  or  talent?  Whether  you  have 
chosen  an  internal  or  external  invest- 
ment, you  must  still  determine  the  mix 
of  debt  and  equity  financing  that  you 
are  willing  to  assume.  Typically,  you 
should  involve  a consultant  or  accoun- 
tant famihar  with  the  intricacies  of  join- 
ing medical  practices,  the  financial  con- 
cerns are  extremely  important,  and 
they  should  be  explored  in  detail— up 
front. 

Divesture 

No  matter  how  optimistic  you  are 
that  your  venture  will  succeed,  you 
must  always  consider  the  worst  case 
scenairio  and  how  you  would  get  out  of 
your  arrangements.  This  takes  you 
back  to  the  method  of  association.  In 
actual  practice,  a merger  locks  you  in 
more  tightly  than  forming  a partner- 
ship of  professional  corporations;  a lo- 
cum tenens  is  easier  to  fire  than  an  em- 
ployee, etc.  The  reverse  consideration  is 
that  easily  dissolved  associations  may 
not  provide  the  necessary  cement  to  as- 
sure real  commitment  to  making  the 
merged  practices  succeed.  This  is  a crit- 
ical concern,  one  that  is  all  too  often 
omitted  in  the  discussion  of  the  strate- 
gic objectives. 

In  summary,  you  must  carefully  plan 
your  acquisition  strategy.  The  details 
discussed  above  must  be  carefully  eval- 
uated and  decided  upon  for  each  poten- 
tial merger  partner.  The  more  carefully 
planned  and  orchestrated  your  merger, 
the  greater  your  chances  of  a successful 
association.  □ 
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Using  a doctor’s  lien  to  assure  payment 


Nancy  W.  Miller,  JD 

In  some  circumstances,  a physician 
who  renders  professional  services  in 
the  personal  injury  field  is  unable  to  col- 
lect from  the  patient  when  the  services 
are  performed.  If  the  physician  is  stiU 
awaiting  payment  at  the  time  a related 
lawsuit  is  settled,  he  may  experience 
some  difficulty  in  recovering  payment. 


RE:  Patient  records  and  doctor’s  lien 


To  alleviate  this  problem,  a physician 
may  ask  the  patient  and  his  attorney  or 
insurance  company  to  sign  an  agree- 
ment granting  the  physician  a lien  on 
any  settlement,  judgment,  or  verdict 
that  may  result  from  the  legal  action. 

In  some  states,  the  mere  rendering  of 
medical  services  creates  a doctor’s  lien. 


In  other  states  such  as  Pennsylvania, 
the  lien  is  based  on  a contract  in  which 
the  patient  allows  the  proceeds  from  a 
personal  injury  action  to  be  paid  to  the 
doctor  before  final  distribution  is  made 
to  the  patient. 

To  create  a doctor’s  hen,  the  patient  is 
requested  to  sign  an  agreement  grant- 
ing the  hen.  The  agreement  is  sent  to 
the  patient’s  attorney  or  insurance  car- 
rier for  signature.  The  doctor’s  lien 
states  that  the  attorney  will  pay  the 
doctor  directly  any  amount  owed  for 
services  and  authorizes  the  attorney  to 
withhold  sums  from  any  settlement, 
judgment,  or  verdict  to  ensure  the  pay- 
ment of  the  doctor’s  bih.  If  the  proceeds 
are  not  made  payable  to  the  attorney, 
the  hen  can  be  drafted  to  authorize  the 
insurance  company  to  pay  the  doctor’s 
fees  directly. 

The  objective  of  this  hen  is  to  obligate 
the  attorney  or  insurance  carrier  to  pay 
the  doctor  before  final  distribution  of 
the  proceeds  is  made  to  the  patient.  If 
the  attorney  or  insurance  company  er- 
roneously pays  the  patient  the  entire 
proceeds  and  the  doctor’s  fee  subse- 
quently becomes  uncoUectible  an  effec- 
tive hen  wiU  obligate  the  attorney  or  in- 
surance company  to  pay  the  doctor’s 
fee  themselves. 

Four  copies  of  the  agreement  should 
be  signed  and  dated  by  the  patient  and 
the  attorney  or  insurance  carrier.  While 
it  may  not  be  legahy  necessary  for  the 
doctor  to  sign  the  agreement,  it  is  rec- 
omrtiended  that  he  do  so.  After  the 
agreement  is  signed,  a copy  should  be 
retained  by  the  doctor,  patient,  attor- 
ney, and  insurance  carrier  for  their  rec- 
ords. 

The  sample  hen  letter  appealing  in 
Figure  1 may  be  used  in  dealing  with 


The  author  is  an  attorney  with  Kalogredis 
and  Wade  Law  Associates,  Ltd.,  with  head- 
quarters in  Wayne. 


Figure  1.  Sample  Lien  Letter 

TO:  Attorney/Insurance  Carrier  Doctor 


I do  hereby  authorize  the  above  doctor  to  furnish  you,  my  (attorney/insurance  carrier),  \«ith  a 
full  report  of  his  case  history,  examination,  diagnosis,  treatment,  and  prognosis  of  myself  in 
regard  to  my  (accident/illness)  which  (occurred/began)  on . 

I hereby  give  a lien  to  said  doctor  on  any  settlement,  claim  judgment,  or  verdict  as  a result  of 
said  (accident/illness)  and  authorize  and  direct  you,  my  (attorney/insurance  carrier)  to  pay  di- 
rectly to  said  doctor  such  sums  as  may  be  due  and  owing  him  for  services  rendered  me,  and  to 
withhold  such  sums  from  such  settlement,  claim,  judgment,  or  verdict  as  may  be  necessary  to 
protect  said  doctor  adequately. 

I fully  understand  that  I am  directly  anb  fully  responsible  to  said  doctor  for  all  medical  bills 
submitted  by  him  for  service  rendered  me,  and  that  this  agreement  is  made  solely  for  said 
doctor’s  additional  protection  and  in  consideration  of  his  awaiting  payment.  And  I further  under- 
stand that  such  payment  is  not  contingent  on  any  settlement,  claim,  judgment,  or  verdict  by 
which  I may  eventually  recover  said  fee. 

Doctor’s  Signature:  Patient’s  signature: 


Witness: Witness: 

Dated: Dated: 

The  undersigned,  being  the  (attorney  of  record  for  himself  and  his  successors  and  assigns/ 
authorized  representative  of  insurance  carrier)  for  the  above  patient  does  hereby  acknowledge 
receipt  of  the  above  lien,  and  does  agree  to  honor  the  same  to  protect  adequately  said  above- 
named  doctor.  (The  undersigned  attorney  does  hereto  agree  to  notify  any  subsequent  attorney 
of  record  in  the  event  of  his  withdrawal  or  removal.) 

Dated: Authorized  signature: 

Witness: 

NOTICE:  Please  date,  sign,  and  return  three  copies  to  doctor’s  office  at  once.  Keep  one  copy 
for  your  records.  Reply  envelope  attached. 
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The  Milton  S.  Hershey  Medical  Center 

P.O.  Box  851 

Hershey,  PA  17033-0851 


either  an  attorney  or  an  insurance  car- 
rier (if  an  attorney  is  not  involved).  As 
illustrated,  the  letter  serves  two 
purposes— the  release  of  patient  records 
and  the  granting  of  the  doctor’s  lien. 
Before  asking  the  patient  to  sign  the 
form,  the  doctor  should  explain  that  it 
authorizes  the  release  of  the  patient’s 
medical  records  and  permits  his  attor- 
ney or  insuremce  carrier  to  pay  the  doc- 
tor directly  from  any  settlement  or  ver- 
dict received. 

Under  Pennsylvania  law,  a doctor’s 
hen  does  not  arise  by  operation  of  law. 
In  other  words,  the  law  itself  does  not 
automatically  raise  a hen  as  a legal  con- 
sequence of  the  relationship  between  a 
doctor  and  patient.  Nevertheless,  a hen 
created  by  an  agreement  between  the 
doctor  and  patient,  properly  drafted 
and  executed,  stands  a very  good 
chance  of  being  upheld  in  court. 

However,  if  the  the  doctor  has  begun 
treatment  on  the  patient,  he  could  con- 
ceivably violate  certain  regulations 
promulgated  by  the  State  Board  of 
Medicine  deahng  with  unprofessional 
conduct  if  he  unduly  pressures  the  pa- 
tient into  signing  the  agreement. 

According  to  the  regulations,  “unpro- 
fessional conduct”  includes:  (1)  with- 
drawing services  after  a physician- 
patient  relationship  has  been 
estabhshed;  (2)  fading  to  make  available 
the  patient’s  medical  record  upon  the 
patient’s  written  request;  and  (3)  faihng 
to  complete  forms  or  reports  required  to 
be  completed  by  a physician  as  a pre- 
condition to  the  reimbursement  or  di- 
rect payment  of  the  medical  expenses  of 
a patient  by  a third  party.  These  regula- 
tions are  critical  because  they  imply 
that  the  doctor  cannot  threaten  to  dis- 
continue treatment  or  fail  to  make  med- 
ical reports  available  to  the  attorney  or 
insurance  carrier  if  the  patient  does  not 
sign  the  document.  Doing  so  may  sub- 
ject the  physician  to  disciphnary  action 
by  the  State  Medical  Board  and  destroy 
the  validity  of  the  hen. 

In  conclusion,  the  use  of  a doctor’s 
hen  may  be  an  effective  tool  for  improv- 
ing collections  from  personal  injury 
cases  by  providing  for  payment  for  ser- 
vices directly  from  the  proceeds  of  a 
lawsuit  or  settlement.  In  implementing 
this  hen  agreement,  however,  the  doctor 
and  his  staff  must  take  precautions  not 
to  violate  Pennsylvania  Medical  Board 
regulations  relating  to  unprofessional 
conduct.  □ 


Continuing  Medical 
Education  Programs 

April  15-16 

Fifth  Annual  Sports  Medicine  Symposium 

April  21 

Eighth  Annual  Lion-Hearted  Lecture  Series: 
Heart  Horizons  1988 

April  23 

American  College  of  Utilization  Review 
Physicians 

May  13 

Options  in  the  Treatment  of  Infertility:  What 
Everyone  Should  Know 

May  18-19 

ACLS  Course 

May  26 

Current  Concepts  in  the  Diagnosis  and 
Treatment  of  Multiple  Sclerosis 

June  3 

Accomplishments  and  Future  Directions  in 
Newborn  Screening 

June  9 

Intra-Oral  Malignancies:  Treatment  Interventions 

AMA  CATEGORY  I CREDITS  AVAILABLE 
For  further  information,  please  call  (717)  531-7965. 
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5pare  your  patients  the  extra  cost- 
in  calories,  sodium  and  dollars. 

5pare  your  patients  the  rigors  of 
dietary  h+ supplementation. 


Triam  teren  e/5  K F 


Effective  antihypertensive 
therapy...without 
the  bananas 


Before  prescribing,  see  complete 
prescribing  information  in 
SK&F  CO.  literature  or  PDR, 
The  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  lor  initial  therapy  of  edema  or 
hypertension.  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual.  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient,  in 
patient  management.  Treatment  of  hypertension  and  edema 
is  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing  agents  such  as  spironolactone  or  amiloride.  Further  use 
in  anuria,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia: 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake  of 
potassium  is  markedly  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used,  Hyperkalemia  can 
occur,  and  has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  in  the  severely  ill,  with  urine  volume  less  than  one  liter/ 
day,  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  K*  levels  should  be  determined. 

It  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict  K* 
intake.  Associated  widened  QRS  complex  or  arrhythmia 
requires  prompt  additional  therapy.  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood.  Use  in  pregnancy  requires . 
weighing  anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other  adverse 
reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essenbal,  the  patient  should 
stop  nursing.  Adequate  information  on  use  in  children  is  not 
available.  Sensitivity  reactions  may  occur  in  patients  with  or 


* Not  forwitiat  therapy.  See  brief  summary. 

without  a history  of  allergy  or  bronchial  asthma  Possible : 
exacerbation  or  activation. of  systemic  lupus  erythematosus  has 
been  reported  with  thiazide  . diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide 
component  of  ’Dyazide'  is  about  50%  of  the  bioavaitability  of  the' 
single  entity.  Theoretically,  a patient  transferred  from  the  single 
entities  of  triamterene  and  hydrochlorothiazide  may  show  an 
increase  in  blood  pressure  or  fluid  retention.  Similarly,  it  is.  also 
possible  that  the  lesser  hydrochlorothiazide  bioavailability  could 
lead  to  increased  serum  potassium  levels.  However,  extensive  . 
clinical  experience  with  ‘Dyazide’  suggests  that  these  conditiohs 
have  not  been  commonly  observed  in  clinical  practice.  Angio- 
tensin-converting enzyme  (ACE)  inhibitors  can  elevate  serum 
potassium:  use  with  caution  with . ‘Dyazide  '.Do  periodic  serum 
electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during 
concurrent  use  with  amphotericin  B or  corticosteroids  or 
corticotropinlACTHJ).  Periodic  BUN  and  serum  creatinine 
determinations  should  be  made,  especially  in  the  elderly,  diabetics 
or  those  with  suspected  or  confirmed  renal  insufficiency. 

Cumulative  effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function:  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma 
in  patients  with  severe  liver  disease.  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  other  idiosyncratic  reactions. 

Blood  dyscrasiaS  have  been  reported  in  patients  receiving 
triamterene,  and  leukopenia,  thrombocytopenia,  agranulocytosis. 

and  aplastic  ahd  hemotytic  anemia  have  been  reported  with 

thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
rnellitus.  Me  e ffects  of  oral  anticoagulants  may  be  decreased  \ 

. wheh  used  concurrently  with  hydrochlorothiazide;  dosage 
adjustments  may  be  necessary.  Clinically  insignificant  reductions 
: in  arterial  responsiveness  to  norepinephrine  have  been  reported. 
Thiazides  have  also  been  shown  to  increase  the  paralyzing  effect  : 
of  nondepolarizing  muscle  relaxants  such  as  tubocurarine. 
Triamterene  Is  a weak  folic  acid  antagonist  Do  periodic  blood 
studies  in  cirrhotics  \vith  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cau-  , 
tiously  In  surgical  patients.  Triamterene  has  been  found  in  renal 
stones  in  association  with  the  other  usual  calculus  components. 
Therefore,  ‘Dyazide ' should  be  used  iwith  caution  in  patients  with 
histories  of  stone  formation.  A few  occurrences  of  acute  renal 
failure  have  been  reported  in  patients  on  'Dyazide'  when  treated 
with  indomethacin.  Therefore,  caution  is  advised  in  administering 
nonsteroidal  anti-inflammatory  agents. with  ‘Dyazide’.  The 
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'DmZIDE' AS  WHITTB1. 


following  may  occur:  transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in 
hypokalemia),  decreasing  alkali  reserve  with  possible  metabolic 
acidosis.  ‘Dyazide ' interferes  with  fluorescent  measurement  of 
quinidine.  Hypokalemia  is  uncommon  with  ‘Dyazide’.  but  should  it 
develop,  corrective  measures  should  be  taken  such  as  potassium 
supplernentation  or  increased  dietary  intake  of  potassium-rich 
foods.  Corrective  measures  should  be  instituted  cautiously  and 
serum  potassium  levels  determined.  Discontinue  corrective 
measures  and  ‘Dyazide  ‘ should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  welt  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase 
the  risk  of  severe  hyponatremia.  Serum  FBI  levels  may  decrease 
without  signs  of  thyroid  disturbance.  Calcium  excretion  is 
decreased  by  thiazides.  Dyazide ' should  be  withdrawn  before 
conducting  tests  lor  parathyroid  function.  Thiazides  may  add  to  or 
potentiate  the  action  of  other  antihypertensive  drugs.  Diuretics 
reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensi-  . 
tivity,  purpura,  other  dermatological  conditions:  nausea  and 
vomiting,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances: postural  hypotension  (may  be  aggravated  by  alcohol, 
barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including 
pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiakides  alone. 
Triamterene  has  been  found  in  renal  stones  in  association  with 
, , other  usual  calculus  components.  Rare  incidents  of  acute 
' interstitial  nephritis  have  been  reported.  Impotence  has  been 
reported  in  a few  patients  on  ‘Dyazide’,  although  a causal 
; relationship  has  not  been  established. 

Supplied:  'Dyazide  ’ is  supplied  as  a red  and  while  capsule,  in 
bottles  of  1000  capsules;  Single  Unit  Packages  (unit-dose)  of 
100  (intended  for  institutional  use  only);  in  Patient-Pak™  unil- 
of-use  bottles  of  100. 
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members 


BERKS  COUNTY 

Robert  K.  Dellinger,  MD,  Emergency  Med.,  10  Estates  Dr., 
Reading  19606 

Frederick  C.  Lough.  MD,  Thoracic  Surg. , 1 235  Pennsylvania 
Ave.,  Wyomissing  19610 

BLAIR  COUNTY 

Gregory  W.  Betton,  MD,  501  Family  Practice,  Floward  Ave., 
Bldg  F,  Altoona  16601 

Donald  W.  Bulger,  MD,  Family  Practice,  RD  1 Box  579,  Clay- 
sburg  16625 

Ronald  FI.  Kihm,  MD,  Radiology,  Floward  Ave,  & Seventh  St, 
Altoona  16603 

Stephen  L.  Schmidt.  MD,  Gen.  Surg.,  909  E.  Main  St.,  Roar- 
ing Spring  16673 

S.  Chandra  Swami,  MD,  1110  Clay  Ave.,  Tyrone  16686 

BRADFORD  COUNTY 

Anthony  R.  Gillott,  MD,  Gen.  Surg,,  Guthrie  Clinic  Ltd,  Sayre 
18840 

Michael  J.  Landolf,  MD,  Internal  Med  , RD  2 Box  140,  #5. 
Owego,  NY  13827 

Robert  D,  Waye,  MD,  Ob/Gyn,  Guihrie  Clinic  Ltd.,  Sayre 
18840 

BUCKS  COUNTY 

Gholam  Arif,  MD,  Internal  Med.,  St.  Mary  Hosp  , Langhorne 
19047 

Denice  M,  Barnes,  MD,  Pediatrics,  1723  Woodbourne  Rd.. 
Ste.  10,  Levittown  19057 

Eileen  R.  Digregorio,  DO,  Gen.  Practice,  1404  Brownsville 
Rd.,  Trevose  19047 

John  S,  Ettenson,  MD,  Ophthalmology,  220  Locust  St,,  #3B, 
Philadelphia  19106 

Larry  J.  Feinman,  DO,  Gen.  Surg.,  Penn  Square,  Sle.  112, 
400  Middletown  Blvd,  Langhorne  19047 
S.  Warren  Gross,  MD,  Radiology,  1410  June  Lane.  Penn  Val- 
ley 19072 

Richard  A.  Mufson,  MD,  Psychiatry,  23  Tamarack  Lane, 
Levittown  19051 

Paul  D,  Spiro,  MD,  Family  Practice.  Box  278,  Buckingham 
18912 

CAMBRIA  COUNTY 

Paul  Ahlers,  MD,  Emergency  Med.,  320  Main  St..  Johnstown 
15901 

Bobbi  D.  Baker,  MD,  Emergency  Med.,  109  Jacqueline  Dr,, 
Johnstown  15904 

Timothy  A Patrick,  MD,  Gen.  Surg,,  Miners  Flosp.,  Spangler 
15775 

Waheeb  M.  Rizkaila,  MD,  Pathology,  914  Bucknell  Ave  , 
Johnstown  15905 

CENTRE  COUNTY 

William  E Flarvey,  MD,  Internal  Med.,  308  Curtis  St,,  Philips- 
burg  16866 

CLEARFIELD  COUNTY 

Henry  H,  Haven,  MD,  Radiology,  Clearfield  Hosp.,  Clearfield 
16830 

Larry  G.  Schachter,  MD.  Gen,  Surg,,  149  Spring  Court,  Car- 
mel. IN  46032 

Richard  M.  Smith,  MD,  Family  Practice,  216  W.  Market  St., 
Clearfield  16830 

DELAWARE  COUNTY 

Jean-Rene  Dupont.  MD,  Vascular  Surg,,  Ten  Hunters  Run. 
Newtown  Square  19073 

Peter  R Fletcher,  MD,  Anesthesiology,  1515  W.  Montgomery 
Ave.,  Rosemont  19010 

Kenneth  D.  Goldblum,  MD,  Internal  Med.,  1219  Dermond 
Rd..  Drexel  Hill  19026 

Anthony  A Luberti,  MD,  Pediatrics,  1003  Mitchell  Ave.,  Mor- 
tan  19070 

Leonard  F.  Milewski,  MD,  Gen.  Surg.,  301  W.  Chester  Pike, 
Havertown  19083 


John  F.  Schilling,  MD,  Radiology.  Lankenau  Hosp.,  Radiol- 
ogy Dept.,  Philadelphia  19151 

Roger  I.  Schreck,  MD,  Internal  Med.,  1733  Wallace  St,,  Phil- 
adelphia 19130 

Catherine  C.  Wiley,  MD,  Pediatrics,  116  Gladstone  Rd., 
Lansdowne  19050 

ELK-CAMERON  COUNTY 

Starr  M Kearney,  DO,  Internal  Med.,  245  Grove  Ave,, 
Ridgway  15853 

ERIE  COUNTY 

Alan  N.  Esper,  DO,  5050  W.  Ridge  Rd,,  Erie  16506 
Gary  F,  Esper,  DO,  5050  W.  Ridge  Rd.,  Erie  16506 
James  M.  Esper,  DO,  Gen,  Surg.,  606  Erie  St.,  Edinboro 
16412 

Robert  J.  Esper,  DO,  5050  W,  Ridge  Rd.,  Erie  16506 
Ronald  A,  Esper,  DO,  5050  W,  Ridge  Rd.,  Erie  16506 
William  A.  Esper,  DO,  Cardiovascular  Diseases,  5050  W. 
Ridge  Rd.,  Erie  16506 

Peter  S.  Lund,  MD.  Urological  Surg.,  2314  Sassafras  St., 
Erie  16505 

Deborah  A Ranish,  MD,  Family  Practice,  225  W.  25th  St, 
#406,  Erie  16502 

Angelo  N.  Zerbonia,  DO,  Radiology,  252  W 1 1th  St.,  Dept,  of 
Radiology,  Erie  16501 

Thomas  R.  Ziegler,  MD,  Pathology,  764  E.  41st  St.,  Erie 
16504 

FAYETTE  COUNTY 

Mark  G.  Franz,  DO.  Gen  Practice,  1221  Route  119  South, 
Dunbar  15431 

Brian  T.  Taylor,  MD,  Family  Practice,  Route  2 Box  72,  Graf- 
ton, WV  26354 

INDIANA  COUNTY 

Yeshwant  G.  Phadke,  MD,  Gen.  Surg.,  1265  Wayne  Ave., 
Ste.  106,  119  Professional  Center,  Indiana  15701 

JEFFERSON  COUNTY 

Arthur  M.  Edwards,  MD,  Family  Practice,  216  Liberty  Blvd. 
Dubois  15801 

LACKAWANNA  COUNTY 

Eugene  J.  Chiavacci,  MD,  Orthopedic  Surg.,  The  Forum 
Plaza,  233  Penn  Ave.,  Scranton  18503 
Robert  Friedman.  MD,  Anesthesiology,  Community  Med. 
Ctr.,  Scranton  18510 

LEBANON  COUNTY 

Nilda  E.  Ares,  MD,  Nephrology,  1205  W.  Crestview  Dr.,  #210, 
Lebanon  17042 

Martin  S.  Gish,  MD,  Emergency  Med.,  255  Hereford  Rd  . El- 
izabethfown  17022 

LEHIGH  COUNTY 

John  V.  Cappello,  DO,  Gen.  Preventive  Med.,  1011  Brook- 
side  Rd,,  Ste,  290,  Allentown  18106 
David  S.  Enterline,  MD,  Diagnostic  Radiology,  5105 
Meadowview  Dr.,  Macungie  18062 

Bruce  J,  Lipschutz,  DO,  Internal  Med.,  Spring  Ridge  Apts,, 
#L-26,  Whitehall  18052 

LUZERNE  COUNTY 

Arthur  J,  Roberts,  MD,  Thoracic  Surg.,  35  W.  Linden  St.,  Ste. 
340,  Wilkes  Barre  18702 

McKEAN  COUNTY 

William  J.  Brunelli,  MD,  Internal  Med.,  2 Thompson  Park, 
Kane  16735 

MERCER  COUNTY 

Thomas  F.  Armour,  DO,  Family  Practice,  2000  Memorial  Dr, 
Farrell  16121 

Joseph  J.  Conti,  DO,  Gen,  Practice,  665  S,  Second  St., 
Sharpsville  16150 


John  P.  Gallagher,  MD,  Ob/Gyn,  220  Case  Ave.,  Sharon 
16146 

Diane  G.  Martinez,  MD,  Internal  Med.,  2 Second  Ave., 
Greenville  16125 

William  G,  McDowell,  DO,  Family  Practice,  2000  Memorial 
Dr,  Farrell  16121 

Matilda  J.  Morris,  DO,  Gen.  Practice,  2000  Memorial  Dr, 
Farrell  16121 

MIFFLIN-JUNIATA  COUNTY 

M.  Patrick  Allender,  MD,  Pediatrics,  Third  St.  & Highland 
Ave.,  Lewistown  17044 

Vito  M,  Caserta,  MD,  Pediatrics,  RD  1 Box  121,  Reedsville 
17084 

MONROE  COUNTY 

Michael  I.  Belenko,  MD,  Pulmonary  Diseases,  239  E.  Brown 
St.,  East  Stroudsburg  18301 

Mark  A.  Simon,  MD,  Cardiovascular  Diseases,  239  E.  Brown 
St,,  East  Stroudsburg  18301 

MONTGOMERY  COUNTY 

Luis  I.  Becerra-Cabal,  MD,  Neurology,  234  Birch  Dr,  Lafay- 
ette Hill  19444 

James  D.  Knox  Jr.  MD,  Family  Practice,  Bryn  Mawr  Ave., 
Bryn  Mawr  19010 

MONTOUR  COUNTY 

Patrick  J.  Murnin,  MD,  Internal  Med.,  109  Green  St.,  Danville 
17821 

Thomas  C.  Smith,  MD,  Internal  Med.,  721  E.  Eront  St.,  Dan- 
ville 17821 

Robert  Taraszewski,  MD,  Internal  Med.,  404  E.  Marlon  Ave,, 
Youngstown,  OH  44507 

NORTHAMPTON  COUNTY 

James  D.  Balshi,  MD,  Vascular  Surg.,  2200  Northampton 
St.,  Easton  18042 

NORTHUMBERLAND  COUNTY 

Leon  T,  Biglete,  MD,  Internal  Med.,  125  W.  Commerce,  Sha- 
mokin  17872 

PHILADELPHIA  COUNTY 

Walter  E Bantom  III,  MD,  Internal  Med.,  567  S.  Lansdowne 
Ave.,  #3C,  Darby  19023 

Roland  S,  Beverly  III,  MD,  Dermatology,  529  S.  Juniper  St., 
Philadelphia  19147 

Christopher  T Born.  MD,  Orthopedic  Surg.,  3 Cooper  Plaza, 
Camden,  NJ  08103 

Jerome  A.  Boscia,  MD,  Infectious  Diseases,  PO  Box  7929, 
E-43,  Philadelphia  19101 

Hal  S.  Broderson,  MD,  Anesthesiology,  SKF,  PO  Box  1539, 
#1303,  King  of  Prussia  19406 

Gary  J.  Carlson,  MD,  Pathology,  Frankford  Hosp.,  Philadel- 
phia 19114 

William  D Carlson,  MD,  Cardiovascular  Surg.,  Box  1539, 
King  of  Prussia  19406 

Victor  L.  Carpiniello,  MD,  Urological  Surg.,  2136  W.  Pas- 
syunk  Ave  , Philadelphia  19145 

Eric  B Cohen,  MD,  Child  Psychiatry,  7009  McCallium  St., 
Philadelphia  191 19 

Ann  M.  Craig,  MD,  Pediatrics,  247  S.  Farragut  St.,  Philadel- 
phia 19139 

William  R.  Creevy,  MD,  Orthopedic  Surg.,  1827  Kater  St., 
Philadelphia  19146 

John  M.  Draganescu,  MD,  Gastroenterology,  3600  Schaeff 
Lane,  #522,  Philadelphia  19145 

Elizabeth  L.  Fabens,  MD,  Internal  Med.,  546  W,  Sedgwick 
St.,  Philadelphia  19119 

David  S.  Footerman,  MD,  Anesthesiology,  2401  Pennsylva- 
nia Ave.,  #14-C-50,  Philadelphia  19130 
Diane  R,  Gillum,  MD,  Gen.  Surg.,  1025  Walnut  St..  Philadel- 
phia 19107 

Rodolfo  I.  Godinez,  MD,  Anesthesiology,  Children’s  Hosp.  of 
Phila.,  34th  & Civic  Center  Blvd.,  Philadelphia  19104 
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PDR 


For  Full  Prescribing 
Information, 
Please  See  PDR. 


Dosing  Flexibility 

Android:5:7ia725: 

Methyltestosterone  U.S.P  Tablets 
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Fluoxymesterone  U.S.P  Tablets,  10  mg. 


BROWN  PHARMACEUTICAL  COMPANY,  INC.  3300  Hyland  Avenue,  Costa  Mesa,  CA  92626 


new  nif'  ars 


Miguel  /■  ,;alez,  MD.  Internal  Med,,  11557  N,  Poema  PI., 
#203,'  vorth,  CA  9131 1 

Enric  ernandez,  MD,  Gynecological  Oncology,  3300 

Henr.  ,e.,  Philadelphia  19129 

Kenn-.  r,  C.  Huber,  MD,  Cardiovascular  Diseases,  1747  W 
C.hf  -r  Pike,  Havertown  19083 

Ge-  id  A-  Isenberg,  MD,  Colon  & Rectal  Surg  , 41 1 Sprague 
R.  . Penn  Valley  19072 

Jules  Katz,  MD,  Radiology,  111-B  Chaucer  Rd.,  Mt  Laurel, 
NJ  08054 

Terry  Lange.r  MD,  Cardiovascular  Diseases,  51  N 39th  St., 
Philadelphia  19104 

Kenneth  Levin,  MD,  Nuclear  Med  , Hahnemann  Univ.,  Broad 
& Vine  Sts.,  Philadelphia  19102 

Anthony  Marino  Jr , MD,  Psychiatry,  300  S Camac  St.,  #1, 
Philadelphia  19107 

Irisaida  Martinez,  MD,  Pediatrics,  1427  Catherine  St.,  Phila- 
delphia 19146 

Kathleen  M Meehan,  MD,  Pediatric  Endocrinology.  112 
Burnt  Mill  Rd,,  Voorhees,  NJ  08043 

Jeanne  S Meisler,  MD,  Psychiatry.  333  Valley  Rd,,  Merion 
19066 

Ira  S Merkel.  MD,  Internal  Med,,  2607  Welsh  Rd  , #l-204s, 
Philadelphia  19114 

Erik  W.  Nielsen,  MD,  Otolaryngology.  1740  South  St,,  Phila- 
delphia 19146 

Samuel  R Noble,  MD.  Physical  Med  /Rehabilitation,  PO  Box 
2238,  Upper  Darby  19082 

Francis  X.  O'Brien,  MD,  Cardiovascular  Diseases,  1310 
McKinley  St.,  Philadelphia  19111 

Lorraine  M O'Conor,  MD.  Internal  Med.,  520  Steven  Dr  , 
#314,  King  of  Prussia  19406 

Pauline  K Park,  MD,  Gen.  Surg.,  181 1-D  Fitzwater  St,,  Phil- 
adelphia 19146 

Arthur  S.  Patchefsky,  MD,  Anatomic  Pathology,  216  Carpen- 
ter St..  Philadelphia  19147 

Daniel  B.  Rosenberg,  MD,  Physical  Med  /Rehabilitation, 

York  & Tabor  Rds  , Philadelphia  19141 

Usha  M Sankrithi,  MD,  Pediatrics,  2991  School  House 

Lane.  #B  21  West.  Philadelphia  19144 

Daniel  B,  Walter,  MD,  Anesthesiology,  2601  Holme  Ave  , 

Philadelphia  19152 

Daniel  J Weinberg,  MD,  Gen.  Surg  , Presbyterian  U of  PA 
Med  Ctr,  39th  & Market  Sts.,  Philadelphia  19104 
Robert  A.  Weisman,  MD.  Otolaryngology,  3400  Spruce  St  . 
Philadelphia  19104 

Fred  H,  Weiss,  MD.  Pediatrics,  Albert  Einstein  Medical  Ctr, 
York  & Tabor  Rds.,  Philadelphia  19141 
Steven  B Wirts,  MD,  Obstetrics/Gynecology,  100  N Broad 
St  . Philadelphia  19102 

Norman  Zitomer,  MD,  Gastroenterology,  1811  S.  Broad  St  , 
Philadelphia  19148 


SOMERSET  COUNTY 

Mohammed  Aslam,  MD,  Family  Practice,  1118  James  St,, 
Somerset  15501 

VENANGO  COUNTY 

Laurence  G Lines,  MD.  Radiology,  1 Dale  Ave.,  Franklin 
16323 

WAYNE-PIKE  COUNTY 

Pasquale  D Baratta,  MD,  Family  Practice,  Route  371,  PO 
Box  14.  Damascus  18415 

Matthew  T.  Kuber,  MD,  Cardiovascular  Diseases,  RD  4 Box 
249,  Honesdale  18431 

Marcellus  A.  Walker,  MD.  Internal  Med  , PO  Box  1028, 
Honesdale  18431 

WESTMORELAND  COUNTY 

Anwarullah  Khan,  MD,  Cardiovascular  Diseases.  1 100  Ligo- 
nier  St.,  Latrobe  15650 

YORK  COUNTY 

Van  D Adams,  MD.  Anesthesiology.  1620  S Oueen  St., 
York  17403 

Mary  T.  Demilio,  MD,  Family  Practice,  132  S,  George  St., 
York  17401 

Frederick  G.  Flaccavento,  MD,  Anesthesiology.  1620  S. 
Oueen  St  , York  17403 

Patrick  P,  Montefusco,  MD,  Gen  Surg,,  924  Colonial  Ave,, 
York  17403 

STUDENTS 

Brett  L Acker,  1000  Walnut  St.,  #1410,  Philadelphia  19107 
J.  Todd  Alderfer,  607  S.  42nd  St.,  Philadelphia  19104 
H.  Leon  Aussprung  III.  1000  Walnut  St.,  303  Orlowitz,  Phila- 
delphia 19107 

William  R Bachman,  University  Manor  East,  #225,  Hershey 
17033 

David  N Baer,  1000  Walnut  St,,  #303,  Philadelphia  19107 
Marion  B Brody,  950  Walnut  St..  #320,  Philadelphia  19107 
Yasmin  H.  Carim,  536  S.  45th  St.,  Philadelphia  19104 
Stanley  A Castor,  3904  Spruce  St  , Philadelphia  19104 
Andrew  B Chun,  1014  Clinton  St..  Philadelphia  19107 
Ona  M.  Colasante,  1609  W,  Butler  St  . Philadelphia  19140 
Charles  B Daknis,  1421  Victoria  Rd  , Springfield  19064 
Thomas  A.  Damato,  1000  Walnut  St..  #205,  Philadelphia 
19107 

Bret  A Daniels.  1600  Garrett  Rd..  #1-20,  Barclay  Square 
Apts  , Upper  Darby  19082 

Mona  Darwish.  2401  Pennsylvania  Ave  . Philadelphia  19130 
Elizabeth  M.  Datner,  424  W.  Price  St  , Philadelphia  19144 
Joseph  N Dibello  Jr,,  1925  Bowler  St  , Philadelphia  19115 
Marybeth  Dinulos,  Summit  Park  East,  #R-13,  8201  Henry 
Ave.,  Philadelphia  19128 

Rosalinda  A Dinenzo,  146  Sumac  St,,  Philadelphia  19128 
Una  M.  Espenkotter,  950  Walnut  St.,  #415,  Philadelphia 
19107 


A HELPING  HAND  FOR  THE 
TROUBLED  PHYSICIAN 


Alcoholism.  Drug  abuse.  Mental  and  physical  disability.  The  problems  of 
aging.  All  take  their  toll  on  the  medical  community. 

But  there’s  help — through  the  Impaired  Physician  Program  of  the 
Pennsylvania  Medical  Society.  The  program  offers  peer  support  . . . referral  to 
professional  treatment  agencies  . . . and  compassionate  follow-up  throughout 
the  rehabilitation  process. 

All  efforts  are  voluntary  and 
strictly  confidential. 

If  you  need  help — or  know 
someone  who  does — call  the 
Impaired  HoUine:  (717) 

763-7937. 


To  learn  more  about  the 
Impaired  Physician  Program, 
write:  Impaired  Physician 
Program,  Pennsylvania  Medical 
Society,  20  Erford  Road, 
Lemoyne,  PA  17043. 


Raymond  E.  Felgar,  6204  Fifth  Ave.,  #4B,  Pittsburgh  15232 
Denise  F.  Fitzpatrick,  237  Buckingham  PI.,  Philadelphia 
19104 

Douglas  L.  Forman,  4216  Chester  Ave.,  Philadelphia  19104 
Susan  R.  Gaire,  317-21  N,  Broad  St.,  #5,  Philadelphia  19107 
Philip  K.  Good,  626  Donegal  Springs  Rd.,  Mt,  Joy  17552 
Susan  P.  Harding,  1608  Stiles  Hall,  325  N.  15th  St,,  Philadel- 
phia 19102 

Richard  C.  Harker,  117  Moonflower  Rd.,  Hatboro  19040 
Neal  S.  Harnly,  1311  Rodman  St.,  Philadelphia  19147 
Denise  M.  Hickey,  3358  Disston  St.,  Philadelphia  19149 
Jude  A Hudock,  950  Walnut  St.,  #418,  Philadelphia  19107 
Jeffrey  R.  James,  915  Hale  St.,  Pottstown  19464 
Perry  A Jansen,  University  Manor,  #63,  Hershey  17033 
Linda  M Jemison,  1511  Spring  Ave.,  #3,  Jenkintown  19046 
Nancy  L.  Jensen,  107  W.  Penn  St.,  Philadelphia  19144 
Birgit  Kaeslingk,  175  University  Manor  East,  Hershey  17033 
Kellen  K.  Kovalovich,  3120  Schoolhouse  Lane.  #B-11  Madi- 
son, Philadelphia  19144 

Yuhuan  Lan,  325  N 15th  St..  #809B,  Philadelphia  19102 
Thomas  C.  Lee,  325  N.  15th  St,,  #410,  Philadelphia  19102 
Robert  M.  Levitt,  834  Thornton,  Sharon  16146 
Peter  C.  Lim,  1120  Spruce  St.,  Philadelphia  19107 
Benjamin  J Lloyd.  18a  Cedar  House,  Douglassville  19518 
Nancy  S.  Loughridge,  520  Woodland  Terrace,  #3,  Philadel- 
phia 19104 

Ronald  M Mann,  1936  S Park  Ave.,  Hadden  Heights,  NJ 
08035 

Asha  Manoharan,  1000  Walnut  St.,  #1005,  Philadelphia 
19107 

Kathy  A Marks,  2809  Queen  Lane,  #305,  Philadelphia 
19129 

Susan  G.  McFalls,  1014  Clinton  St.,  Philadelphia  19107 
Theresa  A Meade,  950  Walnut  St.,  #804,  Philadelphia 
19107 

Jonel  M Mellott,  1000  Walnut  St..  #901 , Philadelphia  19107 

Mary  C.  Murphy.  17  Ramsgate  Court,  Blue  Bell  19422 

Scott  A Nesbitt,  RD  1 Box  12,  Fombell  16123 

Timothy  J O'Brien,  825  N,  29th  St.,  #3D,  Philadelphia  19130 

John  P.  O'Grodnick,  1015  Spruce  St.,  Philadelphia  19107 

Maria  T Olivero,  616  E.  Walnut  Lane,  #205,  Philadelphia 

19128 

Todd  E Phillips,  4438  Silverwood  St,.  Philadelphia  19127 
Maryelizabeth  Pierzga,  University  Manor  East,  #79,  Hershey 
17033 

Laura  A Prince,  22  Chevy  Chase.  Briarcrest  Gardens, 
Hershey  17033 

John  A Prodoehl,  152  Hart  Lane,  Springfield  19064 
Cheryl  L Quigley.  7901  Henry  Ave  , #G109,  Philadelphia 
19128 

Brian  K.  Reedy.  4521  Larchwood  Ave.,  Philadelphia  19143 

Raymond  K Reichwein,  RD  1 Box  371,  Ashland  17921 

Scott  A Rice,  3300  N.  Broad  St.,  #3R,  Philadelphia  19140 

George  Ritz,  210  Winters  Ave.,  West  Hazleton  18201 

Helen  L Ross,  3 Tee  St.,  Selinsgrove  17870 

Donald  C.  Santora,  University  Manor  East,  #87,  Hershey 

17033 

Vincent  E.  Schaller,  237-A  Hanshue  Rd,,  Hummelstown 
17036 

Linda  L.  Schlaepfer,  311  Baird  Rd,,  Merion  19066 
Jamie  A Selingo,  4058  Ford  Rd.,  Philadelphia  19131 
Robert  M Simms.  University  Manor,  #207,  Hershey  17033 
Christopher  G.  Sivak,  1032  E.  38th  St.,  Erie  16504 
Robert  E.  Solomon,  1123  Dickinson  St  , Philadelphia  19147 
William  A.  Stay,  1000  Walnut  St.,  #1409,  Philadelphia  19107 
Cynthia  M Stern,  4816  Warrington  Ave.,  Philadelphia  19143 
Andrew  Sucov,  1006  S,  45th  St  , Philadelphia  19104 
Jay  S.  Talsania,  59  W.  Willow  Grove  Ave  , Philadelphia  191 18 
David  S,  Tannenbaum,  4426  Chestnut  St,.  Philadelphia 
19104 

Neal  J,  Thomas,  7901  Henry  Ave.,  #E-401,  Philadelphia 
19128 

Marla  R,  Triano,  610  Arthur  St.,  Hazleton  18201 
Vincent  J Vanston,  3120  W Schoolhouse  Lane,  #F-C12, 
Philadelphia  19144 

Mary  A Walker,  74  University  Manor  East.  #74,  Hershey 
17033 

Donald  A Walters,  108  Harvy  St.,  Philadelphia  19144 
Bruce  E.  Walther,  2665  Egypt  Rd,,  Norristown  19403 
Kristine  M Ward,  Martin  Residence  Room  602,  Thomas  Jef- 
ferson University,  Philadelphia  19107 
Shari  B Wexler,  3701  Conshohocken  Ave.,  #202,  Philadel- 
phia 19131 

Daniel  S.  Woolley,  3120  School  House  Lane,  #MA-8,  Phila- 
delphia 19144 

Scott  L.  Zager,  8201  Henry  Ave.,  #D-5,  Philadelphia  19128 
Brian  S.  Ziegler,  1003  Barringer  Apt,,  950  Walnut  St.,  Phila- 
delphia 19107 
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Crisis  in  black  and  white. 


Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 


mils 

tv  r,'  ^ f i‘  t V s! 


Lester  R,  Wilson,  Jr.,  William  Waldron,  Suite  125,  Commerce  Plaza,  5100  Tilghman  Street,  Allentown,  PA  18104,  (215)  395-8888 
Eugene  P.  Ziemba,  William  J.  Carey,  Robert  J.  Zucosky,  James  I.  Frazer,  Jr.,  Suite  202,  Plymouth  Plaza,  Plymouth  Meeting,  PA  19462,  (215)  825-6800 

Sidney  B,  Elston,  Jr.,  1902  Market  Street,  Camp  Hill,  PA  17011,  (717)  737-99  00 

Ned  Wells,  Donald  C.  Hoffman,  R.  Grant  Stewart,  David  M.  Gusic,  Suite  212,  Manor  Oak  Two,  1910  Cochran  Road.  Pittsburgh,  PA  15220,  (412)  531-4226 


r .lysicians  in  the  news 


K anley  Baum,  MD,  professor  and 
chairman  of  the  department  of  radiol- 
ogy of  the  University  of  Pennsylvania 
School  of  Medicine,  recently  delivered 
the  Annual  Memorial  Lecture  of  the 
Chicago  Radiologiced  Society  and  was 
awarded  their  Annual  Memorial  Award. 

Temple  University’s  Thrombosis  Re- 
search Center  has  received  a two-year 
grant  of  $132,262  from  the  W.  W.  Smith 
Charitable  Trust  for  further  research  on 
Factor  V,  a protein  needed  for  blood 
clotting.  Robert  Coleman,  MD,  head  of 
the  hematology/oncology  section  of  the 
department  of  medicine  and  director  of 
the  Thrombosis  Research  Center,  and 
his  associate  Alan  Gewirtz,  MD,  assis- 
tant professor  of  medicine  and  throm- 
bosis research  received  the  gr2mt. 

Bruce  Trock,  PhD,  assistant  director 
for  cancer  control  at  the  University  of 
Pennsylvania  Cancer  Center,  spoke  re- 
cently at  the  Asian  Conference  on  Nu- 
trition held  in  Osaka,  Japan.  His  pre- 
sentation, “Assessment  of  Research 
Related  to  Dietary  Fiber  and  Colon 
Cancer:  A Critical  Review,”  discussed 
the  current  state  of  research  on  fiber 
and  colon  cancer. 


Edward  S.  Schulman,  MD,  Philadel- 
phia, has  been  appointed  associate  pro- 
fessor of  medicine  2md  director.  Division 
of  Pulmonary  Medicine,  Hahnemann 
University. 

Harry  Goldberg,  MD,  a heart  specialist 
at  Albert  Einstein  Medical  Center,  and 
Bernard  Cowitz,  MD,  a psychiatrist  at 
Philadelphia  Psychiatric  Center,  re- 


Leo  M.  Hartz,  MD,  (left)  is  the  new  presi- 
dent of  the  Lycoming  County  Medical  Soci- 
ety. Kenneth  L.  Cooper,  MD,  (right)  is  the 
immediate  past  president.  Gerald  L.  An- 
driole, MD,  (center)  president  elect  of 
PMS,  was  the  honored  guest  at  the  socie- 
ty’s annual  banquet. 


cently  received  Albert  Einstein 
Healthcare  Foundation’s  Physicians’ 
Aw^lrds  for  Excellence. 

Alan  Schreiber,  MD,  professor  of  medi- 
cine at  the  University  of  Pennsylvania 
School  of  Medicine  and  chairman  of  its 
Graduate  Group  in  Immunology,  has 
been  selected  by  the  Heart,  Lung,  and 
Blood  Institute  of  the  National  Insti- 
tutes of  Health  to  receive  a MERIT 
Award.  Dr.  Schreiber  is  one  of  14  re- 
searchers to  receive  the  award,  which 
will  continue  for  10  years.  Dr.  Sch- 
reiber’s  research  is  in  general  immunol- 
ogy and  immunology  as  it  relates  to  cer- 
tain blood  disorders. 

Allan  E.  Wulc,  MD,  Bala  Cynwyd,  re- 
cently authored  an  article  published  in 
Archives  of  Ophthalmology  on  eyelid 
anatomy.  Dr.  Wulc  is  a member  of  the 
Oculoplastics  Service  of  the  Scheie  Eye 
Institute. 

John  M.  Thomas,  MD,  president  of 
Guthrie  Clinic,  Sayre,  Pennsylvania,  is 
the  new  president  of  the  Board  of  Direc- 
tors of  the  Pennsylvania  Trauma  Sys- 
tems Foundation.  His  one-ye^lr  term  be- 
gan January  1,  1988. 


The  Montgomery  and  Delaware  County  Medical  Societies  re- 
cently held  a joint  membership  meeting  to  discuss  health  care 
cost  containment.  From  left  to  right  above  are  Richard  P.  Albert- 
son, MD,  president  of  MCMS  and  member  of  the  PMS  Health  Care 
Cost  Containment  Task  Force,  Alvin  E.  Gaary,  MD,  president  of 
DCMS,  and  Timothy  J.  Michals,  MD,  member  of  the  Pennsylvania 
Health  Care  Cost  Containment  Council.  The  PMS-produced  video 
tape,  “Private  Practice  Public  Knowledge  Act  89,”  was  pre- 
sented, and  Dr.  Albertson  and  Dr.  Michals  spoke  on  the  subject. 


The  1987-88  Montgomery  County  Medical  Society  officers  are 
pictured  above:  (left  to  right)  John  P.  Deviney,  MD,  vice  presi- 
dent; Richard  P.  Albertson,  MD,  president;  Nicholas  R.  Rorick, 
MD,  president  elect;  (standing)  H.  William  Schmidt,  MD,  trea- 
surer; H.  Craig  Bell,  secretary. 
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Geisinger  Clinic 

1988  Continuing  Education 

Vascular  Disease  Update 
Wednesday,  April  13,  1988 

Advances  in  Dermatology 
Wednesday,  April  20,  1988 
Mental  Health  Meeting 
April  27,  1988 

5th  Annual  Sight  Loss  Support  Group  & Visual  Rehab 
Conference 

Wednesday,  May  4,  1988 
Sheraton  Inn,  Danville 

Neonatal  Respiratory  Care 
May  11,  1988 

Update  in  OB/GYN 
June  16-17,  1988 

Pocono  Hershey  Resort,  White  Haven 
2nd  Annual  Summer  Update  in  Clinical  Medicine 
June  21-24,  1988 
HUton  Head,  SC 

As  an  organization  accredited  for  continuing  medical  education,  Geisinger  Medical 
Center  certifies  that  these  activities  meet  the  criteria  for  credit  hours  in  Category  1 of 
the  Physician's  Recognition  Award  of  the  American  Medical  Association  Please  refer 
to  each  Individual  program  flyer  for  registration  fees,  starting  times,  and  number  of 
credit  hours.  For  further  information  or  for  copies  of  individual  programs,  call  Sharon 
Hanley,  Program  Registrar,  collect,  at  717-271-6692.  There  is  a 24-hour  answering 
service  available.  You  may  also  write  to  her  at  North  Academy  St.,  Danville,  PA 
17822-1350, 


Geisin3er 


PENNSYLVANIA'S 
-Finest  RESORT  course 

Take  on  18  holes  of  thoroughly  enjoy- 
able golf  on  uncrowded,  inetiGulously 
maintained  bent-grass  fairways  and 
fast,  true  greens  sculpted  from  the 
wooded  Central  Pennsylvania 
hills.  A special  golf-vacation  spot 
that  includes  swimming,  tennis, 
fine  restaurants  , 

and  more. 

3-Day  Packages 


tor  toll-free  reservations:  in  Pennsylvania  800-252-3551 
in  continental  U.S.  800-458-3602 


f Toftrees  Ifotei 

One  Country  Club  Lane,  State  College,  PA  16803-2099,  814-237-5311 


Pace  Software  Services,  Inc. 
has  the  IBM  Computer 
solution  for  your  office. 

The  Physician’s  Management  System  is  a 
turnkey  medical  system  that  runs  on  the  IBM 
family  of  products. 

□ IBM  PC-AT,  Networked  PC's. 

IBM  System/36 

□ Direct  Transmission  to  BC/BS 

□ Automatic  Insurance  Claims 

□ Automatic  Statements 

□ Aged  Receivable  Reports 

□ Practice  Analysis 

□ On-Site  Training  and  Local  Support 
Due  to  our  expertise  in  the  medical  area, 
PACE  has  been  contracted  by  IBM  to  market 
to  and  install  systems  for  Maryland 
physicians. 

PACE 

Software  Services,  Inc. 

(301)  296-4600  Ext.  288 
29  W.  Susquehanna  Ave..  Towson,  MD  21204 


Hahnemann  University 

Department  of  Neoplastic  Diseases 


BONE  MARROW  TRANSPLANTATION, 
THE  IMMUNOSUPPRESSED  HOST 
AND  AIDS 


Course  Directors 

Isadore  Brodsky,  MD 
Stephen  I.  Bulova,  MD 
Pamela  Crilley,  DO 

APRIL  11,  1988 

Sheraton  Society  Hill  Hotel 
One  Dock  Street 
Philadelphia,  Pennsylvania 

For  Further  Information 
Office  for  Continuing  Education 
Hahnemann  University 
Broad  & Vine 
Philadelphia,  PA  19102 
(215)  448-8263 
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PHYSICIANS  WANTED 
Err-  jdncy  physician  — Full-time  opportu- 
nir  in  the  PA,  NY,  and  NJ  area.  Must  be 
ex  .jrienced.  Board  eligibility  and  ACLS  certi- 
fr  ;tion  preferred.  Salary  range  $80,000  plus 
r-  dIpractice  insurance  and  benefits.  Part-time 
positions  also  available.  Send  resume  to 
AES,  Inc.,  ATTN:  Joseph  Grilli,  COO,  Box 
2510,  Wilkes-Barre,  PA  18703;  or  call  (717) 
825-5333  collect, 

Pennsylvania  — Emergency  physicians  sys- 
tem. Needs  several  full-time  emergency  phy- 
sicians for  Western  Pennsylvania  area  emer- 
gency departments.  Independent  contractor 
arrangements.  The  system  is  on  a “fee  for 
service”  basis.  Contact:  (412)  228-3400  for 
an  interview  appointment. 

ER  physicians  — Full-time/part-time  posi- 
tions available  NJ,  PA,  NY.  Emergency  medi- 
cine experience  preferred.  Guaranteed  com- 
pensation and  paid  malpractice.  For  more 
information  call  (215)  521-5100  (within  PA),  1- 
800-TRAUMA6  (outside  PA),  or  send  CV  to 
Trauma  Service  Group  PC,  Scott  Plaza, 
Building  Two,  Suite  114,  Philadelphia,  PA 
19113. 

Trained  emergency  medicine  physician 
needed  immediately  for  full-time  position  in 
busy  155-bed  community  hospital  in  Central 
Pennsylvania.  Send  CV  to  Michael  Daniloff, 
President,  Evangelical  Community  Hospital, 
Lewisburg,  PA  17837. 

Locum  tenens  — Position  available  in  all 
specialties  throughout  the  country.  Work  one 
to  fifty-two  weeks  while  you  travel  (expense 


paid)  and  enjoy  an  excellent  guaranteed  in- 
come. Malpractice  insurance,  housing  & 
transportation  provided.  Contact:  Locum 
Medical  Group,  30100  Chagrin  Blvd.,  Cleve- 
land, OH  44124  or  call  (800)  752-5515. 

Emergency  room  physician  — For  growing 
emergency  department  in  Northeast  Pennsyl- 
vania. Full-time  position  for  Board  certified/ 
eligible  emergency  physician.  Competitive 
salary  and  benefits  package.  Contact  Robert 
Lynn,  (215)  258-7361  or  send  curriculum  vitae 
to  MESA,  PO  Box  2346,  Lehigh  Valley,  Penn- 
sylvania 18001 . 

Orthopedic  surgeon  wanted  tor  well  estab- 
lished solo  practice  in  eastern  Pennsylvania. 
Patients  drawn  from  county  of  250,000  in 
Pennsylvania  Dutch  country.  Owner  will  retire 
soon.  Write  to  Box  236,  Pennsylvania  Medi- 
cine, 20  Erford  Road,  Lemoyne,  PA  17043. 

New  York,  Buffalo  — Seeking  full-time  and 
part-time  physicians  residency  trained  in 
emergency  medicine  or  primary  specialty  for 
32,000  annual  volume  emergency  depart- 
ment. Directorship  available.  Attractive  com- 
pensation, malpractice  insurance  and  benefit 
package  available  to  full-time  physicians. 
Contact:  Emergency  Consultants,  Inc.,  2240 
S.  Airport  Rd.,  Room  27,  Traverse  City,  Ml 
49684;  1-800-253-1795  or  in  Michigan  1-800- 
632-3496. 

Family  practice  — Rural  Pennsylvania  family 
practitioner  seeks  associate  to  join  his  busy 
practice.  Must  be  Board  certified.  Many  out- 
door recreational  activities  available.  Close  to 
Pocono  Resorts.  Send  CV  to  Box  228,  Penn- 


sylvania Medicine,  20  Erford  Rd.,  Lemoyne, 
PA  17043. 

Internal  medicine  — Board  certified/eligible 
internist  for  practice  opportunity  in  north  cen- 
tral Pennsylvania.  Good  opportunity  for  the 
family  oriented  physician.  Send  CV  to  Box 
229,  Pennsylvania  Medicine,  20  Erford  Road, 
Lemoyne,  PA  17043. 

Urology  — Community  hospital  with  179 
beds  seeks  Board  certified/eligible  urologist 
for  solo  practice.  Many  educational  and  recre- 
ational opportunities  available.  Send  CV  to 
Box  230,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Orthopaedics  — Rural  community  hospital 
with  service  area  of  40,000  residents  search- 
ing for  orthopaedic  surgeon  to  establish  solo 
practice.  Require  Board  certified/eligible. 
Send  CV  to  Box  231,  Pennsylvania  Medicine, 
20  Erford  Rd.,  Lemoyne,  PA  17043. 

Otolaryngology  — 179  bed  community  hos- 
pital needs  otolaryngologist  to  establish  a full- 
time solo  practice  in  its  service  area.  Board 
certified/eligible  status  required.  Close  to  Po- 
cono Resorts.  Send  CV  to  Box  232,  Pennsyl- 
vania Medicine,  20  Erford  Rd.,  Lemoyne,  PA 
1 7043. 

Dermatology  — Northeastern  Pennsylvania 
community  hospital  seeks  Board  certified/ 
eligible  specialist  to  develop  a solo  practice  in 
a service  area  of  40,000  residents.  Many  rec- 
reational activities  available.  Send  CV  to  Box 
233,  Pennsylvania  Medicine,  20  Erford  Rd., 
Lemoyne,  PA  17043. 


Emergency  physicians: 
You're  dedicated, 
hardworking  & smart. 
Are  you  being 
rewarded  for  it? 

You're  talented.  Ambitious.  And  fully  committed 
to  being  the  best.  But  can  you  achieve  your  professional 
goals  in  your  present  setting?  Are  you  interested  in 
better  opportunities  to  practice  medicine  in  a challenging 
environment? 

TSG  will  help  you  realize  your  goals.  With  10  years 
of  experience  in  placing  first-rate  physicians  in  first-rate 
hospitals,  we  offer  full-time  emergency  and  trauma 
positions  to  both  board  certified  and  board  prepared 
physicians.  Think  of  it:  career-stability,  flexible  hinirs, 
highest  rate  paid  and  as  much  responsibility  as  you  want. 

We  ll  provide  the  support  you  need  through  incentive 
programs,  professional  education  and  career  development. 
Of  course,  we  provide  full  liability  coverage. 

Call  us  7 days  a week,  9am-9pm  to  discuss  your 
future.  If  you're  too  busy  to  call,  send  us  your  resume 
and  we  ll  call  you. 


TRAUMA  SERVICE  GROUP,  P.C. 

All  Emergency  and  Trauma  Care  Consortium 
Suite  114,  Scott  Plaza  Two,  Philadelphia,  PA  19113 
215-521-5100  800-TRALIMA-o 


A mid-size  ultramodern  medical/surgical  hospital 
located  in  central  Philadelphia  and  currently 
undergoing  reorganization  has  excellent  oppor- 
tunities available  for: 


EMERGENCY  ROOM 
DIRECTOR 

EMERGENCY  ROOM 
PHYSICIANS 

Board  certification  in  Emergency  Room  Medicine  is 
preferred  for  these  positions. 

INTERNISTS 

FAMILY  PRACTICE 
PHYSICIANS 


Positions  available  for  both  Primary  Care  and  House 
Physicians.  Must  be  Board  certified  or  Board  eligible. 

We  offer  highly  competitive  salaries  and  benefits 
and  a professional  work  environment.  Please  reply  in 
confidence  to:  S-3,  P.O.  Box  2045,  Philadelphia,  PA 
19103.  An  Equal  Opportunity  Employer. 


Had 

HRoa^k? 

SPEIMD  THE  SUMMER  AT  THE  BEACH 
AND  GET  PAID  FDR  IT  ! 

Become  a part  of  our  team! 

We  offer  — 

• Excellent  Pay 

• Flexible  Schedule 

• Comfortable  Housing 

• Beach  Club  Privileges 

• All  Equipment  & Supplies 
. . . and  enjoy  the  beach 

Doctors  Housecall 
Network 

301  - 583-6109  OCEAN  CITY,  MD. 


Health  Care 

Personnel  Consulting  . . . 

Recruitment  for  the  Private  Medical 

Practice 

• Over  15  years  of  experience  dealing  with 
private  medical  practices — we  can  find  the 
right  doctor  for  you! 

• HCPC  focuses  on  a combination  of  the  right 
skills  and  training,  plus  the  intangibles 
needed  to  work  closely  in  the  private 
practice  environment. 

• We  suggest  first  year  salary  and  benefit 
arrangements — call  for  our  free  pamphlet, 

“Dr.  Hew  & You." 

• Various  private  practice  opportunities 
available  nationwide  in  all  specialties — call 
or  write  for  our  current  listing  of  positions. 

Health  Care 

Personnel  Consulting,  Inc. 

140  West  Germantown  Pike 

Suite  200  ^ 

Plymouth  Meeting,  PA  19462  * 

(215)828-3888  Health  care  croup 


Endocrinologist 


Excellent  full-spectrum  private  practice 
opportunity  for  BC/BE  endocrinologist  (NRC 
license  a plus)  for  university  community  in 
Pennsylvania. 

• Includes  existing  thyroid  practice  (physician 
retiring) 

• Potential  for  research  and/or  teaching 
affiliation 

• 475-bed  teaching  hospital  with  outstanding 
laboratory  support  services 

• Exceptionally  strong,  ready-made  referral 
base 

• Flexible  financial  package 

• Wide  variety  of  educational,  cultural,  and 
recreational  opportunities 

For  more  information  contact: 

Nancy  B.  Miner,  Consultant 

JOHN  DOWNING  ASSOCIATES,  INC. 

50  W.  Welsh  Pool  Road 
Lionville,  PA  19353 

(215)  363-5600 


JoAn  Downing  Associates,  Inc. 


physician  search  consultants 


Fee-For-Service 


Otolaryngology 

Opportunity 


V 


/ 

Location:  Metropolitan  New  Jersey  community 


Type  of  Practice:  Private  fee-for-service  practice  with 
established  Otolaryngologist  seeking  an  associate  BC/ 
eligible  Otolaryngologist. 


Financial:  Guarantee  with  incentive  based  on  productiv- 
ity. Full  benefit  package  and  early  partnership  opportu- 
nity. 


Offices/Hospital:  Two  fully  equipped  offices;  one  adja- 
cent to  the  hospital,  the  other  a new  modern  facility  un- 
der construction  in  a prime  location.  Excellent  340-1- 
bed  medical  center  and  regional  cancer  center,  with 
EMS  programs  and  helicopter  service  at  the  hospital. 


Community:  This  desirable  location  offers  the  close- 
ness to  Philadelphia,  New  York  City,  and  their  vast 
amenities,  as  well  as  New  Jersey's  culture  and  outstand- 
ing coastline. 

Physician  Response:  Interested  in  this  opportunity  or 
others  listed  with  our  firm,  please  call  or  send  your  CV 
to:  Walt  Downing,  Consultant,  JOHN  DOWNING  AS- 
SOCIATES, INC.,  50  W.  Welsh  Pool  Road,  Lionville, 
PA  19353;  (215)  363-5600. 


John  Downing  Associates,  Inc^ 

— 

J 

physician  search  consultants  ' 

v_ 


J 
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F ith  Care  Personnel  Consulting,  Inc.,  a division  of 
5 Health  Care  Group,  specializes  in  valuation  and 
lies.  We  have  practices  currently  available  in  the 
.olio wing  specialty  areas: 

Dental,  Dermatology,  Family  Practice,  Internal 
Medicine,  and  Ophthalmology. 

For  more  information  regarding  selling  or  buying  a 
medical  practice,  contact  our  brokerage  division  at 
Health  Care  Personnel  Consulting,  Inc. 

Meetinghouse  Business  Center 

140  West  Germantown  Pike,  Suite  200  ^ ___ 

Plymouth  Meeting,  PA  19462 

or  call  (215)  828-0919.  Health  Care  Group 


FOR  ORTHOPEDIC 
SURGEONS 
LOOKING 

FOR  A CHALLENGE. 

Your  challenge  could  be  the  Army  Reserve  unit  near  you  in  Pennsylvania. 
It’s  a unit  that  requires  the  services  of  orthopedic  surgeons. 

You  may  wish  to  explore  the  challenge  of  teaching  in  a major  medical 
center.  You  may  wish  to  explore  the  special  challenges  of  your  specialty  in 
triage.  Certainly  you'll  be  confronted  by  challenges  very  different  from  your 
daily  routine. 

You’ll  also  have  an  opportunity  to  participate  in  a number  of  programs  in 
which  you’ll  be  able  to  exchange  views  and  information  with  other 
orthopedic  surgeons  from  all  over  the  country. 

The  Army  Reserve  understands  the  time  demands  on  a busy  physician,  so 
you  can  count  on  us  to  be  totally  flexible  in  making  time  for  you  to  share 
your  speeialty  with  your  country.  We’ll  arrange  your  training  program  to 
work  with  your  practice. 

To  find  out  about  the  benefits  of  serving  with  a nearby  Army  Re.serve 
unit,  we  recommended  you  call  our  Army  Medical  Personnel  Coun.selor: 

Philadelphia:  CPT  Donna  La  Fantasie  (215)  597-6133 
Pittsburgh:  MAJ  James  Anway  (412)  644-4432 

ARMY  RESERVE. 

BE  ALL  YOU  CAN  BE. 


Neurology  — Unique  three  hospital  practice 
in  Northeastern  Pennsylvania  is  available  for 
the  right  physician.  This  solo  opportunity  re- 
quires a Board  certified/eligible  physician.  Ex- 
cellent opportunity.  Send  CV  to  Box  234, 
Pennsylvania  Medicine,  20  Erford  Rd.,  Le- 
moyne,  PA  17043. 

Northeastern  Pennsylvania  (Recently 
named  one  of  the  top  ten  places  to  live  in  the 
United  States.)  Excellent  opportunity  for  pri- 
mary care  physician  (FP/IM/EM).  Physician 
group  has  immediate  positions.  Competitive 


salary  (70K)  to  start.  Partnership  available  for 
the  light  physician.  Practice  in  modern,  well- 
managed  ambulatory  care/family  practice  of- 
fices. In-patient  care  optional.  Call  (717)  969- 
8899  or  send  resume  to  Physician  Group, 
3738  Birney  Avenue,  Scranton,  PA  18507. 

OB/GYN  — Rural  Northeastern  Pennsylvania 
community  hospital  with  service  area  of 
40,000  seeks  Board  certified/eligible  OBI 
GYN.  This  solo  opportunity  is  perfect  for  a 
family  oriented  physician  who  enjoys  outdoor 
recreation.  Send  CV  to  Box  235,  Pennsylva- 


nia Medicine,  20  Erford  Rd.,  Lemoyne,  PaH 
1 7043.  ■ 

Family  practitioner  — Pocono  Mountain — 

To  join  growing  young  two-man  practice.  I 
Good  opportunity  for  the  right  person.  Send  ■ 
CV  to  Box  237,  Pennsylvania  Medicine,  20  Er- 
ford Rd.,  Lemoyne,  PA  17043. 

Internal  medicine  physician  — Either  fin- 
ished or  finishing  in  June  1988  for  large  prac- 
tice in  Pittsburgh,  PA.  Large  inpatient  census 
at  Divine  Providence  and  South  Side  Hospi- 
tal. Also,  office  practice.  Excellent  salary  and 
fringe  benefits  including  pension  and  profit 
sharing.  Association  leading  to  partnership.  If 
interested  call  after  7:00  p.m.  (412)  481-6347. 

Dr.  George  McCollum. 

A highly  successful  multi-specialty  group 

with  three  orthopaedic  surgeons  is  searching 
for  a fourth  orthopaedist.  All  types  of  general 
orthopaedic  problems  are  treated;  however, 
due  to  the  significant  volume  of  back  injury 
cases  we  encounter,  an  interest  in  spinal  inju- 
ries is  important.  The  income  potential  for  an 
ambitious  orthopaedic  surgeon  is  excellent. 
The  practice  is  located  in  a growing  Mid- 
Atlantic  state  only  twenty  miles  from  a beach 
resort  area.  Baltimore  and  Philadelphia  are 
also  within  close  proximity.  If  you  are  inter- 
ested, please  submit  your  curriculum  vitae 
and  references  to  Mr.  J.  Stokes,  P.O.  Box  19, 
Milford,  DE  19963. 

Family  practice  opportunities  — Muncy  Val- 
ley Hospital  is  seeking  four  individuals  to  es- 
tablish practices  in  surrounding  rural  com- 
munities. Competitive,  flexible  financial 
assistance  opportunities  available.  If  inter- 
ested, call  George  J.  Geib,  (717)  546-8282. 

Assistant  superintendent  for  clinical  ser- 
vices — Board  eligible/board  certified  psychi- 
atrist with  three  years  of  administrative  or  su- 
pervisory experience  to  administer  and 
coordinate  psychiatric  and  medical  services 
for  a 500-bed  psychiatric  hospital.  Easy  ac- 
cess to  New  York,  Philadelphia,  and  Harris- 
burg; near  major  medical  center.  Good  salary 
with  excellent  fringe  and  retirement  benefits. 
Pennsylvania  license  required.  Contact  Mr.  '< 
Paul  J.  Gritman,  Acting  In  Charge,  Danville  ' 
State  Hospital,  Danville,  PA  17821-0700.  An  | 
equal  opportunity  employer.  | 

Family  practice  — Opportunity  available  in 
well  established  practice  in  South  Central  PA. 
Retiring  1 July  88.  Beautiful,  progressive 
county  seat.  4 miles  to  accredited,  105-bed 
hospital.  Send  CV  to  Box  244,  Pennsylvania 
Medicine,  20  Erford  Rd.,  Lemoyne,  PA  17043. 

Pittsburgh,  Pennsylvania  — Emergency 
Medical  Associates,  Inc.  is  staying  at  Central 
Medical  Center.  Two  full-time  positions  imme- 
diately available.  Attractive  hours.  Excellent 
compensation/benefits  package  of  $110,000. 
Respond  with  CV  to  Paul  Zeeb,  MD,  Medical 
Director,  Emergency  Medical  Associates, 
Inc.,  340  East  Town  Street,  Suite  7-250,  Co- 
lumbus, OH  43215  or  call  (614)  228-1612. 

Buffalo  area  — Seeking  full-time  house  phy-  i 
sician  for  213-bed  hospital.  Attractive  hours, 
competitive  salary,  malpractice  insurance  & 
benefit  package  available  to  full-time  staff. 
Part-time  position  also  available.  Submit  re- 
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^ Radiology 

IMMEDIATE  OPENINGS 


FOR  PART  TIME 
RADIOLOGIST 

(20  Hours  a Week) 

Board  Certified  or 
Board  Eligible 

General  diagnostic  radiology,  diagnostic  ultrasound 
and  CT  training  and  experience  necessary.  Salary 
competitive  based  on  experience.  Eligible  for 
excellent  federal  benefits  and  job  security.  The 
Coatesville  community  offers  suburban  living  with 
easy  access  to  several  major  metropolitan  areas 
and  seashore  resorts.  Interested  applicants  should 
contact:  Bonnie  Behrenshauser  (215  ) 384-7711, 
ext.  444,  or  send  a resume  to: 

THE  VA  MEDICAL  CENTER 
Personnel  Service 
Coatesville,  PA  19320 


Veterans 

Administration 


An  Equal  Opportunity  Employe'  M / F / V / H 


Positions  Available 

Full  or  Part  Time 

Emergency  Departments 
or 

Urgent  Care  Centers 

Contact 

Emergency  Department  Management 
112  Millwood  Drive 
Harrisburg,  PA  17110 


,Emergency_ 

—Department 

-Management. 


sume  to  Emergency  Consultants,  Inc.,  2240 
South  Airport  Road,  Room  27,  Traverse  City, 
Ml  49684:  1-800-253-1795  or  in  Michigan  1- 
800-632-3496. 

Medical  practice  available  — Specialized 
treatment  of  obesity  and  related  diseases.  Ac- 
tive practice.  Includes  completely  equipped 
offices.  Suburban  Delaware  County.  Please 
reply  to  Box  242,  Pennsylvania  Medicine,  20 
Erford  Rd.,  Lemoyne,  PA  17043. 

Seeking  general  and  peripheral  vascular 
surgeon  — Fellowship-trained  in  vascular 
surgery,  to  join  a group  of  general  and  periph- 
eral vascular  surgeons  practicing  in  North- 
east Philadelphia,  and  suburbs.  Please  send 
CV  and  a brief  letter  detailing  expectations  to 
Box  243,  Pennsylvania  Medicine,  20  Erford 
Rd.,  Lemoyne,  PA  17043. 

General  internist  — BC/BE  needed  to  join 
busy,  well  established,  three  internist  practice 
in  Pittsburgh,  PA.  One  office;  one  hospital 
practice  (university  affiliated).  Teaching  op- 
portunity. Attractive  benefits  package.  Full 
partnership  potential.  Send  CV  and  inquiries 
to  Box  240,  Pennsylvania  Medicine,  20  Erford 
Rd.,  Lemoyne,  PA  17043. 

OB/GYN  — Muncy  Valley  Hospital  is  seeking 
an  individual  to  establish  a practice.  Competi- 
tive, flexible  financial  assistance  opportuni- 
ties available.  If  interested,  call  George  J. 
Geib,  (717)  546-8282. 

Family  practice  opportunity  available,  solo 
or  partnership  in  Northeastern  Pennsylvania. 
Semi-rural,  but  within  two  to  three  hours  driv- 
ing time  to  major  cities.  Excellent  schools  and 
recreational  activities.  Ideal  community  to 


raise  family.  Send  inquiries  to  Box  241,  Penn- 
sylvania Medicine,  20  Erford  Rd.,  Lemoyne, 
PA  17043. 

Family  practice  — Fantastic  opportunity  for 
the  right  physician!  New  7,000  sq.  ft.  multi- 
specialty clinic  opening  in  the  fall  of  1988.  Lo- 
cated in  the  beautiful  mountain  lakeside  re- 
sort community  of  Wofford  Heights, 
California,  this  facility  will  have  office  and 
exam  space  for  four  physicians.  Included  will 
be  a pharmacy,  full  lab  and  x-ray  services.  Ex- 
cellent salary  plus  percentage  of  out  and  in 
patient  revenue.  No  investment  by  the  physi- 
cian. Malpractice  paid  in  full.  Excellent  bene- 
fit package.  This  is  a rare  opportunity  to  com- 
bine a very  attractive  lifestyle  and  an 
excellent  practice  opportunity.  We  are  seek- 
ing to  contract  for  physicians  now.  Call  Jack 
Hicks,  (805)  845-3731  for  details  or  write  to 
P.O.  Box  457,  Lament,  CA  93241. 

Neurologist  — Part-time,  for  suburban  Phila- 
delphia private  practice.  EMG,  EEG,  and  EP 
experience  required.  BC/BE.  Excellent  op- 
portunity for  new  or  semi-retired  physician. 
Please  send  resume  to  Box  246,  Pennslyva- 
nia  Medicine,  20  Erford  Rd.,  Lemoyne,  PA 
17043. 

FP/IM/EM  — Excellent  opportunity  for  pri- 
mary care  physician  in  Northeastern  Pennsyl- 
vania. Recently  named  as  one  of  the  top  ten 
places  to  live  in  the  United  States.  Physician 
group  has  immediate  positions.  Competitive 
salary  (70K)  to  start.  Partnership  available  for 
the  right  physician.  Practice  in  modern,  well- 
managed  ambulatory  care/family  practice  of- 
fices. In-patient  care  optional.  Call  (717)  969- 
8899  or  send  resume  to  Physician  Group, 
3738  Birney  Avenue,  Scranton,  PA  18507, 


Primary  care  — Group  practice  has  immedi- 
ate opening  for  board  certified  internist  or 
family  practitioner.  Competitve  salary  and 
benefits.  Write  with  CV  to  Administrator,  Cow- 
ley Associates,  Plaza  21,  425  North  21st 
Street,  Camp  Hill,  PA  17011. 

Family  practitioner  — To  join  group  or  de- 
velop solo  practice  in  small,  scenic  commu- 
nity in  southwest  Virginia.  Supported  by 
150-1-  bed  community  hospital,  area  known 
for  recreational  activities  & excellent  living 
conditions.  Strong  guarantee  + full  benefit 
package  available.  Contact  Jim  Davis,  Tyler 
& Co.,  9040  Roswell  Rd.,  Atlanta,  GA  30350. 
Call  (404)  641-6411. 

Internal  medicine  — BC/BE  to  join  solo  phy- 
sician in  busy  Philadelphia  and  suburban 
practice.  Excellent  opportunity  leading  to 
partnership.  Send  CV  to:  Box  249,  Pennsylva- 
nia Medicine,  20  Erford  Rd.,  Lemoyne,  PA 
17043. 

Family  practice  physician  — Board 
Certified/eligible  to  join  2 established,  board 
certified  family  physicians  in  beautiful  Ches- 
ter County,  30  mi.  sw.  Phila.  Generous 
benefits/salary.  Send  CV  to  Box  248,  Penn- 
sylvania Medicine,  20  Erford  Rd.,  Lemoyne, 
PA  17043. 

POSITIONS  WANTED 

Seeking  position  in  gastroenterology/ 
internal  medicine.  Available  now.  Board  certi- 
fied in  internal  medicine.  Board  eligible  in 
gastroenterology.  British  and  U.S.  trained.  Li- 
censed in  Pennsylvania,  Contact  S.  P.  Na- 
than, South  Baltimore  General  Hospital,  3001 
S.  Hanover  Street,  Baltimore,  MD  21230. 
(301)  355-5502. 
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Experien  anesthesiologist  wishes  to  re- 
locate. r .dent  in  trauma  and  ambulatory 
anesth  53Y,  board  eligible,  licensed  in  In- 
diana insylvania,  West  Virginia.  Reply  to 
Box  , Pennsylvania  Medicine,  20  Erford 
Rd  moyne,  PA  17043. 

Bo  d eligible  internist  — Seeks  to  join  an- 
oV  jr  established  internist  or  a group  practice 
P'  .,-ferably  in  the  suburban  Philadelphia  area, 
certified  to  do  procedures  such  as  flexible 
sigmoidoscopy,  swan  ganz  catheter  insertion 
and  supervision  of  treadmills.  Would  also 
consider  buying  a practice  from  a retiring  phy- 
sician. Send  replies  to  Box  245,  Pennsylvania 
Medicine,  20  Erford  Rd.,  Lemoyne,  PA  17043. 

BC  internist  — Middle  aged  mother  and  edu- 
cator, recently  board  certified,  seeking  part- 
time  employment  in  the  Philadelphia  area. 
Reply  Box  247,  Pennsylvania  Medicine,  20  Er- 
ford Rd.,  Lemoyne,  PA  17043. 

Board  eligible  urologist  in  private  practice 
looking  to  relocate.  Graduate  of  an  American 
university.  Age  33.  Experienced  in  all  phases 
of  urology.  ESWL  certified.  Looking  for  solo, 
group,  or  HMO  situation.  Box  251 , Pennsylva- 
nia Medicine,  20  Erford  Rd.,  Lemoyne,  PA 
17043. 

MISCELLANEOUS 

Holter  monitor  — Quality  scanning  for  reel  or 
cassette  type  recorders  by  qualified  techni- 
cians and  certified  cardiologists’  interpreta- 
tion, scan  price  $35.  Recorders  loaned, 
leased,  or  purchase  new  dual-channel  holter 
record,  $750,  with  two  year  warranty.  For 
more  information  call  Advance  Medical  & Re- 
search Center,  Inc.,  1-800-552-6753,  ext.  317. 

Discount  holter  scanning  services  starting 


at  $35  — Spacelabs  holter  recorders  avail- 
able from  $1,275.  Hook-up  kits  starting  at 
$4.95.  Stress  test  electrodes  available  at  2. 
Scanning  paper  available  at  $18.95.  If  inter- 
ested call  1-800-248-0153. 

Appraisal  & sales  — The  specialists  in  ap- 
praising and  selling  medical  practices  for  phy- 
sicians and  hospitals.  Current  listings  include 
practices  in  FP,  IM,  OPH,  ENT  and  other  spe- 
cialties. Please  contact  Ed  Strogen  at  Fulton, 
Longshore  & Associates,  Inc.,  349  Lancaster 
Avenue,  Haverford,  PA  19041.  (215)  649- 
4101. 

MEDSTAT  — Discover  why  we  are  the  most 
respected  physician  staffing  service  in  the 
East  for  locum  tenens  and  permanent  place- 
ments. We  can  provide  you  with  coverage  or 
work  as  our  staff  physician.  Call  Dr.  Virginia 
Williams  or  Ms.  Esther  Ashbaugh,  US  800- 
833-3465  (NC  800-672-5770);  or  write  MED- 
STAT, Inc.,  PO  Box  15538,  Durham,  NC 
27704. 

A board  certified  physician  desires  to  buy 
general/family/internal  medicine  practice  in 
Allegheny/neighboring  counties.  Please  reply 
to  Box  213,  Pennsylvania  Medicine,  20  Erford 
Rd.,  Lemoyne,  PA  17043. 

For  sale  established  family  practice  in  the 
heart  of  the  Pocono  Mountains,  physician 
planning  to  retire.  Mail  inquiries  to  Box  239, 
Pennsylvania  Medicine,  20  Erford  Rd.,  Le- 
moyne, PA  17043. 

For  sale  — American  Edwards  Laboratories 
holter  monitor  with  six  recorders.  Original 
price  over  $40,000  asking  $8,000  or  nearest 
offer.  Please  call  (412)  372-9313. 


Don’t  just  close  the  door!  There  is  a physi- 
cian anxious  to  know  more  about  the  practice 
you’ve  built.  Physician  International  can  pro- 
vide you  with  an  honest,  realistic  appraisal 
and  assistance  in  the  transfer  of  your  prac- 
tice. Call  our  staff  of  over  fifty  dedicated  pro- 
fessionals: Physician  International,  4-PM  Ver- 
mont Street,  Buffalo,  NY  14213-2498,  (716) 
884-3700.  Physician  Internation  is  an  Ap- 
proved Membership  Benefit  Program  of  the 
Medical  Society  of  the  State  of  New  York. 


Philadelphia  West  Mount  Airy  office  — Se- 
nior female  physician  will  rent  office  for  devel- 
opment of  specialty  or  family  practice.  After 
50  years  of  active  practice  in  a comfortable 
(office-home)  arrangement,  presently  with- 
drawing from  medical  practice.  Unusual  op- 
portunity if  you  have  been  contemplating  “re- 
locating” or  “opening”  your  own  office.  The 
preceding  can  also  provide  substantial  sav- 
ings of  ‘time  and  expense’  in  moving  ahead. 
Ample  public  auto  parking  space  at  all  times, 
also  easy  access  to  bus/trolley  and  Chestnut 
Hill  local  train.  Non  smoker.  Area  consists  of 
middle  professional  population — 
homeowning,  apartment  & self-employed  res- 
idents. Facility  has  available  office,  waiting 
room,  powder  room  & private  entrance.  Also 
one  car  space  in  covered  garage.  Possibly 
might  arrange  to  make  use  of  available  living 
quarters.  If  seriously  interested  advance  ar- 
rangements should  be  made  to  see  the  excel- 
lent facilities  to  be  fully  appreciated.  My  hus- 
band also  a professional  frequently  travels 
weekly  on  short  trips.  Not  intended  as  com- 
mercial venture — we  plan  to  continue  to  re- 
side in  this  lovely  house.  Principal  only.  What 
do  you  suggest?  Box  250,  Pennsylvania  Medi- 
cine, 20  Erford  Rd.,  Lemoyne,  PA  17043. 


PHYSICIAN 

SPECIALISTS 


The  Air  Force  can  make  you  an  attractive 
otter — outstanding  compensation,  better 
working  hours  plus  opportunities  for 
professional  development.  You  con  hove 
a challenging  practice  and  time  to 
spend  with  your  family.  Find  out  what  the 
Air  Force  offers  o specialist  up  to  age  58. 
Coll 


1-800-423-USAF 
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YOUR  ROCHE  REPRESENTATIVE 
WOULD  LIKE  YOU  TO  HAVE 
SOMETHING  THAT  WILL... 

. . . improve  patient  satisfaction  with  office  visits 
. . . improve  patient  compliance  with  your  instructions 
. . . reduce  follow-up  calls  to  clarify  instructions 


The  new  Roche  product  books 

• Offer  a supplement  to,  not  a substitute  for,  patient  contact 

• Support  your  specific  instructions  to  the  patient 

• Provide  a long-term  reinforcement  of  your  oral  counseling 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  Product  Booklets  shown  below  and  ask 
your  Roche  representative  for  a complimentary  supply  of  those  applicable  to 
your  practice. 


ROCHE 

MEDCATON 

ME 

EDUCATION 


Medicines  that  matter  from  people  who  care 


the  winners  of  the  1988 

Roche  President’s  Achievement  Awards 

Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  representatives, 
chosen  for  their  unparalleled  dedication  to  the  health-care  field,  professionalism  o 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  these 
exceptional  individuals. 
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Timothy  Hunter 


Mark  J.  James 


Anthony  L.  LaGrutta 


Anthony  J.  Loupos 


William  A.  O’Callaghan 


Ronald  T.  Peters 


Richard  L.  Watts 


Turn  to  the  preceding  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 
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MEDICAL-JOURNALISM 
V SPECIAL  PRIZE  ■1988  : 


state  flag  of  Pennsylvania 


Flag  It. 

To  complete  your  prescription, 
be  sure  to  sign  on  the  left, 
on  the  “Do  Not  Substitute”  line. 

This  “flags”  both  pharmacist  and  patient 
that  you  want  the  brand  to  be  dispensed. 
And  it  protects  your  decision. 


The  one  you  know  best. 


The  cut  out  "V"  design  is  a registered  trademark 
of  Roche  Products  Inc. 


Copyright  © 1987  by  Roche  Products  Inc 
Manati,  Puerto  Rico  00701.  All  rights  reserved 
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Thsre’s  never  been  a better  time  for  her.. 


Proven  benefits  beyond  relief 
of  vasomotor  symptoms 


No  other  estrogen  proven 
effective  for  osteoporosis 

Only  conjugated  estrogens  tablets  have 
established  efficacy  in  both  osteoporosis'  and 
vasomotor  symptoms*  at  0.625  mg/day.  No 
other  estrogen,  oral  or  transdermal,  has  estab- 
lished clinical  evidence  or  minimum  effective 
dose  in  both  indications. 

No  estrogen  proven  safer 

PREMARIN  is  the  most  extensively  tested 
estrogen,  with  an  unsurpassed  record  of 
long-  term  safety. 

And  clinical  evidence  shows  a significantly 
reduced  risk  of  endometrial  hyperplasia  when 
cycled  with  a progestin.^ 


PREMARIN* 

(conjugated  estrogens  tablets) 

Most  trusted  for  more  reasons 


♦PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 

Please  see  following  page  for  brief  summary 
of  prescribing  information. 


For  atrophic  vaginitis 


For  moderate-to-severe 
vasom  )tor  syrnptoms  and 
for  osteoporosis 

PRL/VIARIN' 

(conjugated  estrogens  tablets) 

0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 

The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


PREA/IARIN* 

(conjugated  estrogens) 


Vaginal  * 
Cream 

0.625  mg/g 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS.) 

PREMARIN’  Brand  ol  conjugated  estrogens  tablets,  USP 

PREMARIN^  Brand  ot  conjugated  estrogens  Vaginal  Cream,  in  a nonllquetying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 
Three  independent,  case-controlled  studies  have  reported  an  increased  risk  ol  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  lor  more  than  one  year  This  risk  was  independent 

01  the  other  known  risk  lectors  lor  endometrial  cancer  These  studies  are  (uriher  supported  by  the  linding 
that  Incidence  rales  ol  endometrial  cancer  have  increased  sharply  since  1969  in  eight  dillerent  areas  ol  the 
United  Stales  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to  the 
rapidly  expanding  use  ol  estrogens  during  the  last  decade  The  three  case-controlled  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 limes  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  ol  treatment  and  on  estrogen  dose  In  view  ol  these  lindings,  when 
estrogens  are  used  lor  the  treatment  ol  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment 
IS  medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semi-annual  basis  to  determine  the 
need  lor  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  ol  low  doses  ot  estrogen  may  carry  less  risk  than  continuous  administration,  it 
Iherelore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  ol  all  women  taking 
estrogens  is  important  In  all  cases  ol  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy  There  is  no  evidence  at  present 
that  "natural"  estrogens  are  more  or  less  hazardous  than  synthetic"  estrogens  at  equi-estrogenic  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  ot  female  sex  hormones,  both  estrogens  and  progeslogens,  during  early  pregnancy  may  seriously 
damage  the  oilspring  It  has  been  shown  that  lemales  exposed  in  ulero  to  diethylslilbeslrol,  a nonsteroidal 
estrogen,  have  an  increased  risk  ot  developing,  in  later  life,  a form  ol  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  t.OOO  exposures 
Furthermore,  a high  percentage  ol  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  ol  the  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  ol  malignancy  Although  similar  data  are  hot  available 
wilh  the  use  ol  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  delects  and  limb-reduction  delects  One  case-controlled  study 
estimated  a 4 7-lold  increased  risk  of  limb-reduction  delects  in  imants  exposed  in  ulero  to  sex  hormones 
(oral  contraceptives,  hormone  withdrawal  tests  for  pregnancy,  or  attempted  lieatmenl  lot  threatened 
abortion)  Some  ol  Ihese  exposures  were  very  short  and  involved  only  a tew  days  ol  treatment  The  data 
suggest  that  the  risk  ot  limb-reduction  delects  in  exposed  fetuses  is  somewhat  less  than  1 per  1,000  In  the 
past,  female  sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual 
abortion  There  is  considerable  evidence  that  estrogens  are  inetlective  lor  these  indications,  and  there  is  ho 
evidence  from  well-controlled  studies  that  progeslogens  are  etteclive  lor  these  uses  II  PREMARIN  is  used 
during  pregnancy,  or  it  the  patient  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  ol  the 
potential  risks  to  the  lelus,  and  the  advisability  ot  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (con|ugaled  estrogens,  USP)  contains  a mixture  ol  estrogens,  obtained  exclusively 
Irom  natural  sources,  blended  to  represent  the  average  composition  ol  material  derived  from  pregnant  mares' 
urine  It  contains  estrone,  equilin,  and  17a-dihydroequilin,  together  with  smaller  amounts  ol  17a-estiadiol. 
equilenin,  and  17a-dihydroequilenin  as  salts  ol  their  sulfate  esters  Tablets  are  available  in  0 3 mg,  0 625  mg,  0 9 
mg,  125  mg,  and  2 5 mg  strengths  ot  conjugated  estrogens  Cream  is  available  as  0 625  mg  conjugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets,  USP)  Moderale-to-severe  vasomolor 
symptoms  associated  with  the  menopause  (there  is  no  evidence  mat  estrogens  are  etieclive  tor  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions ) Osteoporosis  (abnormally  low  bone  mass)  Atrophic  vaginitis  Kraurosis  vulvae  Female  castration 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  ol  atrophic  vaginitis  and 
kraurosis  vulvae 

PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREGNANCY  AND  ITS 
USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

Conconiltant  Progestin  Use:  The  lowest  effective  dose  appropriate  lor  the  specific  indication  should  be 
utilized  Studies  ol  the  addition  ol  a progestin  lor  7 or  more  days  ol  a cycle  ot  estrogen  administration  have 
reported  a lowered  incidence  ot  endometrial  hyperplasia  Morphological  and  biochemical  studies  ol  Ihe 
endometrium  suggest  that  10  to  13  days  ol  progestin  are  needed  to  provide  maximal  maturation  ol  the 
endometrium  and  to  eliminate  any  hyperplastic  changes.  Whether  this  will  provide  protection  Irom  endometrial 
carcinoma  has  not  been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the 
inclusion  ol  progestin  in  estrogen  replacement  regimens.  (See  PRECAUTIONS.)  The  choice  ol  progestin  and 
dosage  may  be  irnportant,  product  labeling  should  be  reviewed  to  minimize  possible  adverse  eltecis 
CONTRAINDICATIONS:  Esirog  ens  should  not  be  used  in  women  (or  men)  with  any  ol  Ihe  following  conditions, 
1 Known  or  suspected  cancer  of  Ihe  breast  except  in  appropriately  selected  patients  being  treated  for  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  1 Known  or  suspected  pregnancy  (see  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  ol  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  ot  breast  or  proslatic  malignancy) 

WARNINGS:  Estrogens  have  been  reported  to  increase  the  risk  ol  endometrial  carcinoma  (see  Boxed  Warning) 
However,  a recent  large,  case-controlled  study  indicated  no  increase  in  risk  ot  breast  cancer  in  postmenopausal 
women  A recent  study  has  reported  a 2-  to  3-lold  increase  in  the  risk  ol  surgically  confirmed  gallbladder  disease 
in  women  receiving  postmenopausal  estrogens 

Adverse  eltecis  ol  oral  contraceptives  may  be  expected  at  the  larger  doses  ol  estrogen  used  to  treat  proslatic  or 
breast  cancel  or  postpartum  breast  engorgement,  it  has  been  shown  that  there  is  an  increased  risk  ot  thrombosis 
in  men  receiving  estrogens  lor  proslatic  cancer  and  women  lor  postpartum  breast  engorgement  Users  ot  oral 
cohlraceplives  have  an  increased  risk  of  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  inlarction  Cases  ol  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  ot  poslsurgery  thromboembolic  complications  has  also  been 
reported  In  users  ol  oral  contraceptives  It  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  ol  Ihe  type  associated  wilh  an  increased  risk  ol  thromboembolism,  or  during  periods  ol  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic 
disorders,  or  in  persons  with  a history  ol  such  disorders  in  association  with  estrogen  use  They  should  be  used 
with  caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  conjugated 
estrogens  per  day),  comparable  to  those  used  to  treat  cancer  ot  the  prostate  and  breast,  have  been  shown  to 
increase  Ihe  risk  ol  nonlalal  myocardial  inlarction,  pulmonary  embolism,  and  thrombophlebitis  When  doses  ol 
this  size  are  used,  any  ol  the  thromboembolic  and  thrombotic  adverse  ellecis  should  be  considered  a clear  risk 


Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  coniraceplives  Increased  blood  pressure  may  occur  with  use  ol  estrogens  In  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  ol  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  lo  severe  hypercalcemia  ih  palients  with  breast  cancer  and  bone  metastases 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  lamily  history  should  be  taken  prior  to  the 
initiation  ol  any  estrogen  therapy  with  special  reference  lo  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  lor  longer  than 
one  year  without  another  physical  examinalioh  being  performed  Conditions  influenced  by  lluid  retention,  such 
as  asthma,  epilepsy  migraine,  and  cardiac  or  renal  dyslunction,  require  careful  observation  Certain  patients  may 
develop  manileslalions  ol  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
mastodynia,  etc  Prolonged  administration  ol  unopposed  estrogen  therapy  has  been  reported  to  increase  Ihe  risk 
ol  endometrial  hyperplasia  ih  some  patients  Oral  contraceptives  appear  lo  be  associated  with  an  increased 
incidence  ol  mental  depression  Patients  with  a history  ol  depression  should  be  carefully  observed  Pre-existing 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  ol  estrogen 
therapy  when  relevant  specimens  are  submitted  It  jaundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  with  care  in 
patients  with  impaired  liver  lunclion,  renal  insulticiency  metabolic  bone  diseases  associated  with  hypercalcemia, 
or  in  young  patients  in  whom  bone  growth  is  not  yet  complete  It  concomitant  progestin  therapy  is  used,  potential 
risks  may  include  adverse  elfects  on  carbohydrate  and  lipid  metabolism 
The  lollowing  changes  may  be  expected  with  larger  doses  ol  estrogen 
a Increased  sultobromophthalein  retention 

b Increased  prothrombin  and  factors  VII,  VIII,  IX.  and  X,  decreased  anlilhrombin  3,  increased  norepinephrine- 
induced  platelet  aggregability 

c Increased  thyroid  binding  globulin  (TBG)  leading  lo  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI,  T,  by  column,  or  T,  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  reflecting  Ihe 
elevated  TBG,  tree  T,  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
I Reduced  response  lo  metyrapone  lest 
g Reduced  serum  lolale  concentration 
h Increased  serum  triglyceride  and  phospholipid  cohcehlralioh 

As  a general  principle,  the  administration  ot  any  drug  to  nursing  mothers  should  be  done  only  when  clearly 
necessary  since  many  drugs  are  excreted  in  human  milk 
Long-term,  continuous  administration  ol  natural  and  synthetic  estrogens  in  certain  animal  species  increases 
Ihe  Irequency  ot  carcinomas  ol  Ihe  breast,  cervix,  vagina,  and  liver  However,  in  a recent,  large  case-controlled 
study  ol  postmenopausal  women  there  was  no  increase  in  risk  ol  breasi  cancer  with  use  ot  conjugated  estrogens 
ADVERSE  REACTIONS:  The  lollowing  have  been  reported  with  estrogenic  therapy,  including  oral  con- 
traceptives breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  dysmenorrhea;  premensirual-like 
syndrome,  amenorrhea  during  and  alter  treatment,  increase  in  size  ot  uterine  tibromyomata,  vaginal  candidiasis, 
change  in  cervical  erosion  and  in  degree  ol  cervical  secretion,  cystitis-like  syndrome,  tenderness,  enlargement, 
secretion  (ol  breasts),  nausea,  vomiting,  abdominal  cramps,  bloating,  cholestatic  jaundice,  chloasma  or 
melasma  which  may  persist  when  drug  is  discontinued,  erythema  mullilorme,  erythema  nodosum;  hemorrhagic 
eruption,  loss  ol  scalp  hair,  hirsutism,  steepening  ot  corneal  curvature,  intolerance  to  contact  lenses;  headache, 
migraine,  dizziness,  mental  depression,  chorea,  increase  or  decrease  in  weight,  reduced  carbohydrate  tolerance, 
aggravation  ot  porphyria;  edema,  changes  in  libido 

ACUTE  DVERDOSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females. 

DDSAGE  AND  ADMINISTRATIDN; 

PREMARIN'  Brand  at  conjugated  estrogens  tablets.  USP 

1 Given  cyclically  tor  shorl-lerm  use  only  For  treatment  ot  moderate-lo-severe  vasomotor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0  3 mg  to  1 25  mg  or  more  daily)  The  lowest  dose 
that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Administration  should  be  cyclic  (eg.  three  weeks  on  and  one  week  oti)  Attempts  lo  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals 

2 Given  cyclically  Osteoporosis  Female  castration  Osteoporosis  — 0 625  mg  daily  Administration  should  be 
cyclic  (eg,  three  weeks  on  and  one  week  oil)  Female  castration — 1 25  mg  daily,  cyclically  Adjust  upward  or 
downward  according  lo  response  ol  the  patient  For  maintenance,  adjust  dosage  lo  lowest  level  that  will  provide 
elleclive  control 

Patients  with  an  intact  uterus  should  be  monitored  tor  signs  ol  endometrial  cancer  and  appropriate  measures 
taken  lo  rule  out  malignancy  in  the  eveht  ol  persistent  or  recurring  abnormal  vaginal  bleeding 
PREMARIN*  Brand  of  conjugated  estrogens  Vaginal  Cream 
Given  cyclically  lor  shorl-lerm  use  only  For  treatment  ol  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  choseh  and  medication  should  be  discontinued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg.  three  weeks  oh  and  one  week  oil) 

Attempts  lo  discontinue  or  taper  medication  should  be  made  at  three-  lo  six-month  intervals 
Usual  dosage  range  2 g to  4 g daily,  inlravaginally,  depending  on  Ihe  seventy  ot  Ihe  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  lor  signs  ol  endometrial  cancer  and 
appropriale  diagnostic  measures  should  be  taken  lo  rule  out  malignancy  in  the  event  ol  persistent  or  recurring 
abnormal  vaginal  bleeding 
Relerences: 

1.  Lindsay  R,  Hart  DM.  Clark  DM  The  minimum  etteclive  dose  ol  estrogen  lor  prevention  ol  postmenopausal 
bone  loss  Obstel  Gynecol  1984;63  759-763  2.  Sludd  JWW,  Thom  MH,  Paterson  MEL.  el  al  The  prevention  and 
treatment  ol  endometrial  pathology  in  postmenopausal  women  receiving  exogenous  estrogens,  in  Paselto  N, 
Paoletti  R,  Ambrus  JL  (eds);  The  Menopause  and  Postmenopause  Lancaster.  England,  MTP  Press  Ltd,  1980, 
chap  13 
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PMS  CONFERENCE  PROBES 
COST  CONTAINMENT  ISSUE 

The  cost  of  medical  care  was  the  subject  of  the  1988  Leadership  Conference  as 
some  380  State  Society  leaders  and  members  gathered  April  12  and  13  in  Hershey. 
Highlights  were  a forum  on  Pennsylvania’s  cost  containment  council;  an  explana- 
tion of  MedisGroups;  a look  at  what  health  care  may  be  lilce  after  cost  contain- 
ment data  are  released;  and  a series  of  five  workshops  on  topics  ranging  from 
practice  management  to  risk  management  to  stress  reduction.  State  Represen- 
tative Robert  W.  O’Donnell  of  Philadelphia,  and  Carl  T.  Rowan,  syndicated 
columnist,  were  the  main  spealcers. 

PMS  BOARD  ESTABLISHES 
INITIATIVES  ON  HB  2250 

The  PMS  Board  reaffirmed  April  12  the  Society’s  stance  against  the  Medicare  Over- 
charge Measure,  HB  2250,  currently  in  the  House  Committee  on  Health  and 
Welfare.  The  approved  plan  encourages  members  to  learn  about  the  bill  and  to 
inform  their  legislators  about  the  related  facts.  Meetings  will  be  held  statewide 
to  educate  members.  PMS  maintains  that  the  only  conditions  for  licensure  be 
training  and  capability.  Related  articles  are  on  page  10. 

PENNSYLVANIA  BLUE  SHIELD 
NAMES  DR.  TYSON  CHAIRMAN 

R.  Robert  Tyson,  MD,  Philadelphia,  has  been  named  chairman  of  the  Pennsylvania 
Blue  Shield  Board  of  Directors.  He  had  served  on  the  board  sine  e 1968.  Dr.  Tyson 
has  long  been  active  in  organized  medicine  and  is  the  immediate  past  president 
of  the  State  Society.  He  was  chairman  of  the  Department  of  Surgery  at  Temple 
University  School  of  Medicine  and  Hospital  until  1983. 

COUNCIL  TO  EXPLAIN 
RELATIVE  VALUE  SCALES 

The  PMS  Board  in  April  asked  the  Council  on  Medical  Economics  to  educate  the 
House  of  Delegates  and  the  membership  about  resource-based  relative  value 
scales  (RBRVS)  as  the  information  becomes  available.  Harvard  University 
researchers  are  developing  the  RBRVS,  which  may  become  the  reimbursement 
fee  scale  Medicare  follows.  The  AMA  is  consulting  on  the  project  and  providing 
some  funds. 

HOUSE  PASSES  BILL  CHANGING 
PRESCRIPTION  PAD  FORMAT 

A bill  that  would  change  the  current  two  signature  line  prescription  blank  to  a 
one  line  form  and  require  physicians  to  handwrite  “brand  necessary’’  to  forbid 
generic  substitution  passed  the  state  House,  166-17,  in  April.  The  bill,  HB  2261, 
awaits  referral  to  the  Senate.  PMS  had  proposed  a one  line  form  with  a box, 
“dispense  as  written,’’  that  physicians  would  check  to  forbid  substitution.  The 
bill  is  backed  by  senior  citizen  groups  and  the  administration  to  encourage  the 
use  of  generic  drugs. 

STATE  EXPANDS  COVERAGE 
OF  PATIENTS  ON  RETROVIR 

The  Department  of  Public  Welfare  has  revised  its  eligibility  requirements  for 
patients  on  Retrovir  who  need  financial  assistance.  Currently  an  individual  with 
an  annual  income  of  $25,000  or  a family  with  an  annual  income  of  $30,000  is  eh- 
gible  for  assistance.  A grant  from  the  Public  Health  Service  will  pay  for  the 
increased  coverage.  The  purpose  of  the  grant  is  to  provide  coverage  for  low- 
income  individuals  with  AIDS  not  covered  under  the  state  Medicaid  program  or 
another  third  party  payor.  Appheation  forms  are  available  at  local  county  assistance 
offices. 

ADVERSE  DRUG  REACTIONS 
MORE  LIKELY  AMONG  ELDERS 

The  Department  of  Aging  has  released  a study  showing  that  450,000  participants 
in  the  Pharmaceutical  Assistance  Contract  for  the  Elderly  (PACE)  program  have 
a high  rate  of  drug  use  and  a high  exposure  to  potentially  conflicting  drug 
therapies.  The  average  PACE  cardholder  is  over  75  years  old  and  uses  about  25 
prescriptions  a year.  Expanded  drug  education  and  drug  utihzation  review  are 
plarmed  to  counteract  this  trend.  PMS  will  work  with  the  department  to  educate 
physicians  about  the  utihzation  review  program. 

MEASLES  OUTBREAK  SPREADS 
AMONG  AMISH  POPULATION 

State  health  officials  have  reported  approximately  95  cases  of  measles  involving 
Amish  children  in  Lawrence  and  Mercer  coimties.  From  early  December  through 
the  end  of  March,  142  cases  of  measles  were  confirmed  in  the  Western  Penn- 
sylvania area.  The  Amish  are  particularly  susceptible  because  they  usually  choose 
not  to  immunize  their  children. 
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STICKING  OUR  NECK  OUT 

FOR  YOU. 


At  Bertholon-Rowland  Agencies,  prompt  and  personal  attention  are  the  hallmarks 
of  our  business.  For  58  years,  we  have  specialized  in  providing  association  group 
coverage  with  an  emphasis  on  your  needs. 

If  you  would  like  information  about  your  association  sponsored  insurance  plans, 
we  would  like  to  meet  you.  Call  Bertholon-Rowland  Agencies  at  1-800-556-2500 
in  Eastern  PA,  or  1-800-327-1550  in  Western  PA. 

Bertholon-Rowland  Agencies. 

We  stick  our  neck  out  to  provide  personal  service. 


editorial 


Certain  inalienable  rights 


The  right  to  privacy  is  one  of  the  oldest  and  most 
revered  principles  of  medical  ethics.  From  Hippocra- 
tes and  Percival  to  the  American  Medical  Associa- 
tion’s Code  of  Ethics  and  the  American  Hospital  As- 
sociation’s Statement  on  Patient's  Bill  of  Rights,  the 
principle  has  been  affirmed. 

The  Oath  of  Hippocrates  includes,  “Whatever,  in 
connection  with  my  professional  practice,  or  not  in 
connection  with  it,  I see  or  hear,  in  the  life  of  men, 
which  ought  not  to  be  spoken  of  abroad,  I will  not 
divulge,  as  reckoning  that  all  such  should  be  kept  se- 
cret.” Sir  Thomas  Percival  in  his  essay  entitled  Medi- 
cal Ethics  or  a code  of  institutes  and  precepts 
adapted  to  the  professional  conduct  of  physicians 
and  surgeons  (1803)  notes,  “In  large  wards  of  an  In- 
firmary the  patients  should  be  interrogated  concern- 
ing their  complaints,  in  a tone  of  voice  which  cannot 
be  overheard.  Secrecy,  also,  when  required  by  pecu- 
liar circumstances,  should  be  strictly  observed.” 
Both  of  these  observations  represent  common  cour- 
tesy extended  from  one  individual  to  another  even 
though  they  are  applied  to  medical  professionals. 

The  American  Hospital  Association’s  Statement  of 
a Patient's  Bill  of  Rights  confirms  the  principle  of 
confidentiality.  “The  patient  has  the  right  to  every 
consideration  of  his  privacy  concerning  his  own  medi- 
cal care  program.  Case  discussion,  consultation,  ex- 
amination and  treatment  are  confidential  and  should 
be  conducted  discreetly.  Those  not  directly  involved 
in  his  care  must  have  the  permission  of  the  patient  to 
be  present.  The  patient  has  the  right  to  expect  that 
all  communications  and  records  pertaining  to  his  care 
should  be  treated  as  confidential.” 

The  American  Medical  Association,  however,  in 
Principles  of  Medical  Ethics  cautions,  “A  physician 
may  not  reveal  the  confidences  entrusted  to  him  in 
the  course  of  medical  attendance,  or  the  deficiencies 
he  may  observe  in  the  character  of  patients,  unless  he 
is  required  to  do  so  by  law  or  unless  it  becomes  neces- 
sary in  order  to  protect  the  welfare  of  the  individual 
or  of  the  community.”  In  this  statement,  the  AMA 
recognizes  that  the  time  honored  principle  of  privacy 
is  not  absolute  ^md  inviolate  today. 

Confidentiality  is  important  to  medicine  because 
the  promise  of  the  basic  human  right  to  privacy  is 
observed  in  the  physici^m-patient  relationship.  Confi- 
dentiality encourages  an  atmosphere  of  trust  in 
which  a patient  can  feel  comfortable  in  revealing  £ill 
aspects  of  physical  and  mental  conditions  which 
might  contribute  to  better  diagnosis  and  treatment, 
and  in  short,  better  management  of  the  patient’s  dis- 
ease process.  Only  by  this  full  disclosure  and  subse- 
quent grasp  of  aU  relevant  facts  can  a physician  ren- 
der medical  care  effectively.  The  physician-patient 
relationship  traditionally  covers  aU  things  a physi- 
cian might  discover  about  a patient.  The  promise  of 


privacy  protects  the  patient’s  dignity,  identity,  and 
integrity. 

Confidentiality  is  characteristic  of  conversation, 
the  process  of  tedking  one  to  another  in  an  atmo- 
sphere of  trust.  One  person  must  agree  not  to  dis- 
close another’s  secrets.  This  principle  acknowledges 
common  courtesy  from  a physician  for  patients.  On 
the  other  hand,  confidentiality  is  not  an  absolute  con- 
cept, as  the  AMA  acknowledged  in  the  principles. 
The  legitim^ate  exceptions  to  the  principle  are  (1) 
where  the  Ufe  or  safety  of  the  patient  is  in  danger  and 
(2)  where  protection  of  the  pubhc  is  a paramount  con- 
cern, (as  in  the  case  of  contagious  diseases)  and  re- 
porting is  required  by  law. 

Medical  c^u•e  facilities  especially  must  take  steps  to 
guard  the  privacy  of  patients.  In  hospitals,  every- 
thing that  is  done  by  anyone  who  gives  care  is  en- 
tered on  the  medical  record.  Because  hospitals  have 
become  large  businesses,  the  one-to-one  physician- 
patient  concept  has  diminished  in  the  wake  of  in- 
creased medical  specialization.  There  is  an  increasing 
want  of  tenderness  toward  patients  from  both  physi- 
cians and  allied  health  professionals  who  no  longer 
really  know  these  people.  Patients  become  subjects, 
or  diseases,  or  procedures,  rather  than  hving,  sensi- 
tive individuals.  Abundant  personal  information  con- 
cerning patients  is  available  to  numerous  members  of 
the  hospital  staff:  physicians,  residents,  medical  stu- 
dents, nurses,  therapists,  dieticians,  quality  assur- 
ance and  utilization  review  staff,  laboratory  person- 
nel, Blue  Cross/Blue  Shield/Medicare  billing 
departments,  medical  records  staff,  and  so  on.  Hospi- 
tals should  have  policies  that  adhere  closely  to  the 
AMA  and  AHA  statements  concerning  the  protec- 
tion of  privacy  of  aU  patients,  and  all  hospital  person- 
nel should  be  aware  of  these. 

Release  of  information  either  inadvertently  or  by 
newsmongering  is  indefensible.  Cafeteria,  corridor,  or 
elevator  patient  care  discussions  or  consultations  are 
inappropriate  and  avoidable.  “Free”  cocktail  party 
medical  advice  has  long  been  a joke  among  physi- 
cians, but  in  the  interest  of  patient  privacy,  it  is  no 
laughing  matter.  Case  discussion  in  similar  situa- 
tions is,  likewise,  inappropriate. 

Confidentiality  is  one  of  the  tenets  upon  which  ex- 
cellent medical  care  is  founded.  It  is  as  vital  a con- 
cept today  as  it  was  when  Hippocrates  first  set  forth 
the  principle.  Josh  Billings’  [Henry  Wheeler  Shaw] 
down-home-American-country  philosophy  describes, 
perhaps  better  than  any  of  our  formal  statements 
can,  what  revealing  a privileged  communication  can 
mean.  “A  sekret  ceases  tew  be  a sekret  if  it  iz  once 
confided— it  iz  like  a dollar  bill,  once  broken,  it  iz 
never  a dollar  agin.” 

David  A.  Smith,  MD 

Medical  Editor 
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IF  YOU 

CALL  US  WITH 
APROBLEM, 
WEIL  CALL 
YOU  WITH 
ASOLUTION. 

THE 

SAME 

DAK 


If  you’re  getting  tired  of  ■ 
leaving  unanswered  mes- 
sages with  your  business  banker, 
maybe  the  answer  is  to  call  PSFS. 

Responding  to  your  problems 
the  same  day  is  just  one  of  the 
many  standards  we’ve  set  for  our- 
selves. And  we’ve  been  setting  the 
standards  for  business  banking  for 
years.  We’re  reliable— we  guarantee 
you’ll  be  satisfied  with  your  checking. 

We’re  responsive— we’ll  answer  your 
loan  request  within  48  hours  upon 
receipt  of  the  required  financial  information. 
We’re  professional— we’ll  provide  you  with  a 
proposal  for  better  banking  services. 

We’ll  do  everything  we  can  to  insure  your 
business’s  success. 


In  fret,  you’ll  probably  come  to  view 
us  as  a valued  business  partner. 
After  all,  we’ve  been  helping  people 
manage  their  money  for 
over  170  years. 
Your  business  is  your  future. 
It  deserves  the  experience, 
. knowledge  and  senace 
only  PSFS  can  offer. 
For  more  information,  call 
1-215-636-2221. 

SWITCH  TO  PSFS.  SERVICE  IS  WHY 

irpsFS. 

Meritor  Financial  Group 


c 1988  PSFS 


Member  FDIC 


newsfronts 


PMS  opposes  mandatory  Medicare  assignment 


The  State  Society  will  oppose  any  leg- 
islative attempts  to  link  licensure  to  re- 
imbursement, the  PMS  Board  voted  at 
its  March  16  meeting. 

As  such,  PMS  win  oppose  the  Medi- 
care Overcharge  Measures  (MOM)  biU 
introduced  to  the  state  House  March 
15.  MOM,  if  passed,  would  revise  the 
Medical  Practice  Act  of  1985  and  give 
the  State  Board  of  Medicine  authority 
to  discipline  physicians  who  charge 
Medicare  patients  more  for  a service 
than  the  amount  Medicare  pays. 

The  PMS  Board  voted  that  the  Soci- 
ety undertake  a multi-pronged  effort 
and  allot  all  necessary  funds  to  defeat 
or  repeal  proposed  or  existing  bills  or 
laws  that  do  or  could  tie  licensure  to 
anything  other  than  training  and  capa- 
bility. 

Introduced  by  Representative  AUen 


Kukovich  (Westmoreland),  MOM,  HB 
2250,  is  supported  by  senior  citizens’ 
groups,  including  Action  Alliance  of  Se- 
nior Citizens,  Central  Pennsylvania 
Council  of  Senior  Citizens,  and  the 
Permsylvania  Campaign  for  Affordable 
Health  Care,  a coalition  of  senior  advo- 
cacy groups  from  across  the  state.  More 
than  30  legislators  have  agreed  to  co- 
sponsor the  biU. 

MOM  supporters  argue  that  in  1986 
health  care  providers  billed  Medicare 
participants  more  than  $61  million  in 
medical  charges  above  and  beyond  the 
amount  Medicare  paid  these  same  pro- 
viders. Medicare  pays  80  percent  of  its 
own  fee  schedule  for  a rendered  service. 
The  20  percent  copayment  is  the  re- 
sponsibility of  the  patient.  Physicians 
who  do  not  accept  Medicare  assignment 
are  not  bound  by  the  Medicare  fee 


schedule. 

PMS  President  Donald  E.  Harrop, 
MD,  Pheonixville,  said  that  Pennsylva- 
nia physicians  had  one  of  the  highest 
assignment  rates  in  the  country  last 
year.  In  1987,  nearly  90  percent  of  all 
Medicare  claims  in  Pennsylvania  were 
assigned  and  nearly  93  percent  of  all 
dollars  paid  to  physicians  for  Medicare 
were  assigned.  This  compares  with  70 
percent  assignment  rates  nationally. 

“I  don’t  understtmd  the  need  for  this 
legislation,”  Dr.  Harrop  said.  “Physi- 
cian refusal  to  accept  Medicare  assign- 
ment may  be  a problem  nationally,  but 
clearly  not  in  Pennsylvania.” 

Only  Massachusetts  and  Rhode  Is- 
land, where  there  is  mandatory  assign- 
ment, Puerto  Rico,  and  portions  of  Cali- 
fornia and  South  Carolina  have  higher 
assignment  rates  than  Pennsylvania. 


PMS  urges  voluntary  acceptance  of  assignment 


The  State  Society  is  encouraging  its 
members  to  voluntarily  accept  Medi- 
care assignment  regardless  of  their  par- 
ticipation in  Medicare. 

The  Society’s  voluntary  acceptance 

Keystone  Games  seeking 
physician  volunteers 

Keystone  State  Games,  Inc.,  is  look- 
ing for  volunteer  physicians  for  its  sev- 
enth annual  competition  August  11-14. 
The  games  will  be  held  in  the  Scranton- 
Wilkes  Barre  area. 

The  Keystone  State  Games  is  Penn- 
sylvania’s own  sports  festival.  The 
games  provide  Pennsylvanians  with 
Olympic  style  sports  competition  and 
promote  personal  growth  and  develop- 
ment in  the  athletes.  The  geunes  also 
help  Pennsylvania  athletes  enter  na- 
tional and  international  competition. 

Physicians  serve  as  medical  officers 
for  the  games  and  are  responsible  for 
evaluating  injuries/illnesses,  providing 
emergency  care,  and  screening  injured 
athletes  for  return  to  competition. 

Interested  physicians  should  call  the 
Keystone  State  Games  office  at  1-800- 
445-4559. 


program  follows  from  the  Medicare 
Overcharge  Measure  (MOM)  bill,  intro- 
duced to  the  state  House  March  15.  The 
bill  would  tie  mandatory  assignment  to 
medical  hcensure. 

According  to  the  plan,  physicians 
would  accept  Medicare  assignment  for 
any  Medicare  recipient  and  for  £my  pa- 
tient age  65  and  over  who  has  a Phar- 
maceutical Assistance  Contract  for  the 
Elderly  (PACE)  card  even  if  the  patient 
is  not  covered  by  Medicare. 

The  PMS  Board  approved  the  volun- 
tary plan  at  its  March  meeting.  The  ma- 


The  Pennsylvania  Medical  Society, 
the  Hospital  Association  of  Pennsylva- 
nia, and  the  Pennsylvania  Association 
of  Health  Maintenance  Organizations 
are  sponsoring  a workshop  on  quahty 
assurance  on  June  2 and  3 at  the  Hotel 
Hershey. 

The  program  includes  discussions  on 
what  quality  care  is  and  what  the  model 
for  measuring  health  care  excellence  is. 

The  seminar  begins  Thursday  at  1:00 
p.m.  and  ends  Friday  at  3:00  p.m.  The 
fee  for  the  workshop  is  $150.  The  dead- 
line for  registration  is  May  30. 


jority  of  Pennsylvania  physicians  al- 
ready accept  Medicare  reimbursement 
as  payment  in  full. 

“As  a response  to  MOM,  I believe 
that  our  volunteer  program  is  the  cor- 
rect answer,  but  it  will  require  total 
commitment  by  all  physicians  if  we  are 
to  stave  off  legislated  Medicare  manda- 
tory assignment,”  PMS  President 
Donald  E.  Harrop,  MD,  said. 

In  1987,  nearly  90  percent  of  Medi- 
care claims  in  Pennsylvania  were  as- 
signed, accounting  for  92.4  percent  of 
all  dollars  paid. 


Activities  on  Thursday  include  a 
panel  discussion  on  monitoring  quality 
and  utilization  in  hospitals. 

Friday’s  program  features  a panel 
discussion  on  the  economics  of  utiliza- 
tion review,  several  case  studies,  a pre- 
sentation on  the  health  department’s 
expectations  on  quality  care,  and  a pre- 
sentation on  medical  ethics. 

For  more  information,  write  or  call 
Healthcare  Educational  Services,  P.O. 
Box  608,  Camp  Hill,  PA  17011-0608; 
(717)  763-7053.  Attendees  will  receive 
Category  1 credits. 


Quality  assurance  subject  of  seminar 
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/\  story  of  success 

“ThesYstem 

haspaU  §or  itself  in  3 months," 


Triangle  Radiation  Oncology 
J.M.  Hughes,  M.D. 

Vicki  Harvey,  business  manager 

' I ■ 


“Before  we 
purchased  an  office 
automation  system 
from  Blue  Shield’s 
Keystone  Technologies,  we  did  all 
our  billing  manually.  Nearly  all  our 
time  was  spent  updating  ledger 
cards. 

“Oftentimes,  we  didn’t  even  have 
time  to  bill  coinsurance  claims. 

Now,  we  account  for  every  charge 
and  we’re  getting  faster  turnaround 
time  on  bills. 

“Plus,  we’re  monitoring  the 
practice  better  through  billing  and 
medical  reports.  By  just  hitting  a 
few  keys,  we  can  find  out 
information  like  what  monthly 
revenues  are  or  even  identify  what 
common  diagnoses  we’re  seeing  in 
a cross  section  of  ages  and 
localities. 

“I’d  say  just  in  the  area  of  billing, 
the  Keystone  Technologies  system 
paid  for  itself  in  three  months.  We’re 
much  more  efficient  now  and  can 
put  even  more  emphasis  on  patient 
care,  instead  of  shuffling  papers.’’ 

Call  Keystone  Technologies  today. 
Soon,  you’ll  have  your  own  success 
story  to  tell. 


I Keystone 
I Technologies,  Inc. 

a subsidiary  of  Pennsylvania  Blue  Shield 


Camp  Hill  717-975-7158  Fort  Washington  215-628-8380 


Pittsburgh  412-829-1240 


newsfrarals 


PMS  celebrates  headquarters  groundbreaking 


More  than  100  people  attended  the 
groundbreaking  ceremony  for  the  State 
Society’s  new  headquarters  on  March 
16.  PMS,  PMSLIC,  and  KePRO  offi- 
cers and  staff  and  numerous  guests 
gathered  at  the  Sheraton  East  in  Har- 
risburg for  the  event. 

Robert  N.  Moyers,  MD,  Meadvdle, 
chairman  of  the  PMS  Board  of  Trust- 
ees, led  the  ceremony.  He  described  the 
histories  of  the  State  Society,  and  its 
subsidiaries,  the  Pennsylvania  Medical 
Society  LiabUity  Insurance  Company 
and  the  Keystone  Peer  Review  Organi- 


zation, and  talked  about  how  these  or- 
ganizations have  changed  to  meet  the 
needs  of  Society  members. 

Construction  of  the  new  headquarters 
in  Lower  Paxton  Township,  Harrisburg, 
will  begin  in  April.  The  building  is  ex- 
pected to  be  ready  for  occupancy  in 
June  1989. 

Dr.  Moyers  turned  the  first  shovel  of 
dirt  at  the  ceremony.  Others  on  the 
groundbreaking  crew  included:  John 
Helwig  Jr.,  MD,  chairman  of  the  Budd- 
ing Committee;  Donald  E.  Harrop,  MD, 
president  of  PMS  and  KePRO  ; John  F. 


Rineman,  PMS  executive  vice  presi- 
dent; and  A.  John  Smither,  PMSLIC 
president  and  COO. 

Several  of  the  guests  also  helped 
break  the  ground.  W.  Barry  Kain,  presi- 
dent of  H.  B.  Alexander  and  Son,  con- 
struction manager  for  the  building, 
Harry  Bink,  of  Bink  and  Kuntz  Archi- 
tects, Francis  Bolduc,  Lower  Paxton 
Township  supervisor,  Dennis  Brenkle, 
president  of  the  Hershey  Bank,  and 
Robert  C.  Allen  Jr.,  vice  president  of 
Provident  National  Bank  of  Philadel- 
phia, each  turned  a shovel  of  dirt. 


John  Helwig  Jr.,  MD,  chairman  of  the 
Building  Committee,  addresses  the  crowd 
at  the  groundbreaking  ceremony  before 
presenting  the  shovel  to  Mr.  Rineman. 


PMS  officers  and  other  dignitaries  gather  as  John  F.  Rineman,  executive  vice  president 
of  the  State  Society,  prepares  to  dig  a shovelful. 


Trust  schedules  seminars  on  ambulatory  surgery  review 


The  PMS  Educational  and  Scientific 
Trust  will  conduct  a series  of  seminars 
to  assist  health  CEire  facihties  in  comply- 
ing with  government  requirements  for 
ambulatory  surgical  review.  Five  mem- 
bers of  the  Keystone  Peer  Review  Or- 
ganization’s staff  will  lead  the  national 
workshops. 

The  seminars  will  explain  how  peer  re- 
view organizations  will  apply  the 
Health  Care  Financing  Administra- 
tion’s requirements  on  ambulatory  sur- 
gical review. 

Four  one-day  programs  will  be  of- 
fered. The  program  dates  and  locations 
foUow:  May  12,  Washington  D.C.,  Clar- 


ion Hotel;  May  26,  Atlanta,  GA,  Radis- 
son  Hotel;  June  9,  Los  Angeles,  CA,  LA 
Airport  Hilton;  and  June  30,  Chicago 
(Rosemont),  IL,  R8unada  Hotel. 

Program  leaders  include:  Robert  R. 
Weiser,  KePRO  executive  director,  Beth 
Hackman,  KePRO  assistant  executive 
director  for  review  operations,  M. 
Yvonne  Harbeson,  RN,  KePRO  direc- 
tor of  surgical  review,  Linda  Millard, 
RN,  KePRO  supervisor  of  surgical  re- 
view, and  Kathy  Helsel,  LPN,  KePRO 
senior  reviewer  for  specialty  surgical  re- 
view. 

The  program  is  designed  for  medical 
directors  or  physicians  involved  in  peer 


review  activities,  staff  administrators 
responsible  for  implementation  of  new 
review  programs,  utilization  £md  qu2il- 
ity  assurance  professionals,  and  medi- 
cal records  professionals. 

The  program  runs  from  8:00  a.m.  to 
4:30  p.m.  In  the  morning,  discussions 
will  center  on  the  review  process  and 
HCFA  requirements,  medical  necessity 
review,  quality  review,  and  coding  vah- 
dation.  The  afternoon  session  includes 
presentations  on  intervention  and  pro- 
filing and  on  experience  to  date. 

Preregistration  is  required  for  the 
seminars.  For  registration  information, 
call  the  PMS  Trust,  (717)  763-7151. 
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PMSLIC,  we’ve  offered  quality  service  to 
physicians  for  more  than  a decade.  We’re  a 
company  owned  and  directed  by  physicians 
just  like  you.  Physician  control— that’s  the 
PMSLIC  difference.  Today,  PMSLIC  insures 
more  than  7,000  practicing  physicians  in 
Pennsylvania,  and  we  can  give  you  a 
wide  range  of  coverage  options  and 
accommodations.  Through  innovation, 
efficiency,  and  sensitivity,  we  can  provide 
coverage  that’s  right  for  you.  If  you’re  not 
currently  a PMSLIC  insured,  call  us  to  learn 
more  about  quality  protection. 


PMSLIC 
Box  303 

Lemoyne,  Pennsylvania  17043 

1800  445  1212 


newsfroats 


Malpractice  insurance  company  liquidates 


The  Missouri  Insurance  Department 
has  declared  the  Professional  Mutual 
Insurance  Company  (PMIC)  insolvent. 
Last  October  PMIC  was  placed  into  liq- 
uidation. 

PMIC  was  a Missouri-based  specialty 
carrier  that  wrote  professional  liability 
coverage  for  osteopathic  physicians  and 
hospitals  in  34  states.  Seven  percent  of 
its  business  was  written  in  Pennsylva- 
nia. 

PMIC’s  unfounded  liability  in  Penn- 
sylvania is  now  under  the  Pennsylvania 
Insurance  Guaranty  Association.  The 
Guaranty  Association’s  board  has  al- 
ready authorized  initial  assessments  of 
$12  million  against  all  property  and  ca- 
sualty companies  hcensed  in  Pennsyl- 
vania. 

Although  claims  alleging  malpractice 
against  Pennsylvania  osteopaths  may 
be  handled  by  the  Guaranty  Associa- 
tion, the  claims  must  first  be  submitted 
to  PMIC.  The  Guaranty  Association 
will  provide  coverage  as  required  by 
statute  (up  to  $300,000  per  covered 
claim,  with  a $100  deductible  per  claim) 
with  the  following  limitations: 

• the  incident  upon  which  the  mal- 
practice allegation  is  based  must 


have  occurred  during  the  physician’s 
coverage  with  PMIC  and  prior  to  30 
days  before  PMIC’s  hquidation,  mak- 
ing the  cut-off  date  November  9, 
1987; 

• the  claim  is  reported  no  later  than 
October  9,  1988. 

Based  on  these  limitations,  some  phy- 


sicians could  face  a limitation  of  cover- 
age. The  average  time  lapse  between 
the  rendering  of  a service  and  the  re- 
porting of  a claim  is  22  months. 

Physicians  who  were  covered  by 
PMIC  and  who  did  not  object  were 
placed  under  coverage  from  the  Profes- 
sional Mutual  Risk  Retention  Group. 


Trust  selects  student  loan  recipients 


The  Educational  and  Scientific  Trust 
of  the  Pennsylvania  Medical  Society 
has  selected  its  1988-89  student  loan 
recipients. 

The  Trust  has  awarded  loans  to  188 
medical  students  for  a value  of 
$406,850.  Ten  of  the  loans,  worth 
$22,000  were  awarded  to  students  who 
are  children  of  deceased  or  disabled 
physicians  and  are  still  dependent  on 
parental  support. 


The  Trust  also  awarded  54  allied 
health  student  loans  totalling  $76,400. 
This  amount  is  $34,650  more  than  the 
amount  awarded  last  year. 

Overall,  the  Trust  is  providing  242 
students  with  $483,250  in  loan  support. 

Funding  for  the  loan  program  comes 
from  money  allocated  from  PMS  mem- 
bership dues,  repayment  of  student 
loans,  interest  income,  and  other  contri- 
butions. 


MCP  dean  elected  to  board  of  ECFMG 


Alton  I.  Sutnick,  MD,  senior  vice 
president  for  health  affairs  and  dean  of 
the  Medical  College  of  Pennsylvania 
(MCP),  has  been  elected  to  the  board  of 


Governor  Robert  P.  Casey  signed  the  Coroners’  Education  Bill  in  March.  The  bill,  which 
the  State  Society  supported,  creates  a Coroners’  Education  Board,  calls  for  coroners  to 
pass  a test  before  asssuming  their  duties,  and  mandates  continuing  education  for  coro- 
ners. Joining  Gov.  Casey  are  Senator  J.  Barry  Stout  (Washington),  seated  left.  Senator 
Roger  A.  Madigan  (Lycoming),  seated  right,  PMS  President  Donald  E.  Harrop,  MD,  stand- 
ing second  from  the  right,  and  several  other  state  coroners. 


trustees  of  the  Education  Commission 
for  Foreign  Medical  Graduates 
(ECFMG).  On  the  ECFMG  board.  Dr. 
Sutnick  represents  the  Association  of 
American  Medical  Colleges  (AAMC), 
one  of  seven  ECFMG  sponsors. 

Headquartered  in  Philadelphia, 
ECFMG  conducts  certification  proce- 
dures for  graduates  of  foreign  medical 
schools  so  that  they  can  enter  graduate 
medical  education  programs  in  the 
United  States.  The  Commission  also  de- 
velops fellowships  for  basic  medical  sci- 
ence faculty  of  foreign  medical  schools 
and  sponsors  foreign  national  physi- 
cijms  and  exchange  visitors.  ECFMG 
sponsors  annual  meetings  on  interna- 
tional medical  education  and  publishes 
numerous  special  reports  and  newslet- 
ters on  international  education. 

Recently,  Dr.  Sutnick  was  named 
ECFMG  representative  on  the  board  of 
directors  of  the  International  Medical 
Scholars  Program. 

Since  1975  when  he  was  named  dean 
at  MCP,  Dr.  Sutnick  has  established  12 
international  medical  school  affiliations 
with  MCP  in  10  countries.  On  three  oc- 
casions he  has  served  as  a consultant  to 
the  World  Health  Organization  in  the 
Southeast  Asia  region  on  cancer  control 
and  hepatitis. 
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WE  SCHEDULE  LITHOTRIPSY  FCR 
THE  PATIENT’S  CONVENIENCE 

AND  YOURS. 


The  Mid' Atlantic  Kidney 
Stone  Center  is  proud  of  its ' 
prompt  and  convenient 
scheduling.  Depending  on 
the  urgency  of  the  situation, 
your  patient  will  undergo 
lithotripsy  treatment 
promptly,  usually  within  one 
week  of  referral.  In  urgent 
cases,  we  combine  evalua' 
tion  and  treatment  on  the 
same  day. 


In  our  nearly  three  years  of 
practice  as  a lithotripsy  serv- 
ice,  we  have  treated  more 
than  3000  patients,  gaining 
the  confidence  of  referring 
physicians  in  New  Jersey, 
Eastern  Pennsylvania, 
metropolitan  New  York, 
and  Delaware. 

Your  relationship  with 


SEBEE 

THE  MID-ATLANTIC 
KIDNEYSTONE  CENTER 

/I  UTHOTRIPTER  SERVICE 
One  Brick  Road,  Suite  103 
Marlton,  NJ  08053 


your  patient  is  important  to 
us  and  you’ll  find  that  our 
experience,  prompt  schedul- 
ing, and  personalized  care  is 
a welcome  benefit.  To  find 
out  more  about  our  service, 
or  how  you  can  obtain  staff 
privileges  at  the  Mid-Atlan' 
tic  Kidney  Stone  Center, 
call  (609)  983'7337. 

Outside  of  New  jersey,  call 
(800)  53'LITHO. 


Managed  by  MEDIO  Healthcare  Resources,  Inc. 


newslronts 


Governor  creates  long-term  care  council 


Governor  Robert  P.  Casey  has  estab- 
lished a new  council  to  better  coordi- 
nate the  state’s  programs  for  older  citi- 
zens and  those  with  special  needs. 

The  Intra-governmental  Council  on 
Long-Term  Care  will  make  recommen- 
dations on  how  to  improve  and  consoh- 
date  $1  billion  in  state  programs  that 
assist  the  elderly  and  those  with  special 
needs.  It  will: 

• assure  coordinated  development  and 
m£magement  of  services; 

• develop  a state  plan  for  long-term 
care; 

• insure  that  the  system  responds  to 
residents  with  special  needs; 

• recommend  an  organizational  struc- 
ture for  long-term  care  services  on  the 
state  and  local  levels; 

• explore  funding  to  encourage  develop- 
ment, renovation,  and  adaptation  of 
housing  for  residents  with  special 
needs; 

• educate  consumers  about  long-term 
care  insurance; 


• seek  short  and  long  range  solutions  to 
pay  for  such  services. 

Because  Pennsylvania  will  soon  have 
1.8  million  residents  age  65  years  or 
older.  Gov.  Casey  said  the  need  for  bet- 
ter care  for  these  citizens  is  obvious. 

Secretary  of  Aging  Linda  M.  Rhodes 
will  head  the  council.  Other  members 
will  include  Secretary  of  Community 


The  State  Society’s  new  Council  on 
Governmental  Relations  met  for  the 
first  time  in  February.  The  council  is  a 
result  of  the  restructuring  of  the  Coun- 
cil on  Legislation. 

Last  September,  the  PMS  Board  ap- 
proved the  restructuring  of  the  council. 
Under  its  new  format,  the  council  will 
work  through  four  subcommittees. 

The  Subcommittee  on  LATs  will  over- 
see PMS’s  Legislative  Action  Teams. 
The  Subcommittee  on  Education  and 
Communication  will  serve  as  a haison 


Affairs  Karen  A.  Miller,  Secretary  of 
Health  N.  Mark  Richards,  MD,  Secre- 
tary of  Pubhc  Welfare  John  F.  White  Jr., 
and  Insurance  Commissioner  Con- 
stance B.  Foster. 

The  council  will  include  representa- 
tion from  the  Pennsylvania  Council  on 
Aging,  the  legislature,  emd  business,  la- 
bor, and  consumer  groups. 


with  the  society  membership,  will  aid  in 
the  creation  of  a speakers  bureau,  and 
wUl  form  SWAT  teams,  or  teams  of  phy- 
sicians who  on  short  notice  will  make 
personal  contact  with  legislators.  The 
Subcommittee  on  Specialty  Societies 
will  work  with  individual  specialty 
groups  in  their  legislative  efforts  and 
enhst  their  help  in  the  council’s  efforts. 
The  Subcommittee  on  Federal  Govern- 
ment will  assist  in  the  council’s  ex- 
panded activities  at  the  federed  legisla- 
tive and  agency  level. 


Council  on  Governmental  Relations  holds  first  meeting 


Philadelphia  Psychiatric  Center  leads  in  care  of  deaf 


Just  over  a year  ago  the  Philadelphia 
Psychiatric  Center  (PPG)  began  its  Pro- 
gram for  Deaf  Persons.  The  137-bed, 
private  psychiatric  hospital  is  one  of 
only  three  comprehensive  centers  na- 
tionwide for  the  mental  health  care  of 
deaf  persons,  both  adolescents  and 
adults. 


Interest  in  the  special  needs  of  the 
deaf  patient  began  three  years  ago, 
when  a local  psychologist  with  a large 
caseload  of  deaf  patients  began  admit- 
ting to  PPC,  a subsidiary  of  Albert  Ein- 
stein Healthcare  Foundation. 

PPC  staffs  full  and  part-time  Ameri- 
can Sign  Language  interpreters.  Inter- 


preters are  provided  for  individual,  fam- 
ily, and  group  therapy  sessions,  as  well 
as  for  support  group  meetings,  includ- 
ing Alcohohcs,  Gamblers,  and  Narcot- 
ics Anonymous. 

Currently,  five  PPC  staff  members 
are  taking  advanced  sign  language 
courses.  PPC  requires  sign  language 
skills  for  one  of  its  doctoral-level  psy- 
chology internships,  and  the  center  ac- 
tively recruits  nurses  and  psychiatric 
technicians  with  sign  language  skills. 

All  living  areas  of  PPC  are  equipped 
with  flashing-light  alarms,  television 
decoders,  and  TDD  equipment.  There  is 
no  “deaf  unit’’  at  PPC.  Deaf  and  hear- 
ing patients  mix  on  the  general  psychia- 
try, addiction,  and  adolescent  units. 

Plastic  surgeons  elect 

The  Robert  H.  Ivy  Society  of  Plastic 
and  Reconstructive  Surgeons  elected 
officers  at  its  annual  meeting  in  March. 

The  officers  for  1988-89  are  as  fol- 
lows: president— John  C.  Schantz,  MD; 
vice  president— Don  LaRossa,  MD; 
secretary— Barbara  S.  Lundy,  MD;  and 
treasurer— Richard  W.  Dabb,  MD. 


A HELPING  HAND  FOR  THE 
TROUBLED  PHYSICIAN 


Alcoholism.  Drug  abuse.  Mental  and  physical  disability.  The  problems  of 
aging.  All  take  their  toll  on  the  medical  community. 

But  there’s  help — through  the  Impaired  Physician  Program  of  the 
Pennsylvania  Medical  Society.  The  program  offers  peer  support  . . . referral  to 
professional  treatment  agencies  . . . and  compassionate  follow-up  throughout 


the  rehabilitation  process. 

All  efforts  are  voluntary  and 
strictly  confidential. 

If  you  need  help — or  know 
someone  who  does — call  the 
Impaired  Hotline:  (717) 
763-7937. 


To  learn  more  about  the 
Impaired  Physician  Program, 
write:  Impaired  Physician 
Program,  Pennsylvania  Medical 
Society,  20  Erford  Road, 
Lemoyne,  PA  17043. 
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10,000  Doctors  Recommend 


Medical  Manager 

Medical  Practice  Management  Software 


Medical  Manager  is  currently  installed 
in  more  doctors'  offices  than  any  other 
practice  management  software. 
Independent  reviews  consistently  rate 
Medical  Manager  as  one  of  the  best 
on  the  market  today.  It  is  used 
successfully  in  both  general  and  about 
70  specialty  practices,  including: 


Family  Practice 
Internal  Medicine 
OB/GYN 
Surgery 
Oral  Surgery 


Pediatrics 
Ophthalmology 
Cardiology 
Orthopedics 
Emergency  Medicine 


Anesthesiology 
Otolaryngology 
Mental  Health 
Dermatology 
Radiology 


ACCOUNTS  RECEIVABLE  - ages  patient  accounts  by 
patient,  insurance  company,  physician,  and  practice,  and 
maintains  full  open  item  detail  with  clear  audit  trails. 

INSURANCE  BILLING  - Custom  Forms  Generator 
allows  creation  of  all  types  of  patient  communications 
including  encounter  forms,  super  bills,  statements, 
insurance  claims,  and  recall  notices. ' 

ELECTRONIC  MEDIA  CLAIMS  MODULE  - allows 
physicians  to  submit  and  track  "paperless"  claims  via 
modem,  diskette,  or  tape  to  multiple  claim  centers 
nationwide. 


For  more  information  and  a thorough  demonstration  of  The  Medical 
Manager,  contact  your  local  Systems  Plus  representative. 

SOUTH  CENTRAL  PENNSYLVANIA 
Paper  Chase  Inc.,  5405  Jonestown  Road,  Harrisburg,  PA  17112 
Phone  (800)  327-8588  • Mr.  Curtis  Vreeland 

SCRANTON 

Office  Plus,  415  North  Washington  Avenue,  Scranton,  PA  18503 
Phone  (717)  961-6125  • Mr.  Dave  Caolo 


AUTOMATED  APPOINTMENT  SCHEDULER  - 
provides  instant  scheduling  of  and  access  to  patient 
appointments. 


PHILADELPHIA 

Robert  Lee  & Associates,  160  Fembrook  Ave.,  Wyncote,  PA  19095 
Phone  (215)  576-6630  • Mr.  Robert  Lee 


CUSTOM  REPORT  GENERATOR  permits  easy 
creation  of  both  simple  and  complex  custom  reports  from 
the  Medical  Manager  files  as  well  as  integration  of  the 
reports  into  custom  menus. 


NORTH  CENTRAL  PENNSYLVANIA 
Beaver  Computer  Center,  147  W.  Long  Ave.,  DuBois,  PA  15801 
Phone  (814)  375-0700  • Mr.  Bryan  Taylor 


SUPPORTS  POPULAR  HARDWARE  AND  OPER- 
ATING ENVIRONMENTS  including  PC  DOS™, 
Concurrent  PC  DOS™,  Novell™  NetWare™,  Xenix™, 
and  Unix™. 


The  Medical  Manager  is  marketed  nationally  by  Systems  Plus,  Inc.,  a California  corporation. 
Systems  Plus,  Inc.  is  a registered  trademark  of  Systems  Plus,  Inc.  Medical  Manger  is  a registered 
trademark  of  Personalized  Programming,  Inc.  Unix  is  a trademark  of  AT&T  Bell  Labs.  Novell 
and  NetWare  are  trademarks  of  Novell,  Inc.  PC  DOS  is  a registered  trademark  of  IBM. 
Concurrent  PC  DOS  is  a trademark  of  Digital  Research.  Xenix  is  a trademark  of  Microsoft  Corp. 


HAZLETON 

MCS  Consultants,  10  West  Broad  Street,  Hazleton,  PA  18201 
Phone  (717)  454-5450  • Mr.  Lew  Saras 

PITTSBURGH 

The  Oakland  Assoc.,  Inc.,  285  William  Pitt  Way,  Pittsburgh,  PA  1523f 
Phone  (412)  466-3323  • Mr.  Frank  Genovese 
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‘My  singing  has  ceased/  trustee  says 


“I  used  to  sing  on  my  way  to  work,” 
John  W.  Lawrence,  MD,  said.  “I  no 
longer  do  that. 

“The  socio-medical  and  medical-legal 
miheux  have  added  an  aura  of  unpleas- 
antness to  the  practice  of  medicine.  Al- 
though stUl  satisfying,  the  practice  of 
medicine  is  not  joyful  anymore.” 

The  new  trustee  for  the  Second  Dis- 
trict, Dr.  Lawrence  is  a rheumatologist 
in  private  practice  in  Media.  He  re- 
places Henry  H.  Fetterman,  MD,  on  the 
Society’s  Board. 

The  enemies  of  medicine 

“The  traditional  enemies  of  medicine 
have  been  disease,  cancer,  death— black 
and  white  battles— but  now  significant 
numbers  of  physicians  are  going  to  be 
put  out  of  business  by  an  enemy 
they’ve  never  even  thought  of— the  eco- 
nomic realties  of  pohtics,”  Dr.  Lawrence 
said. 

From  the  time  a student  decides  to 
enter  medicine,  he  or  she  must  confront 
the  battle  of  economics.  At  first.  Dr. 
Lawrence  said,  the  battle  is  financial 
funding  in  obtaining  a degree  and  get- 
ting set  up  in  practice. 

Then,  Dr.  Lawrence  said,  physicians 
face  “a  continual  confrontation  of  being 
appropriately  rewarded  for  their  work.” 
“If  you  took  any  other  individual  in  any 
other  profession  with  comparable  tal- 
ent, education,  dedication,  and  inten- 
sity, he  or  she  would  be  much  more 
highly  rewarded  than  the  physician  is 
today.” 

With  all  the  paperwork,  documenta- 
tion, rebillings,  and  justification  re- 
quired of  him.  Dr.  Lawrence  said  he  is 
being  compensated  at  his  1982-83  fee 
scale.  “Physicians  are  getting  squeezed 
to  get  any  kind  of  resonable  recom- 
pense,” Dr.  Lawrence  said. 

A second  enemy  of  the  medical  pro- 
fession is  pubhc  image.  Dr.  Lawrence 
said.  “Physicians  are  perceived  as 
highly  paid,  insensitive,  golf-playing, 
foreign  car-driving  individuals  and  the 
vast  majority  are  not  that  at  aU.  And 
it’s  our  fault  that  we  have  allowed  a dis- 
advantageous image  to  evolve.  We  un- 
wittingly talk  about  and  show  interest 
in  the  things  that  are  not  dear  to  the 
hearts  of  our  patients.  But  if  you  talk  to 
a patient  about  how  you  prevent  slugs 
from  getting  in  your  broccoli,  their 


faces  hght  up  because  you’re  talking 
about  a basic  value.” 

In  the  end.  Dr.  Lawrence  said,  the 
battle  is  a psychological  one.  “The  per- 
ception of  enjoyment  and  the  balance 
between  emotional  reward  and  emo- 
tional drain  are  psychological,”  he  said. 

Physicians  are  also  too  parochial.  Dr. 
Lawrence  said.  “The  attitude  that  ‘the 
only  thing  that  counts  is  medicine’  is  a 
luxury  of  insularity  that  we  can  no 
longer  afford.  Social  and  political  in- 
volvement is  a requisite  to  a successful 
practice.  You  must  have  your  voice 
heard  by  the  pohticians  and  they’re  not 
going  to  hsten  to  you  until  you  become 


pohtically  astute.  Unfortunately,  most 
physicians  today  have  zero  pohtical  as- 
tuteness and  only  marginal  political 
awareness.” 

The  solution  to  the  pohtical  problem 
is  education,  according  to  Dr.  Lawrence. 
“The  academic  community  has  not  ad- 
dressed itself  to  teaching  the  pohtical 
and  economic  reahties  that  physicians 
face.  These  reahties  must  be  taught 
early  in  the  educational  process  because 
once  a physician  has  developed  educa- 
tional priorities,  it  is  very  difficult  to  re- 
ahgn  those  priorities.” 

Entering  the  ranks  of  medicine 

Dr.  Lawrence  didn’t  always  want  to 
be  a doctor.  When  he  was  14  and  grow- 
ing up  in  Westchester  County,  New 
York,  he  said  he  wanted  to  be  an  archae- 
ologist. But  his  father,  who  was  a dental 
surgeon,  urged  him  to  consider  medi- 
cine because  it  was  a way  to  make  a re- 


spectable hving,  serve  your  feUow  man, 
and  be  your  own  boss.  To  be  certain  of 
his  decision.  Dr.  Lawrence  worked  as  an 
orderly  at  a local  hospital  for  two  sum- 
mers while  in  coUege. 

In  September  1951,  Dr.  Lawrence 
started  at  the  Temple  University  School 
of  Medicine.  He  graduated  in  1955  and 
did  an  internship  at  Elhs  Hospital  in 
Schenectady,  NY.  Then,  in  1958,  after 
serving  two  years  in  active  military 
duty,  he  started  his  specialty  training  at 
Temple  University  Hospital  and  got  his 
hcense  in  Pennsylvania. 

He  chose  rheumatology  because  of  its 
recent  emergence  in  the  medical  field, 
because  there  were  few  rheumatologists 
at  the  time,  and  because  there  were 
good  teachers  in  the  field.  Thirty  years 
later.  Dr.  Lawrence  has  a solo  practice 
with  nearly  3,000  patients. 

Active  duty  in  organized  medicine 

Not  until  Dr.  Lawrence  finished  his 
residency  in  Philadelphia  did  he  join  or- 
ganized medicine.  In  1962,  after  he  and 
his  family  moved  to  Swarthmore,  he 
joined  the  Delaware  County  Medical 
Society.  “My  faunily  pediatrician  was 
president  of  the  society  then  and  he  in- 
volved me,”  Dr.  Lawrence  S2iid. 

Although  he  was  a member  of  the 
American  Medical  Association  and  the 
Pennsylvania  Medical  Society,  Dr.  Law- 
rence was  active  only  on  the  county 
level  for  15  or  20  years.  He  served  on 
the  board  of  directors  and  as  president, 
chairman  of  several  committees,  and 
delegate  to  the  PMS  House  of  Dele- 
gates for  the  county  society.  “I  felt  that 
I had  something  to  contribute  on  the 
county  level  and  I wanted  to  digest  that 
well  before  I tried  to  contribute  on  a 
state  level,”  Dr.  Lawrence  said. 

“Initially,  I joined  organized  medicine 
to  gain  legitimacy,”  he  said.  “It’s  not 
until  you  get  involved  that  you  find  out 
that  it  is  something  you  want  to  be 
more  than  just  a passive  member  of.” 

He  said,  however,  that  there  are  more 
reasons  to  join  organized  medicine  be- 
sides legitimacy.  “If  you  take  from  the 
system,  you  should  give  something 
back,”  he  said.  “You  should  help  make 
the  system  better  and  try  to  preserve 
those  things  that  are  good.  You  cer- 
tainly don’t  have  the  right  to  complain 
about  the  system  unless  you’re  active 
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Make  Impatient 
Patients  Patient 


Patients  can  become  impatient  when 
they  wait  in  waitins  rooms.  And  it  makes 
no  sense  to  have  incensed  patients. 

Therefore,  it's  a sood 
idea  for  you  to  provide 
a larse  selection  of 
current  masazines  for 
your  patients  to  read. 

Masazines  can  occupy 
anxious  people. ..they  can 
people  ...and  they  can  quietly  entertain 
active  children. 

The  Pennsylvania  Medical  Society 
Masazine  Prosram  offers  you  the  lowest 
prices  on  masazine  subscriptions.  And 
we  can  handle  all  of  your  masazine  needs 
at  one  time  (savins  you 
time  and  paperwork). 

If  you  are  interested  in 
makins  your  impatient 
patients  patient  and  your 
patient  patients  happy, 
order  several  subscriptions  today! 
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and  trying  to  correct  it,”  Dr.  Lawrence 
said.” 

He  said  there  is  also  an  intangible. 
“Some  people  just  like  to  work  with  or- 
ganizations and  other  people.  I don’t 
know  if  I can  put  it  into  words.” 

Since  becoming  active  in  the  State 
Society,  Dr.  Lawrence  has  served  as 
chairman  of  the  Council  on  Legislation 


and  the  Task  Force  on  Professional  Lia- 
bihty  Initiative.  He  has  served  on  sev- 
eral other  committees  and  task  forces 
and  on  the  PaMPAC  Board  of  Direc- 
tors. 

As  chairman  of  the  Council  on  Legis- 
lation, he  said  he  tried  to  bring  an  im- 
proved effectiveness  to  the  Council’s 
work.  “I  set  up  a series  of  review  meet- 
ings with  the  staff  to  determine  how  we 
could  be  more  effective  in  our  dealings 
We  tried  to  systematize  deahng  with 


the  explosion  of  medical-pohtical  prob- 
lems; we  tried  to  marshall  our  forces. 
Toward  the  end  of  my  tenure  as  chair- 
man, I helped  lay  the  groundwork  for 
the  newly  estabhshed  Council  on  Gov- 
ernmental Relations.  I think  the  new 
Council  will  be  a highly  efficient,  effec- 
tive, and  knowledgeable  body.  It  has  to 
be  because  of  the  demands  on  us;  the 
rules  of  the  games  have  changed.” 

Dr.  Lawrence  said  he  gets  satisfac- 
tion from  his  involvement  in  organized 
medicine  because  he  feels  he  is  making  a 
contribution.  “It’s  a chance  to  make  a 
visible  and  what  I hope  is  a helpful  con- 
tribution. That’s  a satisfying  thing  to 
be  able  to  do.” 

Leave  from  medicine 

In  his  time  away  from  his  practice 
and  his  activities  in  organized  medicine. 
Dr.  Lawrence  enjoys  spending  time 
with  his  family  and  in  the  outdoors.  Dr. 
Lawrence  and  his  wife  have  five  chil- 
dren and  four  grandchildren.  His  oldest 
children  are  twin  girls,  Katharine  and 
Jeanne,  who  are  36  years  old.  His  son, 
John  Jr.,  the  next  oldest,  is  32.  He  hves 
in  Media  with  his  wife  and  daughter 
and  is  pursuing  a doctoral  degree  in  ar- 
chaeology. His  third  daughter,  Eliza- 
beth, is  24  and  the  youngest  girl,  Bar- 
bara, is  22.  All  but  the  youngest  is 
married.  They  live  in  Rochester,  NY, 
Schenectady,  NY,  Hartford,  CT,  and 
Boston,  MA. 

Dr.  Lawrence’s  two  favorite  hobbies 
are  fishing  and  vegetable  gardening.  He 
also  enjoys  hiking,  canoeing,  and  vaca- 
tioning in  the  Adirondack  Mountains 
during  the  summer.  Dr.  Lawrence  is 
also  an  avid  reader  and  American  his- 
tory buff. 

Dr.  Lawrence  said  one  of  the  most  dif- 
ficult aspects  of  a career  in  medicine  is 
the  lack  of  time  you  have  with  your 
family.  “For  years,  the  object  of  my  day 
was  to  get  home  in  time  to  eat  supper 
with  my  children.  I felt  that  if  I did  not 
see  them  and  get  to  know  them  then, 
before  I knew  it  they’d  be  grown  up 
without  knowing  me  and  without  hav- 
ing my  influence.  And  I’d  miss  their  in- 
fluence, which  I needed  as  much  as  they 
needed  mine.” 

“I  would  advise  a student  going  into 
medicine  to  learn  the  reahties  of  a Hfe  in 
medicine.  Students  need  factual  infor- 
mation to  make  their  decisions.  Strange 
as  it  may  seem,  coming  from  a medical 
family,  I didn’t  know  what  a career  in 
medicine  entailed.  I just  knew  that  Dad 
was  off  at  work.  A kid  in  school  has  no 
concept  of  what  work  is.” 


Doctor! 

Thinking  about  automating  your  office? 
Don’t  invest  in  old  technology,  discover 

Pulse  Point 

Orion’s  Total  Office  Management  System 

Put  these  outstanding  features  to  work  in  your  office 


* Patient  History 

* Office  Visit  Documentation 

* Insurance  Bilhng 

* Electronic  Claim  Transmission 

* Patient  Billing 

* Precalculated  Balance  Billing 

* Update  of  Insurance  Charges 

* Practice  Analysis  Reports 

* Check  Printing 

* Bank  Statement  Reconciliation 

* Daily  Bank  Deposit  Ticket 

* Medical  Database  Access 


* Electronic  Scheduling 

* Word  Processing 

* Accounts  Receivable 

* Accounts  Payable 

* Patient  Recall 

* Aged  Receivables 

* Access  Security 

* Financial  Analysis 

* Budgeting 

* Electronic  Code  Lists 

* Daily  Income  Statement 

* Multi-user  Network 


Orion  s system  is  so  easy  to  use,  even  for  the  first  time  computer  user,  yet 
it  utihzes  the  most  powerful  microcomputer  system  available.  Our  training 
program  ensures  that  your  staff  will  be  comfortable  and  proficient.  All 
this  at  an  unbehevably  low  price.  Call  us  today!  Free  consultation  and 
demonstrations  at  your  office. 


Orion  Computer  Sy.stems,  Inc. 
2591  South  Queen  Street 
York,  PA  17402 
Phone:  (717)  757-7721 


ORION 
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GRAND  ROUNDS 

Hahnemann  University 

May  1988 

Wednesday  Mornings 
8:30-9:30  a.m. 


MAY  4 

Infectious  Diarrhea 

Pierce  Gardner,  MD,  Professor  of  Medicine,  Univ.  of  Connecticut 
Sherwood  L.  Gorback,  MD,  Professor  of  Medicine,  Tufts  University 


MAY  11 

Acute  Leukemia 

Isadora  Brodsky,  MD,  Professor  and  Chairman,  Dept,  of  Neopiastic  Diseases,  Hahnemann  Univ. 
Pam  Crilley,  DO,  Sr.  instructor.  Dept,  of  Neopiastic  Diseases,  Hahnemann  Univ. 

S.  Benham  Kahn,  MD,  Professor  and  Vice  Chairman,  Dept,  of  Neopiastic  Diseases,  Hahnemann  Univ. 


MAY  18 

Antiarrhythmics:  Special  Considerations 
Raymond  Woosley,  MD,  Professor  of  Medicine  and  Pharmacoiogy,  Vanderbiit  University 


MAY  25 

Primary  Immuno-Deficiencies 

Stanley  A.  Schwartz,  MD,  PhD,  Prof,  of  Pediatrics  Epidemiology,  Microbiology  and  Immunology,  Univ.  of  Michigan 


Classroom  C (Alumni  Hall) 
College  Building,  15th  & Vine  Streets 
Philadelphia,  Pennsylvania 


Presented  by: 

William  S.  FrankI,  MD 

Professor  of  Medicine 
Chairman,  Department  of  Medicine 

Allan  B.  Schwartz,  MD 

Professor  of  Medicine 

Deputy  Chairman,  Graduate  Medical  Education 


For  further  information 

Office  of  Continuing  Education 
(215)  448-8263 

Approved  for  CME  credits  through  the  Office  for  Continuing  Education,  Hahnemann  University. 
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Elderly  Americans  worry  about  health  care  costs 


More  than  10.4  million  American  45 
and  older  have  put  off  medical  treat- 
ment in  the  past  two  years  because  of 
cost,  according  to  a survey  report  re- 
leased by  the  American  Association  of 
Retired  Persons  (AARP).  The  majority 
of  older  Americems  believe  health  care 
costs  are  beyond  their  control. 

Even  so,  individuals  45  and  older  in- 
frequently pursue  cost-cutting  mea- 
sures. Only  about  one-fourth  of  those 
surveyed  have  asked  for  second  opin- 
ions or  estimates  on  charges  before  re- 
ceiving care.  And  few  have  investigated 
health  care  options,  such  as  health 
maintenance  and  preferred  provider  or- 
ganizations. 

The  survey  involved  interviews  with 
2,000  people  45  and  older  who  com- 
mented on  a wide  range  of  health  re- 
lated topics  such  as  current  health  sta- 
tus; generic  drugs;  health  care  costs; 
nursing  homes;  and  Mediceu'e. 

Although  the  survey  shows  most 
Americans  45  and  older  generally  are 
satisfied  with  their  personal  health,  it 
identifies  shortcomings  in  the  current 
health  care  system. 


The  Medicare  system  received  low 
marks  in  a number  of  6u-eas,  with  most 
respondents  holding  negative  opinions 
about  the  financial  well-being  of  the 
government’s  health  care  program. 
Those  in  pre-retirement,  particularly, 
beheve  Medicare  will  not  be  able  to  pro- 
vide coverage  necessary  to  meet  their 
future  health  care  needs. 

When  asked  about  specific  Medicare 
concerns,  respondents  expressed  the 
most  dissatisfaction  with  the  amount 
paid  by  Medicare  and  perplexity  about 
what  portion  of  a Medicare  bill  they  had 
to  pay,  reflecting  a general  confusion 
with  the  system. 

Furthermore,  seven  percent,  or  nearly 
1.3  million  Medicare  filers,  have  had 
their  claims  lost  during  the  past  two 
years.  Nearly  one-fourth,  or  more  than 
4.2  million,  have  had  to  resubmit  a 
Medicare  claim  to  receive  payment. 

Additional  findings  that  reflect  the 
health  care  picture  of  Americans  45  and 
older  include  the  following: 

• Although  85  percent  of  those  sur- 
veyed know  what  a generic  drug  is,  only 
53  percent  know  about  generic  drugs 


and  make  an  effort  to  purchase  them. 

• Ten  percent  of  all  respondents  said 
either  they  or  someone  close  to  them 
has  had  difficulty  gaining  nursing  home 
admission  due  to  either  a lack  of  space 
or  financial  difficulties. 

• While  physicians  t^llk  to  their  pa- 
tients about  how  and  when  to  take  a 
medication  (74  percent)  and  what  a 
drug  is  supposed  to  do  (58  percent),  less 
than  half  discuss  precautions  to  take 
(47  percent)  or  possible  side  effects  (37 
percent). 

• Respondents  report  physicians  sel- 
dom or  never  discuss  the  cost  of  their 
medical  treatment  (69  percent). 

• Many  people  ^u•e  changing  habits  to 
improve  their  health,  with  about  seven 
out  of  10  older  Americans  eating  more 
nutritiously  and  six  out  of  10  exercising 
more  regularly. 

The  health  care  survey  is  part  of  a 
continuing  effort  by  AARP  to  promote 
awareness  of  various  health  issues  in  its 
ongoing  national  health  care  campaign. 
AARP  is  a nonpartisan,  27  million- 
member  association  of  people  age  50  or 
older. 


Pennsylvania  Hospital  radiologist  named  RSNA  president  elect 


Robert  E.  Campbell,  MD,  Haverford, 
director  of  radiology  at  Pennsylvania 
Hospital,  Philadelphia,  was  elected 
president  elect  of  the  Radiologic  Soci- 
ety of  North  America  (RSNA)  at  the  so- 
ciety’s recent  annual  meeting.  He  is  im- 
mediate past  ch2iirman  of  the  RSNA 
board  of  directors. 

The  RSNA,  the  world’s  largest  scien- 
tific radiological  society,  is  composed  of 
approximately  21,000  professionals  in 
the  field  of  radiology. 

Dr.  Campbell,  who  also  serves  as  chni- 
cal  professor  of  radiology  at  the  Univer- 
sity of  Pennsylvania  School  of  Medi- 


cine, received  his  bachelor’s  degree  from 
Harvard  College  and  his  medical  degree 
from  the  University  of  Pennsylvania 
School  of  Medicine.  He  completed  his 
internship  at  Pennsylvania  Hospital 
and  his  residency  in  radiology  at  the 
Hospital  of  the  University  of  Pennsyl- 
vania. 

In  addition  to  his  duties  for  the 
RSNA,  Dr.  Campbell  is  a trustee  of  the 
American  Board  of  Radiology,  a fellow 
of  the  American  College  of  Radiology, 
and  past  president  of  the  Pennsylvania 
Radiological  Society  and  the  Philadel- 
phia Roentgen  Ray  Society. 


New  foundation  to  review  hospital  staff  physicians 


A new  foundation  to  assess  the  com- 
petence of  hospital  staff  physicians  has 
been  formed  by  a coalition  of  medical 
and  medico-legal  leaders. 

The  nonprofit  American  Medico- 
Legal  Foundation  (AMLF)  will  perform 
independent  peer  review  for  hospital 
trustees  and  medical  staffs. 


Richard  S.  Wilbur,  MD,  AMLF  chair- 
m^m,  said  that  AMLF  will  use  senior  cli- 
nicians from  medical  centers  and  com- 
munity hospitals  to  provide  an 
impartial  assessment  of  medical  staff 
performance.  Each  report  wUl  be  fur- 
ther reviewed  by  physician-attorneys  in 
the  reviewing  specialties. 


He  s^dd  that  by  using  AMLF,  hospi- 
tal trustees  can  be  responsive  to  the 
Health  Care  Quality  Improvement  Act 
of  1986. 

The  AMLF  is  based  at  The  Barclay, 
Rittenhouse  Square,  Philadelphia,  PA 
19103-6164.  The  telephone  number  is 
(215)  545-2161. 
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MR  UPDATE ^ — 

MRl  Advances  the  Detection  of  Musculoskeletal  Disease 


KNEE  EXAMINATION 

HISTORY:  This  44-year-old  female  recently  sus- 
tained a knee  injury  and  has  clinical  evidence  of  abnormal 
laxity  of  the  posterior  cruciate  ligament. 

SCAN:  This  parasagittal  view  near  the  midline  clearly 
demonstrates  avulsion  of  the  posterior  cruciate  ligament 
(large  arrow).  The  ligament  is  normally  attached  at  its 
femoral  origin.  Total  avulsion  of  the  ligament  has  occured 
near  its  tibial  insertion,  the  expected  position  of  which  is 
marked  by  the  small  arrow.  The  higher  intensity  (lighter) 
material  at  the  tip  of  the  small  arrow  represents  hemarthro- 
sis  consequent  to  the  recent  injury. 


MRI  HIGHLIGHTS:  The  ligamentous  structures  of  the  knee  are  routinely  well  demonstrated  by  surface 
coil  MRl.  Surface  coil  imaging  is  essential  for  the  special  resolution  needed  in  this  area.  Surface  coil  MRI  is  also  useful 
for  demonstrating  meniscal  injuries.  Frank  meniscal  disruption  may  be  seen  and  confirmed  at  arthroscopy.  Since 
the  articular  surfaces,  bone  detail,  and  extra-articular  structures  are  also  shown  by  MRI,  MRI  is  highly  competitive 
with  contrast  arthrography.  MR  requires  no  painful  injection  and  no  ionizing  radiation.  MRI  is  also  the  procedure 
of  choice  for  imaging  aseptic  necrosis  of  fhe  hip  and  other  musculoskeletal  diseases. 


LANCASTER 
MAGNETIC 
IMAGING,  LTD. 

213  College  Avenue 
Lancaster,  Pennsylvania  17603 

(717)  394-2693 


PHILADELPHIA 
MAGNETIC 
IMAGING,  LTD. 

1336  Wolf  Street 
Philadelphia,  Pennsylvania  19148 

(215)  271-0028 


CENTRAL  PA 
MAGNETIC 
IMAGING,  LTD. 

800  Campbell  Street 
Williamsport,  Pennsylvania  17701 

(717)  322-4300 


NORTHEASTERN 
MAGNETIC 
IMAGING,  LTD. 

5090  Summerdale  Avenue 
Philadelphia,  Pennsylvania  19124 

(215)  288-SlOO 


Health  Images  facilities  operate  their  MRI  systems  with  all  available  upgrades  including  contiguous  thin  slices, 
high  resolution  head  and  body  coils,  state  of  the  art  surface  coils,  and  cardiac  gating. 


3nc. 


Health  Images  facilities  are  a community 
resource  available  to  all  area  physicians. 
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Auxiliary  program  earns  proclamation 


Governor  Robert  P.  Casey  proclaimed 
March  21-25,  1988,  as  AIDS  Education 
Week.  The  educational  program  was 
sponsored  by  the  PMS  Auxiliary. 

The  PMSA,  in  cooperation  with  the 
State  Society,  organized  the  AIDS  edu- 
cation program.  Throughout  the  week, 
county  medical  auxilians  and  physi- 
cians conducted  programs  in  schools 
across  the  state  to  inform  students  and 
adults  of  the  facts  about  AIDS. 

Volunteer  educators  gave  close  to  300 
programs  in  more  than  225  school  dis- 
tricts. The  programs  were  tailored  to 
meet  the  needs  of  individual  districts. 
Programs  were  given  for  elementary. 


Mrs.  Prendergast  and  Governor  Casey 
pose  together  after  the  signing- 


middle,  and  high  school  students  as 
well  as  for  adults  groups. 

The  Department  of  Education  intro- 
duced and  recommended  the  program 
to  the  schools.  Pennsylvania  is  the  first 
state  to  require  schools  to  include 
AIDS  education  in  their  curriculums. 

PMSA’s  AIDS  Education  Program 
has  been  selected  by  the  American 
Medical  Association  for  presentation  at 
the  AMA’s  Congress  on  “Adolescent 


Health:  Charting  a Course  through  Tur- 
bulent Times”  on  May  12-14.  PMSA 
President  Mrs.  Michael  J.  Prendergast 
win  give  an  overview  of  the  program  at 
the  Congress. 

The  Allegheny  County  Medical  Soci- 
ety Auxiliary  also  was  chosen  to 
present  a program  at  the  AMA  Con- 
gress. The  ACMS  Auxiliary  will 
present  its  program  on  emotional  stress 
and  teen  suicide. 


Kevin  St.  John,  MD,  of  York,  speaks  to  fifth  graders  at  Orendorf  Elementary  School  in 
Manchester. 


Lancaster,  Chester  counties  see  surge  of  rabies  cases 


Following  two  months  of  intensive 
animal  rabies  activity  in  two  Southeast- 
ern Pennsylvania  counties,  a state 
health  department  epidemiologist  has 
said  the  Commonwealth  could  “be  on 
the  verge”  of  a rabies  epidemic  that  offi- 
cials previously  believed  was  dechning. 

Lancaster  and  Chester  counties  have 
accounted  for  64  of  the  state’s  108  ra- 
bies cases  this  year,  compared  to  zero 
cases  in  those  two  counties  through 
March  of  last  year.  The  108  statewide 
cases  compare  to  86  cases  at  the  end  of 
March  1987. 

The  fatal  virus  claimed  an  additional 
50  animals  in  the  state  last  month.  Of 
the  50,  32  were  located  in  either  Lancas- 
ter or  Chester  counties. 

“We  thought  we  were  on  the  down- 
side of  the  rabies  problem.  We  still 


might  be  statewide,  but  what's  happen- 
ing in  Lancaster  and  Chester  counties 
opens  up  ^dl  kinds  of  possibihties  for  a 
rekindhng  of  the  epidemic.  We  could  be 
on  the  verge  of  some  serious  problems,” 
Dr.  Bobby  Jones,  DVM,  health  depart- 
ment epidemiologist,  said. 

Lancaster  County  reported  only  two 
rabies  cases  in  January,  but  has  since 
confirmed  17  February  cases  and  21 
March  cases.  Chester  County  reported 
five  January  cases,  eight  February 
cases,  and  11  March  cases.  Although  15 
counties  have  at  least  one  rabies  case 
this  year,  Lebanon  County,  with  10 
cases  through  March,  is  the  only  other 
county  in  double  figures. 

“It’s  unusual  to  see  50  cases  in  a 
month  this  early  in  the  year,”  Jones 
said.  “Normally  such  high  numbers 


don’t  occur  until  the  warmer  weather 
^lrrives  and  animal  activity  increases. 
We  think  Chester  County’s  problem 
may  be  coming  across  the  border  from 
Cecil  County,  M^lryland,  but  we  have  no 
idea  what  has  caused  so  much  activity 
in  L^mcaster  County.” 

Jones  said  “the  possibility  is  there” 
for  the  outbreak  to  spread  into  other 
nearby  counties  that  have  been  rela- 
tively untouched  by  rabies  thus  far. 

Raccoons  account  for  83  of  the  108 
cases  in  the  state  this  year  and  for  39  of 
the  50  M£U"ch  cases. 

Although  the  state  does  not  keep 
track  of  the  number  of  hum^ms  bitten  or 
scratched  by  rabid  anim2ds,  the  depart- 
ment is  aware  of  “several  instances”  of 
human  exposure  last  month,  most  in 
Lancaster  and  Chester  counties. 
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of  Presbyterian 

PHILADELPHIA 

University 

HEART 

of  Pennsylvania 

INSTITUTE 

Medical  Center 

CARDIOLOGY  UPDATE 

designed  for  the  physician 

and  provides  an  intensive  survey 

of  the  current  status 

of  clinical  cardiology 

Wednesday,  June  1,  1988 

Medical  Economics — The  Financial  Plight  of  the  Doctor 

Moderator:  Bernard  L.  Segal,  MD 

3:00  - 3:20 

Influence  of  DRGs — I.  Donald  Snook 
3:20  - 3:40 

Influence  of  for-profit  systems,  HMOs,  PPOs,  etc. — I.  Donald  Snook 

3:40  - 4:00 

Solo  versus  group  practice — Robert  Stein,  PhD 
4:00  - 4:20 

Town  and'  gown  conflict:  Fact  or  fiction? — Bernard  L.  Segal,  MD 

4:20  - 5:00 
Panel  discussion — 

• No  registration  fee 
• No  advance  registration  required 
• CME  credits* 

• Refreshments  served  following  each  session 

Scheie  Eye  Institute  Auditorium 
Presbyterian-University  of  Pennsylvania  Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania 

•The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  to  sponsor  continuing 
education  for  physicians.  The  University  of  Pennsylvania  School  of  Medicine  designates  this  continuing  medical  activity  for  2 credit  hours  per  session  in 
Category  I of  the  Physicians  Recognition  Award  of  the  AMA. 
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State  lists  96  additional  AIDS  cases 


Ninety-six  additional  cases  of  AIDS 
and  44  additional  AIDS  deaths  have 
been  added  to  statistics  compiled  by 
the  state  health  department  since  the 
department’s  update  last  month.  The 
new  figures  hst  a total  of  1,558  cases  as 
of  March  30,  up  from  1,462  cases  hsted 
on  February  25. 

AIDS  deaths  in  Pennsylvania  now  to- 
tal 914,  an  increase  of  44  over  the  Feb- 
ruary 25  total  of  870. 

The  figures  cover  the  time  period 
from  January  1981  to  the  present. 

The  majority  of  adult  AIDS  cases  in 
Pennsylvania— 89  percent— involved  ei- 
ther homosexual/bisexual  men  or  intra- 
venous drug  users  whose  habit  involves 
the  sharing  of  needles.  The  updated  fig- 
ures list  1,069  cases  of  AIDS  in 
homosexual/bisexual  men  and  186  cases 
in  intravenous  drug  users.  A combina- 
tion of  those  two  groups— homosexual 
bisexual  men  who  also  use  intravenous 
drugs— account  for  another  113  cases. 

Of  the  remaining  adult  cases,  47  ac- 

Health  secretary  appoints 
special  assistant  for  AIDS 

Pennsylvania  Health  Secretary  N. 
Mark  Richards,  MD,  has  announced  the 
appointment  of  Rodger  L.  Beatty  as 
acting  special  assistant  to  the  secretary 
for  AIDS. 

In  his  new  position,  Beatty  will  coor- 
dinate the  department’s  activities  re- 
lated to  infection  with  the  human  im- 
munodeficiency virus  (HIV).  His  main 
responsibilities  will  include  coordinat- 
ing health  education  and  risk  reduction 
programs,  epidemiologic  and  surveil- 
lance activities,  HIV  counseling  and 
testing  programs,  patient  support  sys- 
tems, informational  systems,  grants-in- 
aid  progTEuns,  and  other  program  ad- 
ministration. 

Beatty  is  a cofounder  and  past  presi- 
dent of  the  South  Central  AIDS  Assis- 
tance Network  (SCAAN)  in  Harrisburg. 
SCAAN  is  an  all  volunteer  group  con- 
cerned with  persons  with  AIDS,  their 
families,  and  friends. 

He  has  been  with  the  state  health  de- 
partment since  1979.  Since  last  Novem- 
ber, he  served  as  alcohol  and  drug  coor- 
dinator for  AIDS  in  the  department’s 
health  promotion  office. 


quired  AIDS  through  blood  transfu- 
sions, 43  were  infected  through  hetero- 
sexual contact,  and  40  are 
hemophiliacs.  There  are  38  cases  listed 
under  “other  reasons’’  in  the  depart- 
ment’s update.  The  38  mostly  involved 
patients  who  died  before  information 
could  be  obtained  from  them. 

No  additional  pediatric  cases  were  re- 


The  Pennsylvania  Department  of 
Health  has  installed  a toll-free  tele- 
phone service  for  AIDS  information. 

The  number  is  1-800-692-7254.  The 
line  is  open  for  calls  8:00  a.m.  to  4:30 
p.m.,  Monday  through  Friday. 

A promotion  program,  “Get  the 
Facts  on  AIDS,’’  uses  posters  and 
wallet-sized  cards  to  advertise  the  num- 
ber and  the  hours  the  line  is  open  for 
calls. 


The  National  Institutes  of  Health  has 
awarded  a $9.5  million  contract  to  the 
Pitt  Men’s  Study  at  the  University  of 
Pittsburgh  Graduate  School  of  Public 
Health.  The  contract  will  enable  re- 
searchers to  expand  research  on  the 
natural  history  of  AIDS  and  to  extend 
their  work  for  four  more  years. 

Since  its  initial  grant  in  1983,  the 
study  has  enrolled  more  than  2,300  ho- 
mosexual and  bisexual  men,  and  has 
conducted  research  to  determine  why 
some  men  become  infected  with  the 
AIDS  virus  and  why  only  some  of  those 
infected  later  develop  AIDS. 

The  additional  funding  will  enable  re- 


The  American  Board  of  Family  Prac- 
tice (ABFP)  and  the  publishing  division 
of  the  Massachusetts  Medical  Society, 
publishers  of  the  New  England  Journal 
of  Medicine,  are  pubhshing  a new  quar- 
terly journal  entitled  The  Journal  of  the 
American  Board  of  Family  Practice. 
Volume  1,  Number  1 was  pubhshed  in 
January  1988. 

The  primary  purpose  of  the  journal  is 
to  publish  original  papers  pertaining  to 
clinical  investigations,  case  reports,  re- 
view articles  pertinent  to  the  specialty. 


ported  in  March.  The  pediatric  caseload 
remains  at  22.  Pediatric  cases  are  chil- 
dren age  12  or  younger. 

As  in  previous  updates,  Philadelphia 
and  Allegheny  counties  lead  the  state  in 
the  number  of  AIDS  cases.  Philadel- 
phia has  confirmed  841  cases,  up  from 
791  in  the  February  report.  Allegheny 
hsts  154  cases,  up  from  150  last  month. 


The  AIDS  hotline  is  staffed  by  the  de- 
partment’s Division  of  Health  Promo- 
tion, with  calls  being  answered  by 
trained  public  health  educators. 

The  promotional  cards  and  posters 
are  free-of-charge.  To  request  copies, 
call  the  department  at  1-800-692-7254 
or  787-5900,  or  write  to:  Pennsylvania 
Department  of  Health,  Division  of 
Health  Promotion,  PO.  Box  90,  Harris- 
burg, PA  17108. 


searchers  to  continue  this  work,  and 
also  to  widen  its  study  of  the  natural 
history  of  HIV  infection  in  black  homo- 
sexual and  bisexual  men. 

Since  1983,  Pitt  has  received  over  $20 
miUion  for  AIDS  research.  Significant 
accomplishments  to  date  include  col- 
lecting data  relating  to  transmission  of 
HIV  in  men  who  engage  in  receptive 
anal  intercourse  and  findings  concern- 
ing the  factors  affecting  men’s  deci- 
sions to  learn  results  of  HIV  testing. 

Enrollment  in  the  study  is  open  to  ho- 
mosexual or  bisexual  black  men.  For 
more  information,  call  the  Pitt  Men’s 
Study  at  624-2008. 


editorial  comments,  and  book  reviews. 

The  medical  community  may  send 
submissions  for  consideration  to  the 
ABFP,  2228  Young  Drive,  Lexington, 
KY  40505.  Relevant  original  papers 
pertaining  to  non-clinical  subjects  will 
be  considered. 

The  journal  will  be  distributed  free  of 
charge  to  aU  diplomates  of  the  ABFP. 
Subscriptions  are  available  through  the 
Massachusetts  Medical  Society,  The 
JABFP,  Subscription  Department, 
1440  Main  Street,  Waltham,  MA  02154. 


Health  department  opens  toll-free  AIDS  line 


Pitt  Men^s  Study  receives  $9.5  million 


ABFP  launches  new  academic  journal 
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Just  one  part  of 
pain  relief  therapy. 


Vicodin® provides  greater 
patient  acceptance 


hydrocodone  bitartrate  5 mg.  (Warning:  May  be  habit 
forming)  with  acetaminophen  500  mg. 


The  original  hydrocodone  analge 


Blank  space  indicates  that  no  such  activity  has  been  reported. 

Table  adapted  from  Facts  and  Comparisons  (Nov.)  1984  and  Catalano  R8,  The 

medical  approach  to  management  of  pain  caused  by  cancer.  "Semin  Oncol"  1975; 

2;  379-92  and  Reuler  JB,  et.  al.  The  chronic  pain  syndrome:  misconceptions  and 

management.  "Ann  Intern  Med"  1980;  93;  588-96. 

♦ Vicodin  offers:  less  nausea,  less  sedation,  less 
constipation. 

. . .and  longer  lasting  pain  relief— 
up  to  6 hours. 

♦ Vicodin  containshydrocodonenotcodeine.ln 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg.  of  codeine.’ 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  reliefthanGOmg. 
of  codeine.^ 

Plus... 

♦ Vicodin  offers  the  convenience  of  Clll 
prescribing. 

♦ Dosage  flexibility-1  tablet  every  6 hours  or 
2 tablets  every  6 hours  (up  to  8 tablets  in  24 
hours). 


COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS 

CONSTIPATION 

RESPIRATORY 

DEPRESSION  SEDATION  EMESIS 

PHYSICAL 

DEPENDENCE 

HYDROCODONE 

X 

X 

CODEINE 

X 

X XX 

X 

OXYCODONE 

XX 

XX  XX  XX 

XX 

Sf^ify  "Dispense  as  written"  for  the  original 

hydrocodone  analgesic. 


INDICATIONS  AND  USAGE;  For  the  relief  of  moderate  to  moderately  severe  pain. 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone. 

WARNINGS: 

Drug  Abuse  and  Dependence:  VICODIN  * is  subject  to  the  Federal  Controlled  Substances  Act 
(Schedule  III).  Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon 
repeated  administration  of  narcotics:  therefore,  VICODIN  should  be  prescribed  and  admin- 
istered with  the  same  caution  appropriate  to  the  use  of  other  oral-narcotic-containing 
medications. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce 
dose-related  respiratory  depression  by  acting  directly  on  brain  stem  respiratory  centers. 
Hydrocodone  also  affects  centers  that  control  respiratory  rhythm,  and  may  produce  irregu- 
lar and  periodic  breathing. 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exag- 
gerated in  the  presence  of  head  injury,  other  intracranial  lesionsor  a preexisting  increase  in 
intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure 
the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diagnosis 
or  clinical  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated 
patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism, 
Addison's  disease,  prostatic  hypertrophy  or  urethral  stricture. 

Information  For  Patients:  VICODIN,  like  all  narcotics,  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially  hazardous  tasks  such  as  driving  a car 
or  operating  machinery;  patients  should  be  cautioned  accordingly. 

Cough  Reflex:  Hydroccjdone  suppresses  the  cough  reflex;  caution  should  be  exercised 
when  VICODIN  is  used  postoperatively  and  in  patients  with  pulmonary  disease. 

Drug  Interactions:  The  CNS-depressant  effects  of  VICODIN  may  be  additive  with  that  of 
other  CNS  depressants.  When  combined  therapy  is  contemplated,  the  dose  of  one  or  both 
agents  should  be  reduced.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with 
hydrocodone  preparations  may  increase  the  effect  of  either  the  antidepressant  or 
hydrocodone.  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  para- 
lytic ileus. 

Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to  be 
teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  VICODIN  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
Nonteratogenic  Effects;  Babies  born  to  mothers  who  have  been  taking  opioids  regularly 
prior  to  delivery  will  be  physically  dependent.  The  intensity  of  the  syncirome  does  not 
always  correlate  with  the  duration  of  maternal  opioid  use  or  dose. 

Labor  and  Delivery:  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  may 
result  in  some  degree  of  respiratory  depression  in  the  newborn,  especially  if  higher  doses 
are  used. 

Nursing  Mothers:  it  is  not  known  whether  this  drug  is  excreted  in  human  milk;  therefore, 
a decision  should  be  made  whether  to  ciiscontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS; 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of 
mental  and  physical  performance,  anxiety,  fear,  dysphoria,  dizziness,  psychic  dependence, 
mood  changes. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  frequent  in 
ambulatory  than  in  recumbent  patients.  Prolonged  administration  of  VICODIN  may  pro- 
duce constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention 
have  been  reported. 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of 
the  pain  and  the  response  of  the  patient.  However,  tolerance  to  hydrocodone  can  develop 
with  continued  use,  and  the  incicience  of  untoward  effects  is  dose  related. 

The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain.  (If  necessary,  this  dose  may 
be  repeated  at  four-hour  intervals.)  In  cases  of  more  severe  pain,  two  tablets  every  six  hours 
(up  to  eight  tablets  in  24  hours)  may  be  required. 
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hydrocodone  bitartrate  5 mg.  (Warning:  May  be  habit 
iorming)  with  acetaminophen  500  mg. 


special  leatur© 

Pennsylvania  health  care;  a future  agenda 

R.  Robert  Tyson,  MD 

Many  factors  have  shaped  medicine  as  we  know  it 
today — escalating  medical  liability  insurance  premiums, 
cost  containment  efforts,  third  party  payors,  scientific  ad- 
vances.  You  wonder  what  your  practice  will  be  like  in  the 
future.  R.  Robert  Tyson,  MD,  immediate  past  president 
of  PMS,  shares  his  ideas  of  what^s  in  store. 


Distinct  forces  that  hold  great  import 
for  the  future  are  at  work  in  medicine 
today.  Four  of  these,  I believe,  will  be 
among  the  most  important  in  shaping 
health  care  in  Pennsylvania.  They  are; 

1.  Regulation  and  other  expressions 
of  public  desires; 

2.  The  advance  of  science  and  technol- 
ogy; 

3.  Our  aging,  changing  population; 
and 

4.  Peimsylvania’s  new  cost  contain- 
ment law.  Act  89  of  1986. 

Regulation 

Today  the  government,  private  em- 
ployers, and  the  pubhc  have  more  to 
say  about  how  we  work  than  ever  be- 
fore. It  is  highly  likely  they’ll  have  more 
to  say  about  it  in  the  future  because 


they  are  spending  more  on  health  care 
than  ever  before.  Pressure  to  contain 
the  cost  of  health  care  will  continue  to 
be  a major,  if  not  overwhelming,  force  in 
the  future. 

The  United  States  spends  over  $1  bil- 
hon  a day  on  health  care.  An  estimated 
twelve  cents  out  of  every  U.S.  dollar  is 
now  spent  on  health  care,  up  from  six 
cents  just  a few  years  ago.  The  cost  of 
medical  care  is  growing  at  more  than 
twice  the  rate  of  inflation. 

The  responses  by  both  the  govern- 
ment and  private  insurers  include  the 
prospective  payment  system;  continual 
attempts  to  reduce  or  limit  federal  and 
state  health  budgets;  requiring  second 
or  even  third  opinions  for  certain  proce- 
dures, and  advance  approval  for  some 
admissions. 


Perhaps  these  measures  save  some 
money  without  compromising  the  qual- 
ity of  care.  But  it  remains  to  be  seen 
whether  these  measures  will  have  an  ap- 
preciable effect  on  the  long-term  growth 
in  costs. 

Another  form  of  regulation  getting 
more  emphasis  today  is  peer  review. 
Traditionally,  peer  review  has  been  the 
way  that  physicians  monitor  each  other 
and  maintain  the  quality  of  medical 
care  in  the  hospital. 

Today,  the  PRO  mandate  seems  to  be 
expanding.  This  year  the  Keystone  Peer 
Review  Organization  became  the  first 
in  the  nation  to  review  ambulatory  sur- 
gery in  hospital  outpatient  depart- 
ments and  freestanding  ambulatory 
surgical  facilities.  KePRO  will  also  be 
reviewing  care  provided  through 
HMOs,  starting  this  year. 

Even  in  peer  review  activities  that 
used  to  be  aimed  solely  at  assuring 
quahty,  cost  concern  is  inexorably  be- 
coming a factor.  Some  hospital  medical 
staffs  in  Pennsylvania  have  made  it  a 
condition  of  membership  that  doctors 
exercise  clinical  privileges  in  a “cost- 
effective  or  efficient  manner.”  In  the  fu- 
ture, more  hospitals  may  want  medical 
staffs  to  include  such  a proviso  in  their 
bylaws.  Peer  review,  once  a means  of 
self-discipline,  now  may  become  an- 
other channel  for  outside  pressure  on 
medical  practice. 

A third  area  where  regulation  could 
well  be  more  in  evidence  is  indigent 
care.  The  Pennsylvania  Health  Care 
Cost  Containment  Council  has  commis- 
sioned a comprehensive  study  of  indi- 


Dr.  Tyson  is  the  immediate  past  president  of 
the  Pennsylvania  Medical  Society.  This  arti- 
cle, is  based  on  an  address  he  gave  at  the  25th 
Alumni  Reunion  at  Geisinger  Medical  Center 
last  September. 
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gent  care  in  Pennsylvania,  as  required 
by  Act  89  of  1986.  Now  underway,  the 
study  will  try  to  define  the  exact  extent 
of  the  problem  and  what  the  Common- 
wealth should  do  to  help  those  who 
can’t  afford  the  care  they  need. 

Physicians  face  a potential  crisis  in 
this  area  because  the  data  collection 
planned  by  the  Cost  Containment 
Council  will  not  only  result  in  public 
knowledge  about  the  cost  and  quality  of 
physicians’  and  hospitals’  services,  it 
will  also  show  which  physicians  partici- 
pate in  Medicaid  and  Medic2ire,  and 
which  do  not.  Act  89  also  appears  to 
make  it  possible  for  the  state  to  tie  indi- 
gent care  to  providers’  hcensure. 

Physicians,  however,  balk  at  the  idea 
of  using  a medical  license  to  do  any- 
thing except  assure  that  doctors  are 
qualified  to  practice  medicine.  They 
want  to  continue  to  provide  care  for  the 
poor  on  a voluntary  basis,  without  get- 
ting tangled  up  in  the  Medicaid  bu- 
reaucracy. Nevertheless,  as  far  as  the 
public  is  concerned,  physicians  can’t 
prove  they  care  for  poor  patients,  un- 
less they  participate  in  Medicaid.  The 
more  physicians  show  they  care  for  the 
indigent,  the  less  Likely  the  state  is  to 
require  them  to  do  anything. 

Meanwhile,  the  Pennsylvania  Medi- 
cal Society  is  working  with  the  Depart- 
ment of  Pubhc  Welfare  and  with  county 
medical  societies  to  help  Medicaid  pa- 
tients find  doctors  when  they  have  trou- 
ble finding  them  on  their  own.  The  Soci- 
ety also  will  be  helping  to  find  the 
information  for  the  Cost  Containment 
Council’s  study  on  indigent  care. 

Science 

The  advance  of  science  will  also  shape 
the  future  of  medicine.  New  develop- 
ments will  complicate  the  interplay  of 
our  knowledge,  technology,  and  atti- 
tudes and  will  raise  new  dilemmas  for 
patients,  physicians,  and  institutions. 

New  medical  technology  can  do 
things  that  seem  nothing  short  of  mi- 
raculous. But  are  we  as  sophisticated  in 
our  decision-making  as  we  are  in  our  sci- 
ence? Are  we  prepared  for  the  conse- 
quences of  our  high-tech  wonders— for 
example,  for  the  long-term  needs  of 
those  patients  whose  lives  are  pro- 
longed, but  who  may  be  frail  or  handi- 
capped in  their  advanced  age? 

Technology  is  creating  new  ethical  di- 
lemmas. For  example,  research  is  ad- 
vancing in  the  use  of  fetal  tissue  for 


treating  Parkinson’s  disease  and  other 
disorders.  Not  surprisingly,  some  people 
have  a problem  with  using  fetal  tissue 
obtained  through  deliberate  abortion, 
and  others  are  calling  for  strict  rules  to 
govern  the  practice. 

Further,  we  are  using  genetics  and 
bioengineering  to  test  for  birth  defects 
in  the  womb  and  to  track  down  the 
causes  of  disease.  We  can  alter  bacteria 
into  tools  that  do  our  bidding  in  the  lab- 
oratory or  on  the  farm.  Gene-therapy 
experiments  with  mice  have  substi- 
tuted “correct”  genes  for  defective  ones 
that  cause  disorders. 

Researchers  say  these  experiments 
are  a iax  cry  from  any  techniques  that 


Peer  review,  once  a 
means  of  self-discipline, 
now  may  become  another 
channel  for  outside 
pressure  on  medical 
practice. 


might  be  used  to  alter  human  beings. 
Nevertheless,  these  advances  prompt 
many  to  think  about  whether  genetic 
engineering  could  change  the  human 
race  forever. 

Because  of  our  new  capabilities  in 
medicine  and  science— and  the  compel- 
ling new  questions  they  raise— we  are 
witnessing  the  birth  of  a new  field:  that 
of  the  ethicist.  More  people— including 
perhaps  clergy,  attorneys,  social-service 
people,  even  government  represent- 
atives—will  be  participating  in  medical 
decisions  that  used  to  be  made  by  the 
physician,  patient,  and  family  alone. 

Meanwhile,  today  we’re  seeing  25 
years  of  the  computer  age  come  to  frui- 
tion in  medical  applications.  Computer 
diagnosis  is  just  one  example.  Last 
June,  the  first  commercial  computer  di- 
agnostic system  became  available,  and 
the  question  has  been  raised;  Will  com- 
puters someday  replace  doctors? 

I think  the  idea  of  computers  “replac- 
ing” doctors  is  an  oversimplification. 
Computers  will  not  replace  doctors,  any 
more  than  they  can  replace  human  rea- 
soning, ingenuity,  or  perspective  in  any 
other  endeavor.  I think  a far  more  likely 
prospect— and  danger— is  that  some 
people  will  think  a computer  cem  replace 
a doctor. 

What  computers  can  and  should  do  is 
help  us  harness  the  incredible  explosion 
of  knowledge  taking  place.  They  will 


help  us  keep  track  of  information  and 
scientific  literature,  and  help  us  le2irn 
through  simulation  and  problem- 
solving. 

Shaping  our  scientific  future  Eilong 
with  technology  will  be  the  develop- 
ment of  new  drugs,  and  new  uses  for  old 
drugs.  Recently,  the  Food  and  Drug  Ad- 
ministration approved  a new  drug 
called  lovastatin  that  can  apparently 
lower  cholesterol  by  30  to  40  percent— a 
potential  greater  than  diet,  according  to 
researchers.  Some  researchers  also  pre- 
dict that  clot-dissolving  drugs  may 
eliminate  many  of  the  70,000  coronary 
bypasses  done  annually  in  the  United 
States.  And  the  humble  aspirin  has 
graduated  from  relieving  aches  and 
pains  to  use  in  preventing  conditions 
from  high  blood  pressure  to  low 
birthweight  in  babies. 

Gains  in  science  are  also  affecting  the 
physician-patient  relationship.  In  by- 
gone days,  comforting  the  patient  was 
often  all  the  doctor  could  do.  Now,  that 
ancient  human  relationship  too  fre- 
quently becomes  distant  and  cold.  Sci- 
ence isn’t  the  only  culprit;  we  could  also 
blame  the  intense  demands  on  the 
young  doctor’s  time,  and  the  need  to 
survive  emotionally  the  constant  expo- 
sure to  others’  suffering  and  death.  Rec- 
ognizing that  physician-patient  rela- 
tionships should  be  nurtured,  not 
neglected,  some  mediced  schools  are  try- 
ing to  reverse  this  trend  by  adding  hu- 
manities courses  and  e2irly  training  in 
patient  communication  to  medical  edu- 
cation. 

Demographics 

All  of  the  changes  mentioned  above 
will  take  place  not  in  a vacuum,  but  in 
the  dyn^unic  environment  of  our  chang- 
ing population.  By  the  year  2000,  ac- 
cording to  some  estimates,  one-third  of 
Americans  will  be  over  age  65.  That  age 
group  as  a rule  tends  to  be  sicker  and  to 
need  more  complicated  medical  care 
than  younger  generations. 

Although  Pennsylvania’s  general 
population  has  grown  by  just  one-tenth 
of  one  percent  in  the  past  decade,  the 
number  of  practicing  physicians  has  in- 
creased 42  percent  in  that  period.  At 
the  same  time,  the  State  Society’s  Phy- 
sician Manpower  in  Pennsylvania 
shows  that  the  state’s  physicisins  as  a 
group  are  getting  younger.  From  1975 
to  1985,  the  number  of  physicians  age 
44  and  under  grew  by  5 percent,  and  the 
number  of  those  over  44  declined  by  6 
percent. 

Meanwhile,  changes  are  taking  place 
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among  other  health  care  professionals. 
The  number  of  non-physician  practi- 
tioners (podiatrists,  chiropractors, 
pharmacists,  physical  and  occupational 
therapists,  optometrists,  and  psycholo- 
gists) has  been  increasing  about  10  per- 
cent every  two  yeeirs.  Today,  the  Penn- 
sylvania Bureau  of  Professional  and 
Occupationiil  Affairs  reports  that  there 
are  nearly  31,000  of  these  practitioners 
—roughly  the  same  number  as  that  of 
practicing  medical  and  osteopathic  doc- 
tors in  the  state.  On  the  other  hand,  the 
nursing  profession  is  facing  a critical 
shortage.  The  Pennsylvania  State 
Board  of  Nursing  reports  a dramatic  de- 
cline in  enrollment  in  nursing  schools. 

In  general,  the  population  of  health 
care  professionals  is  becoming  larger 
and  more  diverse,  and  as  a group  is  bet- 
ter equipped  than  ever  to  meet  the 
many  needs  and  expectations  of  the 
population  at  large.  At  the  same  time,  a 
critical  nursing  shortage  may  have  seri- 
ous implications  for  patient  care,  espe- 
cially as  the  general  population  ages 
and  needs  more  long-term  care. 

Another  area  of  interest  is  the  rising 
number  of  physicians  in  relation  to  the 
population.  Some  believe  there  will  soon 
be  too  many  physicians  in  the  country. 
This  could  cause  quality  in  certain  pro- 
cedures to  decline  because  physicians 
performing  these  procedures  may  not 
get  enough  practice  to  keep  their  skills 
sharp.  On  the  other  hand,  great  oppor- 
tunities exist  for  physicians  willing  to 
care  for  the  aging  population. 

The  number  of  physicians  also  may 
decline  naturally  because  of  other 
forces— for  example,  the  cost  of  medic2il 
education.  In  the  past  ten  years,  accord- 
ing to  the  PMS  Educational  and  Scien- 
tific Trust,  Pennsylvania’s  medical 
schools  have  experienced  tuition  in- 
creases remging  from  62  to  161  percent. 
The  average  increase  was  114  percent. 

Population  attitudes  will  also  play 
some  role  in  health  care  trends.  First, 
the  growing  htigiousness  of  our  society 
has  exacerbated  the  current  crisis  in 
medical  liability  insurance.  Many  peo- 
ple seem  to  think  someone  is  always  to 
blame  when  something  goes  wrong, 
whether  it’s  in  medicine,  business,  or 
any  other  area  of  life.  Second,  people 
hold  high  expectations  for  what  medi- 
cine can  do.  Despite  often-spectacular 
advances,  medicine  is  still  a limited  field 
practiced  by  limited  human  beings.  It 
cannot  solve  every  problem.  Third,  the 


third-party  reimbursement  system  has 
fostered  the  idea  that  unlimited  re- 
sources are  available  for  any  procedure 
or  course  of  treatment.  The  third-party 
system,  while  a boon  to  the  family  bud- 
get, has  also  isolated  patients  from  be- 
ing personally  responsible  or  even 
aware  of  the  costs  of  health  care. 

In  the  future,  patients  will  have  a 
greater  role  in  the  financing  and 
decision-making  involved  in  their  own 
health— just  as  health  care  providers 
will  be  called  to  account  for  the  quality 
and  cost  of  the  care  they  provide. 

Act  89  of  1986 

Act  89  of  1986,  Pennsylvania’s 
He^dth  Care  Cost  Containment  Act,  is  a 
sweeping,  unprecedented  law  that  is 
unique  in  the  United  States.  Its  go2ils 
are  to  promote  competition  and  effi- 
ciency, or  cost-effectiveness,  in  health 
services.  Statewide  computerized  data 
collected  by  the  Cost  Containment 


Because  of  our  new 
capabilities  in  medicine 
and  science — and  the 
compelling  new  questions 
they  raise — we  are 
witnessing  the  birth  of  a 
new  field:  that  of  the 
ethicist. 


Council  on  the  cost  and  quality  of 
health  services  will  be  publicly  dis- 
closed. » 

These  plans  have  a potential  for  great 
good.  First,  if  data  collection  works  as 
it’s  intended,  it  will  support  efficient 
medicine— good  quality  care  that  usps 
resources  most  wisely.  Second,  it  will  re- 
ward efficiency  by  sending  more  pa- 
tients to  the  most  efficient  providers. 
Third,  statewide  data  collection  will 
give  us  comprehensive  outcome  data 
that  can  greatly  aid  in  clinical  research. 
With  data  collected  throughout  Penn- 
sylvania on  patient  outcomes,  we’ll  be 
able  to  look  at  the  progress  of  treat- 
ments over  time  , and  draw  better  con- 
clusions about  long-term  results. 

The  quality  measurement  also  will  es- 
tablish a standard  to  which  poor  care 
can  be  elevated  and  improved.  How- 
ever, this  standard  could  have  an  unde- 
sirable effect:  it  may  reduce  the  best 
medicine  to  that  same  level,  which  may 
be  an  acceptable  but  mediocre  one. 


The  idea  of  rewarding  efficient  pro- 
viders with  more  patients  also  has  its 
possible  pitfalls.  If  you  weed  out  the  in- 
efficient doctors,  will  the  efficient  doc- 
tors be  able  to  pick  up  the  volume  that 
is  channeled  to  them?  And  if  the  goal  is 
to  reward  good  providers  with  more  pa- 
tients, how  do  you  reward  those  who 
are  already  efficient  and  have  aU  the  pa- 
tients they  can  handle? 

Another  danger  is  the  possibility  of 
inhibiting  innovation  and  research.  We 
cannot  afford  to  jeopardize  future  ad- 
vances by  over-mechanizing,  over- 
automating, or  over-standardizing  med- 
icine. 

Physicians  should  try  to  do  six  impor- 
t£mt  things  to  assure  the  success  of  cost 
containment  through  public  disclosure. 

1 . Physicians  can  provide  service  that 
is  both  scientific  and  humanistic,  in 
which  the  patient  is  an  active  partner  in 
his  own  care. 

2.  Physicians  need  to  encourage  a 
team  approach  to  patient  care,  with  co- 
operation between  medical  specialist 
and  non-physician  practitioner.  Physi- 
cians should  not  try  to  exclude  other 
practitioners,  but  should  make  room  for 
them  to  provide  the  services  they  are 
trained  and  licensed  to  do. 

3.  In  that  regard,  the  physician 
should  be  the  leader  of  the  team— not 
by  inherent  right  or  by  virtue  of  his  de- 
gree or  license,  but  by  demonstrated 
ability. 

4.  Physicians  must  help  to  make  cost 
containment  efforts  work.  The  current 
cost  containment  plan  for  Pennsylva- 
nia, if  successful,  will  promote  competi- 
tion. It  is  the  only  real  alternative  to  di- 
rect rate  regulation  of  health  care  by 
the  state. 

5.  Physicians  must  be  involved  in  de- 
veloping solutions  to  ethical  problems. 
No  doubt,  science  and  technology  will 
continue  to  advance,  but  will  we  be  pre- 
pared to  address  the  effects  of  those  ad- 
vances on  all  other  aspects  of  human 
life? 

6.  Physicians  should  maintain  and 
rigorously  fenforces;  jtBe  current  stan- 
dards of  quality  assurance,  which  are 
becoming  more  complex,  objective,  and 
structured,  with  severity  measures  and 
closer  examination  of  outcome  as  op- 
posed to  process. 

Meanwhile,  Pennsylvania  has  become 
a national  leader  in  asserting  the  need 
for  quality  consideration  in  cost  con- 
tainment efforts.  If  Act  89  meets  its 
go2ils,  it  will  help  ensure  that  quality  pa- 
tient care  remains  the  cornerstone  of 
our  work.  □ 
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The  science  of  medical  care 

John  L.  Coulehan,  MD 


The  science  of  medical  care  is  perplexing.  For  years  physi- 
cians have  puzzled  over  why  theories,  diagnoses,  and 
treatments  work  in  some  cases  and  not  others.  Clearly, 
empirical  knowledge  is  not  enough.  This  article  looks 
into  the  various  dimensions  of  the  art  of  healing. 


The  patient  was  a young  man  who 
had  a high  fever  and  complained 
of  cough  and  shortness  of  breath  for 
about  two  weeks.  The  doctor  asked  him 
to  sit  down  on  a stool,  facing  away  from 
the  light,  and  lean  forward.  On  the  back 
of  the  patient’s  chest,  the  doctor  saw  a 
soft  broad  lump.  He  put  his  ear  fairly 
close  and  shook  the  patient  by  the 
shoulders,  listening  closely.  He  heard  a 
noise  “like  boihng  vinegar.”  The  diagno- 
sis was  obvious;  the  patient  had  empy- 
ema with  so  much  pus  in  the  pleural 
cavity  that  it  was  pointing  through  the 
skin.  Cle^u'ly,  the  pus  had  to  be  drained. 
The  doctor  dipped  his  hand  into  wet 
potters’  clay  and  smeared  it  all  over  the 
patient’s  back.  He  then  watched  atten- 
tively and  noticed  where  the  clay  first 
dried,  indicating  the  hottest  point  of  the 
skin  and  therefore,  the  best  place  for  in- 
cision. An  assistant  washed  the  pa- 
tient’s back  with  hot  water  and  then  the 
doctor  made  an  incision  between ' the 
ribs.  A large  quantity  of  yellow  pus 
drained  out,  and  the  doctor  put  a small 
tin  pipe  in  the  wound  to  allow  for  con- 
tinued drainage. 

Post-operatively,  the  physician  initi- 
ated further  therapy  that  he  believed 
would  get  at  the  root  of  the  problem, 
preventing  the  further  formation  of 
pus.  First,  he  tied  a band  above  the  pa- 
tient’s knee  and  slit  an  ankle  vein,  al- 
lowing a quantity  of  blood  to  escape. 
After  this,  he  gave  his  patient  a starva- 
tion diet  of  barley  gruel  and  a mixture 
of  water  with  honey  and  vinegar.  The 
patient  returned  every  day  for  about 
two  weeks,  until  the  drain  was  removed 
and  the  incision  allowed  to  heal. 

This  description  of  chest  tube  place- 
ment in  the  pleural  cavity  is  remarkably 
modem,  if  you  make  some  allowance  for 


the  lack  of  aseptic  technique  and  ignore 
the  post-operative  care.  The  case  was 
reconstructed  from  elements  in  “On 
Disease,”  ascribed  to  Hippocrates.' 
This  particular  incident  occurred  about 
400  B.C.,  2,400  years  ago  on  one  of  the 
Greek  Islands  in  the  Mediterranean. 
The  case  illustrates  three  enduring  as- 
pects of  medicine.  First,  much  of  medi- 
cine is  “empirical”  or  based  solely  on 
clinical  experience;  second,  physicians 
tend  to  relate  any  observation  to  a theo- 
retical structure  or  body  of  knowledge 
about  human  health  and  illness;  and  fi- 
nally, some  of  the  observable  effects  of 


..  .in  addition  to 
empirical  knowledge 
some  theory  is  inevitably 
involved  in  any 
doctor-patient  interaction. 


medical  care  are  unintended  and  non- 
specific: they  arise  from  the  context 
rather  than  the  content  of  the  interac- 
tion. 

At  least  in  the  time  of  Hippocrates, 
many  medical  treatments  were  based 
on  observation  and  experience.  While 
physical  diagnosis  as  we  know  it  today 
dates  only  from  the  nineteenth  century, 
the  Greek  physician  knew  what  to  lis- 
ten for  in  the  chest,  what  to  look  for  on 
the  chest  wall,  and  how  to  find  the  hot- 
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test  point  to  make  his  incision.  He  knew 
by  experience  that  evacuating  the  pus 
was  beneficial  and  could  lead  to  resolu- 
tion of  fever.  The  Hippocratic  writings 
are  full  of  such  empirical  knowledge,  as 
are  the  writings  of  ancient  Indian  and 
Chinese  medicine.  Although  we  some- 
times act  as  if  empiricism  in  medicine  is 
only  a century  old  or  so,  it  has  been 
around  for  at  least  several  thousand 
years,  since  Neolithic  physicians  tre- 
phined the  skull  to  evacuate  a subdural 
hematoma. 

The  next  thing  the  case  illustrates  is 
that,  in  addition  to  empiricism,  some 
theory  is  inevitably  involved  in  any 
doctor-patient  interaction.  The  blood 
letting  and  the  diet  are  examples  of 
treatments  based  on  Greek  theory  of 
the  time.  While  the  patient  may  have 
benefited  from  chest  drainage,  in  his 
weakened  condition  he  could  have  been 
killed  by  the  subsequent  blood  loss  pre- 
scribed to  help  him. 

The  Greeks  loved  symmetry  and  be- 
lieved that  in  nature  everything  is  bal- 
anced. They  also  loved  analogy.  They 
would,  for  example,  make  a few  obser- 
vations and  come  to  a conclusion  about 
one  thing  in  nature,  and  then  assume 
that  other  situations  were  analogous 
and  deserved  the  same  conclusion. 
Greek  philosophers  were  quite  con- 
cerned about  finding  fundamental  prin- 
ciples of  existence  and,  at  about  the 
time  of  Hippocrates,  they  had  settled 
on  four;  earth,  air,  fire,  and  water.  Like- 
wise, physicians  reasoned  that  there 
must  be  four  basic  constituents  or  “hu- 
mors” in  man,  and  they  identified  these 
to  be:  blood,  phlegm,  yellow  bile,  and 
black  bile.  They  concluded  that  sick- 
ness was  simply  an  imbalance  among 
these  principles.  If  there  was  too  much 
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blood,  for  example,  opening  a vein  and 
allowing  the  excess  blood  to  escape  was 
therapeutic.  Certain  types  of  starvation 
diet  would  help  prevent  new  humors 
from  forming  and  contributing  to  the 
imbalance. 

This  certainly  does  not  correspond  to 
our  view  of  disease  today,  but  it  was  the 
basic  theory  with  which  the  Greek  phy- 
sician worked.  Some  of  the  imphcations 
of  that  theory,  such  as  bleeding  the  al- 
ready sick  person,  were  bound  to  hurt 
patients  rather  than  help  them.  But 


Are  we  sleepwalkers 
today?  Do  we  let  theories 
distort  our  observations 
so  much  that  our  minds 
are  closed? 


that  did  not  stop  physicians  from  doing 
it  then  or,  in  fact,  for  almost  two  thou- 
sand years.  This  humoral  theory  of  dis- 
ease was  institutionalized  by  the  Ro- 
man physician,  Galen,  in  the  second 
century  A.D.,  and  continued  to  be  used 
in  one  form  or  another  for  over  1,500 
years.  The  American  physician  of  revo- 
lutionary times,  Benjamin  Rush,  still 
employed  blood  letting  as  one  of  his  ma- 
jor therapies  in  the  1780s. 

Looking  more  closely  at  the  relation- 
ship between  theoretic^d  and  empirical 
elements  in  patient  care,  we  see  that 
theory  did  not  always  follow  from  em- 
pirical evidence.  Ideally,  theories  (the 
general  rule  or  model)  derive  from  spe- 
cific observations.  In  modem  science, 
the  soundness  of  theories  is  determined 
by  the  efficiency  and  elegance  with 
which  they  explain  available  observa- 
tions, as  well  as  their  ability  to  predict 
new  observations.  But  it  did  not  always 
work  that  way.  In  fact,  during  most  of 
Western  history,  the  empirical  and  ration- 
alistic traditions  in  medicine  have 
been  in  conflict.  While  in  the  mid  seven- 
teenth century,  the  English  physician, 
Thomas  Sydenham,  observed  patients 
to  determine  their  symptom-complexes 
and  the  natural  history  of  their  dis- 
eases, a generation  later  the  Dutch  phy- 
sician, Herm2irm  Boerhaave,  was  stiU 
fooling  around  with  “first  principles” 


and  Galen’s  humors.^ 

Theory,  once  formulated,  assumes  a 
hfe  of  its  own.  Instead  of  theory  having 
to  fit  observations,  the  process  can  be 
reversed  and  observations  bent  to  fit 
prevaihng  models  or  ignored  altogether. 
Arthur  Koestler’s  book.  The  Sleepwalk- 
ers, describes  this  process  as  it  occurred 
in  sixteenth  and  seventeenth  century 
astronomy.^  It  provides  example  after 
example  of  tenacious  adherence  to  Pto- 
lemaic science,  to  the  theory  that  the 
earth  is  the  center  of  the  universe  and 
that  the  sun  and  planets  move  around 
it,  despite  observed  phenomena  that  re- 
futed and  discredited  this  theory.  When 
the  pre-Copernican  and  pre-Gahlean  as- 
tronomers were  confronted  with  an  ob- 
servation that  did  not  fit  their  prevail- 
ing model,  they  doctored  and  patched 
the  model  so  that  it  would  hold  until  the 
next  challenge  or,  more  often,  they  ig- 
nored the  conflicting  observation. 

Koestler  called  this  process  “sleep- 
walking.”® Unfortunately,  sleepwalking 
has  not  been  confined  to  astronomy,  but 
has  occurred  in  all  science,  including 
medicine.  When  George  Washington  de- 
veloped a sore  throat,  his  physician  bled 
a pint  of  blood  from  him  and  purged 
him  with  mercury.  When  Washington 
did  not  improve,  the  treatment  was  re- 
peated. When  the  patient’s  condition 
worsened,  consultants  were  called  and 
they  prescribed  two  more  copious  bleed- 
ings, after  which  the  president  expired 
peacefully.  The  physician  assured  Mrs. 
Washington  and  the  country  that  every- 
thing possible  had  been  done.  They 
were  sleepwalkers  too  bhnd  to  consider 
an  alternate  hypothesis  that  may  have 
linked  the  fatal  outcome  to  the  treat- 
ment instead  of  the  disease. 

More  to  the  point,  are  we  sleepwalk- 
ers today?  Do  we  let  theories  distort  our 
observations  so  much  that  our  minds 
are  closed?  Perhaps  in  many  respects 
we  are.  Only  thirty  years  ago,  thou- 
sands of  children  had  their  thymus 
glands  irradiated  because  they  had  fre- 
quent respiratory  infections  with  symp- 
toms of  croup;  and  X-rays  showed  a 
large  thymus  gland  in  the  anterior  me- 
diastinum. This  was  thought  to  be  a dis- 
ease called  “status  thymolymphati- 
cus,”  in  which  the  thymus  partially 
obstructed  the  child’s  airways.'*  We  now 
know  that  the  young  child’s  thymus  is 
normally  large,  that  the  symptoms  had 
nothing  to  do  with  the  thymus,  and 
that,  in  fact,  the  irradiation  may  have 
led  to  a high  risk  of  thyroid  cancer  after 
twenty  or  thirty  yeeu’s.'*  Our  current 
awakening  to  the  vadue  of  natural  hu- 


man milk  as  a nutrient  for  babies  and 
consideration  that  it  might  be  more 
beneficial  than  synthetic  formula  is  an- 
other example.  The  almost  universal 
and  unquestioned  use  of  tonsillectomy 
to  cure  repeated  pharyngitis  until  only 
recently  is  another  case  in  point.  No 
matter  how  rationtil  our  therapies  ap- 
pear today,  some  of  them  twenty  years 
from  now  wUl  appear  to  have  been  evi- 
dence of  sleepwalking. 

These  individual  cases  may  be  consid- 
ered simply  evidence  of  rapid  progress 
today,  and  to  not  imply  the  kind  of  dis- 
crepancy between  theory  and  observa- 
tion that  occurred  in  the  past.  But  to- 
day medicine  is  facing  broader 
questions  about  the  biomedical  model 
of  disease  that  are  reminiscent  of  earlier 
conflicts.  For  example,  the  strict  dual- 
ism, of  mental  and  physical  diseases  no 
longer  appears  to  hold  up  when  we  ob- 
serve the  dynamic  relationship  between 
emotional  stress  and  the  occurrence  of 
manifestations  of  physical  illness.  Like- 
wise, the  concept  of  single  “causes”  or 
“etiologic  agents”  for  disease  served  as 
a backbone  of  medical  science  earlier  in 
this  century,  but  now  is  floundering 


Expectant  faith  describes 
a belief  in  the  healer  that 
promotes  healing  and 
interprets  much  of  what 
goes  on  between  the 
healer  and  the  patient  in 
symbolic  terms. 


against  atherosclerosis,  diabetes,  hy- 
pertension, and  cancer— diseases  that 
have  multiple  contributory  factors 
rather  than  a single  etiology. 

We  are  learning  that  the  context  of 
medical  care  may  be  as  important  as  its 
content,  which  brings  us  back  to  the 
third  point  about  the  Greek  physician 
and  his  patient:  there  was  an  empirical 
component  evident  in  draining  the  em- 
pyema, there  was  a theoretical  compo- 
nent evident  in  the  blood  letting,  and, 
finally,  there  was  a placebo  component, 
a sense  of  “expectant  faith”  that  may 
have  helped  this  fellow  get  better  de- 
spite the  bleedings  and  starvation  diet.® 
The  man  with  empyema  went  to  his 
doctor  with  expectation  of  being  healed. 
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with  a certain  set  of  cultural,  societal, 
and  personal  beliefs  about  the  origin  of 
illness  and  about  the  power  of  the  phy- 
sician. Jerome  Frank,  a psychiatrist 
who  has  studied  the  similarities  among 
various  types  of  psychotherapy  today, 
calls  this  attitude  “expectant  faith. 
Expectant  faith  describes  a behef  in  the 
healer  that  promotes  healing  and  inter- 
prets much  of  what  goes  on  between  the 
healer  and  the  patient  in  symbolic 
terms. 

This  aspect  of  healing  has  always 
been  a part  of  medicine  either  implicitly 
or  explicitly.  We  tend  to  see  it  most 
clearly  in  primitive  medicine  that  deals 
largely  in  magic  and  witchcraft,  but,  of 
course,  we  see  it  in  alternate  heahng  tra- 
ditions throughout  the  ages.  Whenever 
one  brand  of  medicine  is  labeled  ortho- 
dox, you  find  many  unorthodox  treat- 
ments knocking  at  the  door.  When  Hip- 
pocrates was  treating  his  patient  by 
draining  the  chest  cavity,  others  were 
seeking  help  by  sleeping  in  the  temple 
of  Asklepios  and  asking  the  god  to  re- 
veal himself  to  them  in  a dream.  When 
orthodox  physicians  were  treating  ill- 
ness with  mercury  and  arsenic  com- 
pounds in  the  eighteenth  century,  Sam- 
uel Hahnemann  was  developing  his 
theory  of  homeopathy.^  Contemporary 
observers  explain  that  the  benefit  these 
alternate  forms  of  therapy  provide  can 
be  classified  by  the  unfortunate  term 
“placebo  effect.”  It  is  not  specific  ther- 
apy. This  is,  in  essence,  the  power  of  ex- 
pectant faith.® 

If  we  focus  only  on  the  effects  pre- 
dicted by  current  theory,  the  placebo 
phenomenon  is  an  anomaly.  It  is  fre- 
quently judged  with  disdain,  skepti- 
cism, or  amused  tolerance.  This  ignpres 
the  fact  that  throughout  history,  the 
therapeutic  interaction  between  doctors 
and  patients  seems  to  have  succeeded 
more  because  of  what  the  bleedings  and 
purgings  meant  than  because  of  their 
intended  physiological  effects. 

Misunderstanding  of  the  placebo  ef- 
fect is  an  excellent  example  of  sleep- 
walking. From  studies  conducted  over 
the  last  30  years,  we  know  that  at  least 
one-third  of  people  with  severe  symp- 
toms and  even  organic  lesions  such  as 
peptic  ulcer  or  rheumatoid  arthritis  will 
have  their  condition  relieved  by  pla- 
cebo; that  this  can  be  sustained  effect; 
that  placebo  responders  at  one  time 
may  be  nonresponders  at  another,  and 
vice  versa;  and  that  some  placebo  re- 
sponses at  least  are  mediated  through 
the  neuroendocrine  system.®"®  Despite  a 
wide  body  of  observations  to  the  con- 
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trary,  doctors  tend  to  believe  that 
symptoms  relieved  by  placebo  are  un- 
real or  phoney  symptoms. 

The  art  of  medicine  lies  in  the  ability 
to  integrate  the  empirical,  theoretical, 
and  placebo  components  into  effective 
medical  care.  Most  physicians  agree 
that  art  as  well  as  science  contributes  to 
medicine.  Often,  however,  what  they 
mean  by  “art”  is  unclear.  Otherwise  ra- 
tional professors  say  that  the  art  of 
medicine,  as  such,  cannot  be  taught. 
You  either  have  it  (or  learn  it)  or  you 
don’t.  The  position  that  art  cannot  be 
taught  is  difficult  to  defend  when  you 
consider  any  other  art  form.  If  you 
want  to  become  a violinist,  studying  the 
physics  of  sound  production  from  bow 
strings  will  not  help  very  much.  The 
specific  skills  of  handling  the  bow  and 
the  instrument  or  fingering  the  strings 
are  essential.  Art  has  a major  element 
of  technical  skill  that  provides  the 
means  through  which  the  artist  ex- 
presses his  unique  and  complex  feel- 
ings. Musicians,  painters,  and  poets  all 
learn  their  skills  over  time  through  a se- 
quence of  rigorous,  controlled,  and  di- 
rected practices.  If  there  is  an  art  in 
medicine  it  must  be  learned  in  a sequen- 
tial directed  manner.  It  should  not  be 
something  “picked  up”  eifter  medical 
school  and  never  dignified  as  an  educa- 
tional goal.'®  It  is  paradoxiced  that  we 
speak  so  highly,  and  flatter  ourselves  so 
much,  about  the  art  in  medicine,  and 
yet  consider  it  either  not  worth  teach- 
ing or  impossible  to  teach. 

To  summarize  the  argument  up  to 
this  point,  those  parts  of  medical  prac- 
tice based  on  the  theories  of  the  past 
were  largely  not  beneficial  and  were 
even  harmful  to  the  patient.  The  physi- 
cians were  sleepwalking  because  they 
did  not  recognize  this  at  the  time  and, 
in  fact,  often  resisted  data  that  sug- 
gested it.  Despite  the  lack  of  so-called 
specific  treatment,  however,  physicians 
have  been  successful  throughout  his- 
tory in  meeting  some  patients  needs. 
Sick  people  believed  in  their  doctors 
and  recovered.  They  also  believed  in 
other  types  of  healers  and  recovered. 
This  effect,  expectant  faith,  occurs 
within  the  doctor-patient  relationship 
and  is  one  dimension  of  the  art  of  heal- 
ing. 

Our  science  today  is  reductionistic  in 
that  it  reduces  complex  phenomena  to 
simpler  components  so  we  can  study 
and  understand  them.  We  reduce  people 


to  organ  systems  and  then  to  physiolog- 
ical processes  and  then  to  biochemical 
reactions,  and  we  create  alternate  un- 
derstandings at  each  of  these  levels. 
This  is  an  effective  approach  and  will 
likely  become  more  effective  in  the  fu- 
ture. But  are  some  phenomena  left 
over?  Are  some  things  important  to  ill- 
ness, important  to  patient  behavior,  im- 
portant to  healing,  that  are  not  cur- 
rently reduceable  to  physiology  or 
pharmacology?  The  practice  of  medi- 
cine suggests  that  there  are  aspects  of 
human  behavior  and  motivation  that 
are  pertinent  to  patient  care,  and  can  be 
studied  in  a systematic  way,  and  can  be 
learned  by  medical  students  or  young 
physicians,  but  are  not  often  taught  in 
medical  schools.  Their  rational  investi- 
gation is  only  in  its  infancy.  In  other 
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words,  with  regard  to  the  phenomenol- 
ogy of  illness,  there  is  not  enough 
science-of-the-art  of  medicine,  or  the  sci- 
ence of  medical  care. 

Let  me  give  a hypothetical  example. 
Imagine  two  patients,  both  48-year-old 
women,  who  have  just  been  examined 
2ind  each  found  to  have  the  same  three 
diseases."  They  both  have  diabetes  and 
biochemically  you  find  that  their  blood 
sugars  are  about  the  same,  their  insulin 
secretion  about  the  same,  and  conse- 
quently, they  have  the  same  degree  of 
diabetes.  They  both  have  hypertension 
and  physiologically  you  find  that  their 
blood  pressures  are  practically  identical 
and  all  the  associated  findings  in  the 
cardiovasculsu-  system  are  about  the 
same,  and  consequently  they  have  the 
same  degree  of  hypertension.  The  two 
patients  both  have  osteoarthritis  and 
anatomically  X-rays  of  their  lumbosac- 
ral spine  show  that  osteophyte  forma- 
tion around  their  epiphyseal  plates  is  al- 
most identical  and  consequently  they 
have  the  same  degree  of  osteoarthritis. 
These  two  48-year-old  women  have 
identical  lists  of  medical  diagnoses  and, 
from  the  perspective  of  medical  text- 
books, should  be  treated  the  same. 

The  only  problem  is  that  their  ill- 


nesses, their  subjective  states  of  health, 
are  completely  different.  The  first  pa- 
tient is  chronic^llIy  ill,  disabled  because 
of  low  back  pain,  is  very  weak  and  has 
constant  headaches.  The  second  patient 
considers  herself  perfectly  well  and  has 
only  come  in  for  a check  up  because  she 
has  to  have  a medical  form  completed 
for  her  new  job.  Obviously  we  have  a 
problem  here  because  although  the  two 
women  have  the  same  diseases,  they  do 
not  have  the  same  illnesses.  Everyone 
who  is  engaged  in  primary  medical 
practice  understands  that  such  situa- 
tions are  common,  and  the  naive  as- 
sumption that  disease  as  we  study  it  in 
textbooks  leads  directly  to  illness,  and 
fuUy  accounts  for  the  manifestations  of 
illness,  does  not  correspond  with  reality. 

Such  cases  demand  that  we  think 
critically  and  systematically  about  ill- 
ness and  healing  on  personal,  behav- 
ioral, social,  and  cultural  planes.  They 
stimulate  a number  of  questions  about 
sickness  and  medical  care.  What  does  it 
mean  to  be  HI?  How  is  illness  related  to 
disease?  Why  do  disease  labels,  defined 
as  objectively  as  we  know  how,  not  ac- 
curately explain  many  clinical  situa- 
tions? What  role  does  the  doctor  play  in 
creating  or  maintaining  inappropriate 
diagnostic  labels?  What  role  does  the 
patient  play?  Most  importantly,  how 
can  the  doctor  help  the  patient  whose 
illness  appears  greater  or  less  than  the 
disease  process  can  explain?  These,  in 
fact,  are  questions  to  be  answered  by 
the  science  of  medical  care.  • □ 
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For  many  years,  doctors  have  been 
finding  and  ftjcing  injuries  of  the 
hinge  that  joins  the  jaw  to  the  cranium, 
but  only  in  the  past  several  years  has 
the  temporomandibular  joint  (TMJ) 
been  seen  as  a potential  source  of  many 
previously  undiagnosable  aches  and 
pains.  Many  descriptive  terms  includ- 
ing TMJ  dysfunction,  myofascial  pain 
syndrome,  masticatory  pain  dysfunc- 
tion and  craniomandibular  pain  are  be- 
ing used  to  describe  what  is  a multiface- 
ted chronic  pain  problem  endured  by 
millions  of  people.  No  matter  what  the 
dysfunction  is  called,  however,  severe 
pain  exists,  and  both  patients  ^md  doc- 
tors seem  ever  more  willing  to  accept 
just  about  any  t3Tje  of  treatment  to  re- 
heve  TMJ’s  many  symptoms.  Accord- 
ing to  recent  estimates  by  the  American 
Dental  Association,  50  miUion  people 
(approximately  one  in  five)  are  affected 
by  pain  and  other  symptoms  of  TMJ 
dysfunction.*  It  has  been  found  to  cause 
loss  of  strength,  toothaches,  headaches, 
backaches,  and  even  severe  mental  dis- 
orders. 

To  deal  with  this  crisis,  TMJ  dental 
clinics  are  springing  up  over  the  entire 
country.  Many  forms  of  treatment  are 
being  recommended  and  attempted  by 
different  health  care  practitioners.  For 
example,  dental  orthodontia  and 
orthognathic  surgery  to  change  the 
dental  occlusion  (the  bite)  has  been  rec- 
ommended by  orthodontists  and  or^ll 
surgeons  to  ease  the  pain.  Knesiologists 
are  trying  shoelifts  to  restore  body 
equilibrium  problems  blamed  on  TMJ. 
Nutritionists  are  recommending  joint- 
saving  soft  food  diets  as  a way  of  hfe  to 
some  of  their  patients  and  chiroprac- 
tors are  calling  the  TMJ  a switchboard 
for  nerve  impulses  throughout  the  body 
and  are  manipulating  the  head,  neck, 
and  shoulders  to  reheve  the  disruption 
of  the  joint. 

All  of  this  attention  may  be  a case  of 
a long  neglected  health  problem  finally 
getting  the  attention  it  is  due.  But 


TMJ  treatment 


there  is  mounting  evidence  that  the 
TMJ  is  now  getting  more  attention 
than  it  actually  deserves. 

TMJ  dysfunction  was  originally  iden- 
tified by  cm  otolamygologist,  J.  B.  Cos- 
ten,  in  1941.2  fjg  proposed  that  the  pos- 
terior superior  displacement  of  the 
condyle  head  in  the  glenoid  fossa  put 
pressure  on  the  chorda  tympani  and 
auriculo  temporal  nerves,  giving  rise  to 
vertigo,  tinnitus,  hearing  loss,  head- 
aches, neck  pain,  dysphagia,  and 
blurred  vision,  among  other  symptoms. 
Although  later  proved  as  anatomically 
impossible,**  the  concept  of  condylar  ca- 
sualty led  to  additional  clinical  re- 
search, which  verified  that  many  of 
these  problems  could  be  solved  with 
TMJ  treatment. 

A complex  of  bone,  cartilage,  nerve, 
and  muscles,  the  TMJ  is  as  vulnerable 
as  any  other  joint  to  injury  or  arthritis. 
The  condylar  head  moves  the  jaw  bone 
open  and  shut  for  talking  and  eating.  It 
must  becir  the  enormous  force  of  chew- 
ing and  absorb  the  tension  and  pressure 
from  the  gritting  of  the  teeth.  The  con- 
dylar head  functions  agiiinst  the  ante- 
rior surface  of  the  glenoid  fossa,  and  in 
health,  moves  out  of  the  fossa  to  oppose 
the  articular  eminence  of  the  zygomatic 
process.  The  condyle  is  separated  from 
the  fossa  by  a fibrocartUage  concave 
disc.  The  joint  is  surrounded  by  a cap- 
sule and  is  separated  into  superior  and 
inferior  compartments  by  its  attach- 
ment to  the  disc.  The  joint  is  unique  in 
that  the  first  20  to  25  mm  of  opening  is 
pure  rotation  in  the  lower  joint  com- 
partment. The  remaining  opening  is 
translation,  which  occurs  in  the  upper 
compartment.  In  normal,  healthy  mo- 
tion, the  disc  moves  along  the  articulat- 


Dr.  Mandel  is  a clinical  associate  professor  of 
neurology  at  Thomas  Jefferson  University 
Hospital  Dr.  Greene  is  a diplomate  of  the 
American  Board  of  Orthopaedic  Surgery.  Dr. 
Gottehrer  is  a diplomate  of  the  American 
Board  of  Peridontology. 


ing  surface  attached  to  the  condylar 
head. 

The  muscles  of  mastication  support 
the  mandible  by  anchoring  into  the 
skull.  The  medical  pterygoid,  masseter, 
and  temporalis  retrude  the  mandible 
and  are  responsible  for  closure.  The  lat- 
eral pterygoid  and  anterior  digastric 
muscles  open  and  protrude  the  mandi- 
ble forward.  In  health,  the  muscles  are 
responsible  for  the  normal  function  of 
the  jaw.  Tension  and  spasm  can  grab 
the  muscles  that  move  the  joint  and  can 
be  responsible  for  wear  and  tear  on  the 
cartilage  disc. 

When  this  abnormal  function  or 
trauma  occurs,  the  TMJ  may  develop 
pain  that  may  not  be  felt  directly  in  the 
joint,  but  instead  radiates  along  the  jaw 
or  ^lround  the  ear  or  neck.  Patients  may 
experience  difficulty  in  eating  or  talking 
and  a clicking  or  popping  sound  may  oc- 
cur when  the  mouth  opens  or  closes. 
Sometimes,  the  jaw  actually  locks  into 
one  position  and  temporarily  cannot  be 
moved.  Such  are  the  hallmarks  of  the 
TMJ  dysfunction. 

Many  theories  have  been  proposed  to 
explain  why  people  with  TMJ  dysfunc- 
tion have  pain.  These  theories  range 
from  the  extension  of  pressure  on 
nerves  due  to  improperly  positioned 
bones  in  the  TMJ,  to  capsule  inflamma- 
tion, to  muscle  spasm.  Since  a spasm  in 
one  muscle  can  in,  chain-reaction  fash- 
ion, induce  a spasm  in  a nearby  muscle 
or  group  of  muscles,  this  last  theory 
helps  explain  how  an  initial  problem  in 
the  TMJ  could  spread  to  the  neck, 
shoulders,  and  back.“ 

Because  of  their  anatomic  locations, 
the  muscles  of  mastication  can  be  re- 
sponsible for  pain  arising  in  the  face, 
head,  ear,  throat,  and  neck.  Often  the 
patient  has  difficulty  locahzing  pain  in 
these  areas  because  of  the  extent  of  sen- 
sory nerve  distribution  of  the  trigemi- 
nal nerve  and  the  simultaneous  activi- 
ties of  the  associated  structures. 

Morgan  termed  TMJ  the  “great  im- 
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poster”  in  JAMA  in  1976.®  Cervical 
pain  alone,  not  associated  with  myos- 
pasm, can  itself  secondarily  cause  the 
development  of  spasm  and  inflamma- 
tion in  the  facial  musculature.  Spasm  of 
the  faci2il  musculature  then  can  result 
in  the  clinical  mtinifestation  of  a “typi- 
cal” TMJ  dysfunction,  which  becomes 
the  patient’s  dominant  problem. 

A primary  etiologic  factor  in  joint 
dysfunction  is  emotional  stress  and  the 
inability  to  cope  with  it.®  This  results  in 
parafunctional  habits  such  as  clenching 
and  grinding  of  the  teeth,  which  can  ad- 
versely affect  the  facial  muscles  unable 
to  absorb  the  forces  dissipated  by  this 
stress.  Many  dentists  feel  that  the  pri- 
mary trouble  is  malocclusion  of  the 
teeth  with  or  without  muscle  tension. 
The  teeth  and/or  jaw  may  be  poorly 
aligned  and  may  impede  natural  move- 
ment of  the  TMJ,  which  is  then  dis- 
turbed every  time  the  jaw  opens  and 
closes.  The  malocclusion  partisans 
point  out  that  over  the  years,  teeth  may 
shift  position  or  grind  down  ever  so 


shghtly.  However,  a study  in  the  dental 
literature  of  January  1986,  reports  that 
although  several  significant  correla- 
tions exist  between  occlusal  (bite)  pa- 
rameters and  signs  and  symptoms  of 
TMJ  dysfunction  as  presented  in  the 
Literature,  it  can  be  concluded  that  oc- 
clusal relationships  alone  cannot  exclu- 
sively be  responsible  for  the  etiology  of 
TMJ  dysfunction.  The  examination  of 
occlusal  factors  was  concluded  not  to 
appe2ir  to  have  a predictive  value  in  de- 
termining whether  a patient  will  show  a 
particular  sign  or  symptom.’ 

Not  until  1976,  when  arthrography 
was  used  in  evaluating  the  TMJ,  was 
the  actual  function  of  the  disc  under- 
stood. It  was  observed  that  internal  de- 
rangements of  the  cartilage  disc,  sub- 
luxations, or  actual  displacements  can 
occur.®  These  derangements,  specifi- 
cally displacements  (anterior  or  poste- 
rior) are  associated  with  a change  in  the 
normal  anatomical  relationship  of  the 
TMJ  condyle  and  fossa.  Without  the 
ability  to  differentiate  between  facial 
pain  of  muscular  (myofascial)  origin  and 
the  internal  derangement  or  displace- 
ment of  the  TMJ  disc,  both  of  which 
can  present  with  similar  symptoms,  a 


predictable  program  of  treatment  can- 
not be  planned  for  the  patient.  There- 
fore, the  key  to  successful  management 
of  these  patients  is  the  correct  diagno- 
sis. A major  stumbling  block  to  suc- 
cessful diagnosis  and  treatment  is  the 
inability  of  the  dentist  or  physician  to 
differentiate  between  myofascial  and 
disc  problems.  Likewise,  other  condi- 
tions have  symptoms  that  can  mimic 
TMJ.  A diagnostic  unit,  not  yet  in  wide 
use,  is  available  to  differentiate  be- 
tween neurologic  disorders,  which 
mimic  the  disease,  myofascial  prob- 
lems, and  the  internal  derangements  of 
the  joint.® 

Myofascial  problems  are  treated,  ac- 
cording to  Dr.  Daniel  Laskin,  on  the  the- 
ory that  there  are  both  psychological 
and  physiological  causes  of  TMJ  pain.'® 
He  commonly  uses  muscle-relaxant 
drugs,  mild  analgesics,  oral  appliances 
(such  as  a night  guard  to  control  brux- 
ism),  heat  massage,  and  a soft  diet  to 
ease  the  pain.  Because  stress  and  anxi- 
ety play  roles  in  this  problem,  biofeed- 
back or  psychological  counseling  can  be 
used  in  certain  treatment  resistant 
cases.  This  program  of  care  has  proven 
to  be  most  effective  over  a long  period 
of  time. 

In  1983,  the  Ameriesm  Dental  Associ- 
ation held  a conference  concerning  the 
ex2unination,  diagnosis,  and  manage- 
ment of  temporomandibular  disor- 
ders." Treatment  has  ranged  from 
teaching  transcendental  meditation  to 
relieve  stress  to  as  drastic  an  invasion 
as  entering  the  joint  surgically  to  end 
the  clicking.  Conservative  care  for  the 
internal  derangement  has  involved  or- 
thopedic bite  plate  care  and  physical 
therapy.  More  advanced  care  has  in- 
volved orthodontics  to  correct  the  oc- 
clusion, restorative  dentistry  to  perma- 
nently build  up  the  bite  (to  reduce  the 
vertical  stress  on  the  disc),  or  the  grind- 
ing down  of  the  teeth,  these  being  irre- 
versible forms  of  care.  The  conference 
outhned  guidelines  for  treatment  and 
advocated  using  conservative  revers- 
ible forms  of  therapy.  Bite  plates  cmd 
physicEil  therapy  should  be  used  when- 
ever possible.  The  conference  consid- 
ered the  conservative,  cautious  view  to 
be  the  dominant  approach.  Moreover,  it 
was  emphasized  that  a positive  and  re- 
assuring attitude  on  the  part  of  the  den- 
tist is  crucial  to  the  treatment  of  these 
disorders. 

With  the  role  of  the  TMJ  increasing 
in  “whiplash”"^  and  workmen’s  compen- 
sation related  injuries,  a proliferation  of 
“overnight  experts”  in  the  TMJ  have 


Do  you  know  someone  who  needs  nursing  care 
in  their  home?  'm  a 'V  a 

AAfehavea 
special  person  to 
take  care  of  your 
special 
person. 

Medical  Personnel  Pool 


Are  your  patients  entitled  and/or  eligible  for 
Medicare  benefits®  If  you  are  not  sure  call  MEDI- 
CAL PERSONNEL  POOL  and  we  will  help  you  get 
the  answer  Bear  in  mind  that  a person  need  not 
be  a Social  Security  recipient  or  over  65  to  re- 
ceive Medicare  services  People  who  are  dis 
abled  for  2 years  or  more  are  eligible,  as  are  peo- 
ple who  are  m dialysis  for  6 months  or  longer 
MEDICAL  PERSONNEL  POOL  provides  a full 
range  of  HOME  HEALTH  SERVICES,  as  well  as 
private  duly  nursing  We  provide  most  of  these 
services  m the  home  as  well  as  in  the  hospital 
and  nursing  home 


‘Allentown  434-7277 
Harrisburg  233-2444 


Lebanon  272-5214  ‘Philadelphia  663-0700 
Monroeville  824-6730  ‘Pittsburgh  683-2227 
‘Reading  372-4611 

‘Medicare  Certified  Home  Health  Agency 
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Most  Popular  K 

Slow-K 

IDOtassium  chloride 
slow-release  tablets 

8 mEq  (600  mg) 

It  means  dependability"  in  almost  any  languc^ 

* Based  on  worldwide  sales  data  on  file,  CIBA  Pharmaceutical  Company. 

Capsule  or  tablet  slow-release  potassium  chloride  preparations  should  be  reserved  for  patients 
who  cannot  tolerate,  refuse  to  take,  or  have  compliance  problems  with  liquid  or  effervescent 
potassium  preparations  because  of  reports  of  intestinal  and  gastric  ulceration  and  bleeding 
with  slow-release  KCI  preparations. 

Before  prescribing,  please  consult  Brief  Prescribing  Information  on  next  page. 

CIBA 


© 1988,  CIBA. 
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The  World’s 
Most  Popular  K 

For  good  reasons 


□ It  works— a 12 -year  record  of  efficacy' 

□ Its  safe— unsurpassed  by  any  other  KCl  tablet  or  capsule^* 

□ If  S acceptable  vs  liquids— greater  palatability  fewer  GI  complaints, 
lower  incidence  of  nausea^ 

□ It’s  comparable  to  10  mEq— in  low-dosage  supplementation^^ 

□ If  S economical— less  expensive  than  all  other  leading  KCl  slow-release 
supplements  on  a per  tablet  cost  to  the  patient ' 

Sk>w-K^ 

potassium  chloride 
slow-release  tablets  s mEq  (6oo  mg) 

For  patients  who  can't  or  won't  tolerate  liquid  KCl. 

*The  most  common  adverse  reactions  to  potassium  salts  are  gastrointestinal  side  effects. 
tPooled  mean  serum  potassium  following  oral  administration  of  30  mEq  K-Tab 
compared  to  24  mEq  Slow-K  in  diuretic -treated  hypertensives  (n  = 20)  over  8 weeks. 
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References:  1.  Data  on  file,  CIBA  Pharmaceutical  Company  2.  Skoutakis 
VA.  Acchiardo  SR.  Woiciechowski  NJ.  et  al.  Liquid  and  solid  potassium 
chloride:  Bioavailability  and satety  Pharmacotherapy  1980,4(6):392-397 
3.  Skoutakis  VA.  Carter  CA,  Acchiardo  SR:  Therapeutic  assessment  of 
Slow-K  and  K-Tab  potassium  chloride  formulations  in  hypertensive 
patients  treated  with  thiazide  diuretics  Drug  Inlell  Clin  Pharm 
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Slow-K* 

potassium  chloride  USP 
Slow-Release  Tablets 
8 mEq  (600  mg) 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  SEE 
PACKAGE  INSERT) 


BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARA- 
TIONS, THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE  PATIENTS 
WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EFFERVES- 
CENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE 
IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS. 

1 Fer  therapeutic  use  in  patients  with  hypnkalemia  with  or  without  meta- 
bolic alkalosis:  in  digitalis  intoxication  and  in  patients  with  hypokalemic 
familial  periodic  paralysis. 

2.  For  prevention  of  potassium  depletion  when  the  dietary  intake  ol  potas- 
sium IS  inadequate  in  the  following  condifions  patienfs  receiving  digitalis 
and  diuretics  tor  congestive  heart  failure;  hepatic  cirrhosis  with  ascites; 
states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing 
nephropathy;  and  certain  diarrheal  states 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncompli- 
cafed  essential  hypertension  is  often  unnecessary  when  such  patients  have 
a normal  dietary  pattern  Serum  potassium  should  be  checked  periodically, 
however,  and  if  hypokalemia  occurs,  dietary  supplementation  with  potas- 
sium-containing foods  may  be  adequate  to  control  milder  cases  In  more 
severe  cases  supplementation  with  potassium  salts  may  be  indicated. 
CONTRAINDICATIONS 

Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia, 
since  a further  increase  in  serum  pofassium  concenfration  in  such  patients 
can  produce  cardiac  arrest  Hyperkalemia  may  complicate  any  of  fhe  follow- 
ing conditions:  chronic  renal  failure,  systemic  acidosis  such  as  diabetic 
acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administrafion  of  a potassium-sparing  diuretic 
(e.g.,  spironoiactone,  triamterene)  (see  OVERDOSAGE) 

All  solid  dosage  forms  of  potassium  supplements  are  contraindicated  in 
any  patient  in  whom  there  is  cause  lor  arresi  or  delay  in  tablet  passage 
through  the  gastrointestinal  tract.  In  these  mstances.  potassium  supple- 
mentation should  be  with  a liquid  preparation  Wax-matrix  potassium  chlo- 
ride preparations  have  produced  esophageal  ulceration  in  certain  cardiac 
patients  with  esophageal  compression  due  to  an  enlarged  left  atrium 
WARNINGS 


Hyperkalemia  (See  OVERDOSAGE) 

In  patients  with  impaired  mechanisms  lor  excreting  potassium,  the  admin- 
istration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest. 
This  occurs  most  commonly  in  patients  given  potassium  by  the  intravenous 
route  but  may  also  occur  in  patients  given  potassium  orally.  Potentially  fatal 
hyperkalemia  can  develop  rapidly  and  be  asymptomatic 
The  use  of  potassium  salts  in  patients  with  chronic  renal  disease,  or  any 
other  condition  which  impairs  potassium  excretion,  requires  particularly 
careful  moniforing  of  the  serum  potassium  concentration  and  appropriate 
dosage  adjustment. 


Interaction  With  Potassium-Sparing  Diuretics 

Hypokalemia  should  not  be  treated  by  the  concomitant  administration  of 
potassium  salts  and  a potassium-sparing  diuretic  (e  g , spironolactone  or 
triamterene),  since  the  simultaneous  administration  of  these  agents  can 
produce  severe  hyperkalemia 

Gastrointestinal  Lesions 

Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative  lesions 
of  fhe  small  bowel  and  deafhs  These  lesions  are  caused  by  a high  localized 
concentration  of  potassium  ion  in  the  region  of  a rapidly  dissolving  tablef, 
which  injures  the  bowel  wall  and  thereby  produces  obstruction,  hemor- 
rhage. or  perforation  Slow-K  is  a wax-matrix  tablet  formulated  to  provide  a 
controller!  rate  of  release  of  pofassium  chloride  and  fhus  fo  minimize  the 
possibility  of  a high  local  concentration  ol  potassium  ion  near  the  bowel 
wall  While  the  reported  frequency  ol  small-bowel  lesions  is  much  less  wilh 
wax-matrix  tablets  (less  than  one  per  100.000  palient-years)  than  with 
enteric-coated  potassium  chloride  tablets  (40-50  per  100.000  patient- 
years)  cases  associated  with  wax-matrix  tablets  have  been  reported  both  in 
foreign  countries  and  in  the  United  States  In  addition,  perhaps  because  the 
wax-matrix  preparations  are  not  enteric-coated  and  release  potassium  in  the 
stomach,  there  have  been  reports  ol  upper  qastroinlestinal  bleeding  asso- 
ciated with  these  products  The  total  number  of  gastrointeslinal  lesions 
remains  approximalely  one  per  100,000  palient-years  Slow-K  should  be 
discontinued  immediately  and  the  possibility  of  bowel  obstrucfion  or  perfo- 
ralion  considered  if  severe  vomiling,  abdominal  pain,  distention,  or  gastro- 
intestinal bleeding  occurs 
Metabolic  Acidosis 

Hypokalemia  in  patients  with  metabolic  ac/dosrs  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  ci- 
trate. or  potassium  acetate 

PRECAUTIONS 

General: 

The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating 
hypokafemia  in  a patient  with  a clinical  history  suggesting  some  cause  tor 
potassium  depletion  In  interpreting  the  serum  potassium  level,  the  physi- 
cian should  bear  in  mind  that  acute  alkalosis  per  se  can  produce  hypokale- 
mia in  the  absence  of  a deficit  in  total  body  potassium,  while  acute  acidosis 
per  se  can  increase  the  serum  potassium  concentration  into  the  normal 
range  even  in  the  presence  of  a reduced  total  body  potassium 
Informallon  for  Patients 

Physicians  should  consider  reminding  the  patient  of  fhe  following: 
to  take  each  dose  without  crushing,  chewing,  or  sucking  the  tablets. 

To  'ake  this  medicine  only  as  directed.  This  is  especially  important  if  the 
patient  is  also  taking  both  diuretics  and  digitalis  preparations. 

To  check  with  the  physician  if  there  is  trouble  swallowing  tablets  or  if  the 
tablets  seem  to  stick  in  the  throat 

To  check  with  the  doctor  at  once  il  tarry  stools  or  other  evidence  of 
gastroinfestinal  bleeding  is  noticed 

Laboratory  Tests 

Regular  serum  potassium  determinations  are  recommended.  In  addition, 
during  the  treatment  of  potassium  depletion,  careful  attenfion  should  be 
paid  to  acid-base  balance,  other  serum  electrolyte  levels,  the  electrocardio- 
gram, and  the  clinical  status  of  fhe  patienf,  particularly  in  the  presence  of 
cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions 

Potassium-sparing  diuretics:  see  WARNINGS 

Carcinogenesis,  Mutagenesis,  impairment  of  Fertiiity 

Long-term  carcinogenicity  studies  in  animals  have  not  been  performed 

Pregnancy  Category  C 

Animal  reproduction  studies  have  not  been  conducted  with  Slow-K.  It  is  also 
not  known  whether  Slow-K  can  cause  fetal  harm  when  administered  to  a 
pregnant  woman  or  can  affect  reproduction  capacity  Slow-K  should  be 
given  to  a pregnant  woman  only  if  clearly  needed 

Nursing  Mothers 

The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq/L  It  is  not 
known  if  Slow-K  has  an  effect  on  this  content  Caution  should  be  exercised 
when  Slow-K  is  administered  to  a nursing  woman. 


Pediatric  Use 

Saiety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS  

One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDI- 
CATIONS. WARNINGS,  and  OVERDOSAGE).  There  also  have  been  reports 
of  upper  and  lower  gastrointestinal  conditions  including  obstruction,  bleed- 
ing, ulceration,  and  perforation  (see  CONTRAINDICATIONS  and  WARN- 
INGS): other  lectors  known  to  be  associated  with  such  conditions  were 
present  in  many  of  these  patients 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea, 
vomiting,  abdominal  discomfort,  and  diarrhea.  These  symptoms  are  due  to 
irritation  of  the  gastrointestinal  tract  and  are  best  managed  by  taking  the 
dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely 
OVERDOSAGE 

The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory 
mechanisms  for  potassium  rarefy  causes  serious  hyperkalemia.  However,  it 
excretory  mechanisms  are  impaired  or  if  potassium  is  administered  too 
rapidly  intravenously,  potentially  fatal  hyperkalemia  can  result  (see  CON- 
TRAINDICATIONS and  WARNINGS),  It  is  important  to  recognize  that  hyper- 
kalemia IS  usually  asymptomatic  and  may  be  manilested  only  by  an 
increased  serum  potassium  concentration  (6  5-8  0 mEq/L)  and  character- 
istic electrocardiographic  changes  (peaking  ol  T waves,  loss  of  P wave, 
depression  of  S-T  segment,  and  prolongation  of  the  Q-T  interval).  Late 
manifestations  include  muscle  paralysis  and  cardiovascular  collapse  from 
cardiac  arrest  (9-12  mEq/L) 

Trealment  measures  for  hyperkalemia  include  the  following:  (1)  elimina- 
tion of  foods  and  medications  containing  potassium  and  of  potassium- 
sparing diuretics;  (2)  intravenous  administration  of  300-500  ml/hr  of  10% 
dextrose  solution  containing  10-20  units  of  insulin  per  1 .000  ml;  (3)  correc- 
tion of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate;  (4)  use  of 
exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia  in  patients  who  have  been  stabilized  on  digitalis, 
too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce 
digitalis  toxicity 

DOSAGE  AND  ADMINISTRATION 

The  usual  dietary  intake  of  potassium  by  the  average  adult  is  40-80  mEq  per 
day.  Potassium  depletion  sufficient  to  cause  hypokalemia  usually  requires 
the  loss  of  200  or  more  mEq  of  potassium  from  the  total  body  store.  Dosage 
must  be  adjusted  to  the  individual  needs  of  each  patienf  but  is  typically  in  the 
range  of  20  mEq  per  day  for  the  prevention  of  hypokalemia  to  40-100  mEq  or 
more  per  day  for  the  treatment  of  ootassium  depletion  Large  numbers  of 
tablets  should  be  given  in  divided  doses. 

Note:  Slow-K  slow-release  tablets  must  be  swallowed  whole  and  never 
crushed,  chewed,  or  sucked 
HOW  SUPPLIED 

rafl/efs-600  mg  of  pofassium  chloride  (equivalent  to  8 mEq)  round,  buff 
colored,  sugar-coated  (imprinted  Slow-K) 
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appeared.  Some  dentists  have  taken 
continuing  education  courses  in  the  last 
several  years;  most  dental  school  curric- 
ula have  not  covered  this  field  in  depth. 
With  the  reduction  in  the  number  of 
cavities,  some  dentists  have  jumped  the 
TMJ  bandwagon  of  treatment  without 
sufficient  background  or  knowledge  to 
treat  patients  conservatively  and  suc- 
cessfully. This  has  resulted  in  excessive 
fees  and  patients  being  treated  for 
“clicks”  or  malocclusion,  unaccompa- 
nied by  any  psiin  or  major  symptoms. 
When  pain  exists,  often  irreversible  in- 
vasive care  is  rendered,  which  expends 
a great  amount  of  money  and  often  does 
not  improve  the  presenting  condition. 

If  there  is  no  pain  at  the  joint  itself, 
there  is  probably  no  significant  TMJ 
problem  even  if  an  occasional  cUck  is 
heard.  However,  if  any  of  the  previously 
stated  symptoms  are  present  and  con- 
ventional medical  care  has  not  resolved 
the  problem,  TMJ  dysfunction  should 
be  considered  and  evaluated  according 
to  the  criteria  as  discussed.  Often  the 
family  practitioner,  otolaryngologist, 
neurologist,  orthopedist,  or  rheumatolo- 
gist is  needed  to  make  the  diagnosis 
and  to  take  responsibility  for  a portion 
of  the  care  needed  to  correct  the  prob- 
lem. 

The  practicing  physician  must  be 
aware  of  the  condition  of  the  TMJ  in 
evaluating  his  patients  for  facial  pain 
and  likewise  must  protect  his  patients 
from  needlessly  expensive  and  invasive 
treatment.  Patients  should  be  referred 
to  a dentist  skilled  in  the  diagnosis  of 
pain  management  and  competent  in  dis- 
tinguishing between  pain  that  stems 
from  dental,  or8il,  and  masticatory  ori- 
gin and  pain  that  arises  from  an  origin 
that  cannot  be  reasonably  treated  by 
dental  procedures.  The  dentist  can  be 
identified  by  his  use  of  the  diagnostic 
unit,  by  his  use  of  tomographic  and/or 
MRI  filming  to  differentiate  conditions 
in  the  hard  and  soft  tissues  of  the  joint 
and,  most  importantly,  by  a conserva- 
tive philosophy  of  care.  Most  problems 
arise  in  TMJ  care  when  a dentist  at- 
tempts to  use  a single  overall  diagnosis 
and  one  therapy  to  solve  all  pain  prob- 
lems in  every  patient.  The  dentist  orga- 
nized and  willing  to  use  a multi- 
disciplinary approach,  often  including  a 
neurologist  and  orthopedist  to  rule  out 
tumors  and  orthopedic  problems  and  to 
get  advice  on  care,  is  better  equipped  to 
successfully  treat  TMJ  problems. 


Those  few  dentists  who  are  successful 
in  the  practice  of  TMJ  pain  manage- 
ment realize  that  TMJ  is  a problem  that 
requires  a conservative  multi- 
disciplinary approach  to  effectively 
treat  pain  emanating  from  the  head, 
neck,  and  jaw  areas.  □ 
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THEOPHYLLINE  (Anhydrous) 
Sustained  Action  Tablets 


INDICATIONS.  THEO-OUR  is  indicated  for  relief  and/or  prevention  of  symptoms  of  asthma  and  for  reversible  broncho- 
spasm  associated  with  chronic  bronchitis  and  emphysema 

CONTfiAINOICATIONS:  THEO-OUR  is  contraindicated  in  individuals  who  have  shown  hypersensitivity  to  theophylline 
or  any  of  the  tablet  components 

WARNINGS:  Status  asthmaticus  should  be  considered  a medical  emergency  and  is  defined  as  that  degree  of  broncho- 
spasm  which  is  not  rapidly  responsive  to  usual  closes  of  conventional  bronchodilators  Optimal  therapy  for  such 
patients  frequently  requires  both  additional  medication,  parenterally  administered,  and  close  monitoring,  preferably  in 
an  intensive  care  setting 

Although  increasing  the  dose  of  theophylline  may  bring  about  relief,  such  treatment  may  be  associated  with  toxicity 
The  likelihood  of  such  toxicity  developing  increases  significantly  when  the  serum  theophylline  concentration  exceeds 
20  mcg/ml  Therefore  determination  of  serum  theophylline  levels  is  recommended  to  assure  maximal  benefit  without 
excessive  risk 

Serum  levels  above  20  mcg/ml  are  rarely  found  after  appropriate  administration  of  recommended  doses  However,  in 
individuals  in  whom  theophylline  plasma  clearance  is  reduced  for  any  reason,  even  conventional  doses  may  result  in 
increased  serum  levels  and  potential  toxicity  Reduced  theophylline  clearance  has  been  documented  in  the  following 
readily  identifiable  groups  l)  patients  with  impaired  renal  or  liver  function,  2)  patients  over  55  years  of  age,  particularly 
males  and  those  with  chronic  lung  disease.  3)  those  with  cardiac  failure  from  any  cause,  4)  neonates,  and  5)  those 
patients  taking  certain  drugs  {macrolide  antibiotics  and  cimetidine)  Decreased  clearance  of  theophylline  may  be 
associated  with  either  influenza  immunization  or  active  infection  with  influenza 
Reduction  of  dosage  and  laboratory  monitoring  is  especially  appropriate  in  the  above  individuals  Less  serious  signs 
of  theophylline  toxicity  (i  e nausea  and  restlessness)  may  occur  frequently  when  initiating  therapy,  but  are  usually 
transient,  when  such  signs  are  persistent  during  maintenance  therapy,  they  are  often  associated  with  serum  concen- 
trations above  20  mcg/ml  Unfortunately,  however.^serious  side  effects  such  as  ventricular  arrhythmias,  convulsions  or 
even  death  may  appear  as  the  first  sign  of  toxicity  without  any  previous  warning  Stated  differently  serious  toxicity  is 
not  reliably  preceded  by  less  severe  side  effects 

Many  patients  who  require  theophylline  may  exhibit  tachycardia  due  to  their  underlying  disease  process  so  that  the 
cause/effecl  relationship  to  elevated  serum  theophylline  concentrations  may  not  be  appreciated 
Theophylline  products  may  cause  dysrhythmia  and/or  worsen  pre-existing  arrhythmias  and  any  significant  change  in 
rate  and/or  rhythm  warrants  monitoring  and  further  investigation 
The  occurrence  of  arrhyfhmias  and  sudden  death  (with  histological  evidence  of  necrosis  of  the  myocardium)  has 
been  recorded  in  laboratory  animals  (minipigs.  rodents  and  dogs)  when  theophylline  and  beta  agonists  were  adminis- 
tered concomitantly,  although  not  when  either  was  administered  alone  The  significance  of  these  findings  when 
applied  to  human  usage  is  currently  unknown 

PRECAUTIONS:  THEO-OUR  TABLETS  SHOULD  NOT  BE  CHEWED  OR  CRUSHED 

General:  Theophylline  half-life  is  shorter  in  smokers  than  in  non-smokers  Therefore,  smokers  may  require  larger  or 
more  frequenf  doses  Morphine  and  curare  should  be  used  with  caution  m patients  with  airway  obstruction  as  they 
may  suppress  respiration  and  stimulate  histamine  release  Alternative  drugs  should  be  used  when  possible  Theophyl- 
line should  not  be  administered  concurrently  with  other  xanthine  medications  Use  with  caution  in  patients  with  severe 
cardiac  disease  severe  hypoxemia,  hypertension  hyperthyroidism,  acute  myocardial  injury,  cor  pulmonale,  congestive 
heart  failure,  liver  disease,  in  the  elderly  (especially  males)  and  in  neonates  In  particular,  great  caution  should  be  used 
in  giving  theophylline  to  patients  with  congestive  heart  failure  Frequently,  such  patients  have  markedly  prolonged  the- 
ophylline serum  levels  with  theophylline  persisting  in  serum  for  long  periods  following  discontinuation  of  the  drug  In- 
dividuals who  are  rapid  melabolizers  of  theophylline,  such  as  the  young,  smokers,  and  some  non-smoking  adults,  may 
not  be  suitable  candidates  for  once-daily  dosing  These  individuals  will  generally  need  to  be  dosed  at  12  hour  or  some- 
times 8 hour  intervals  Such  patients  may  exhibit  symptoms  of  bronchospasm  near  the  end  of  a dosing  interval,  or 
may  have  wider  peak-to-trough  differences  than  desired 

Use  theophylline  cautiously  in  patients  with  history  of  peptic  ulcer  Theophylline  may  occasionally  act  as  a local  irri- 
tant to  the  G I tract  although  gastrointestinal  symptoms  are  more  commonly  centrally  mediated  and  associated  with 
serum  drug  concentrations  over  20  mcg/ml 

Information  for  Patients;  The  physician  should  reinforce  the  importance  of  taking  only  the  prescribed  dose  and  time 
interval  between  doses  THEO-DUR  tablets  should  not  be  chewed  or  crushed  When  dosing  THEO-DUR  on  a once  daily 
(q24h)  basis,  tablets  should  be  taken  whole  and  not  split  As  with  any  controlted-release  theophylline  product,  the  pa- 
tient should  alert  the  physician  if  symptoms  occur  repeatedly,  especially  near  the  end  of  the  dosing  interval 
DRUG  INTERAfTTIONS:  Drug-Drug:  Toxic  synergism  with  ephedrine  has  been  documented  and  may  occur  with  some 
other  sympathomimetic  bronchodilators  In  addition  the  following  drug  interactions  have  been  demonstrated 
Drug  Effect 

Theophylline  with  lithium  carbonate  Increased  excretion  of  lithium  carbonate 

Theophylline  with  propranolol  Antagonism  of  propranolol  effect 

Theophylline  with  cimeiidine  Increased  theophylline  blood  levels 

Theophylline  with  troleandomycin,  erythromycin  Increased  theophylline  blood  levels 

Drug -Food:  THEO-DUR  100  mg  Sustained  Action  Tablets  have  not  been  adequately  studied  to  determine  whether  their 
bioavailability  is  altered  when  given  with  food  Available  data  suggest  that  drug  administration  at  the  time  of  food  in- 
gestion may  influence  the  absorption  characteristics  of  theophylline  conirolled-release  products  resulting  in  serum 
values  different  from  those  found  after  administration  in  the  fasting  state 
A drug-food  effect,  if  any,  would  likely  have  its  greatest  clinical  significance  when  high  theophylline  serum  levels  are 
being  maintained  and/or  when  large  single  doses  (greater  than  13  mg/kg  or  900  mg)  of  a controlled-release  theophyl 
line  product  are  given 

THEO-DUR  (200,  300.  and  450  mg)  Sustained  Action  Tablets  The  rate  and  extent  of  absorption  of  theophylline  from 
THEO-OUR  200  mg,  300  mg,  and  450  mg  tablets  when  administered  fasting  or  immediately  after  a moderately  high  fat 
content  breakfast  is  similar 

Drug-Laboratory  Test  Interactions:  When  plasma  levels  of  theophylline  are  measured  by  spectrophotomeinc 
methods,  coffee,  tea,  cola  beverages,  chocolate,  and  acetaminophen  contribute  falsely  high  values 
Carcinogenesis,  Mutagenesis,  and  Impairment  of  Fertility;  Long-term  animal  studies  have  not  been  performed  to 
evaluate  the  carcinogenic  potential,  mutagenic  potential,  or  the  effect  on  fertility  of  xanthine  compounds 
Pregnancy;  Category  C— Animal  reproduction  studies  have  not  been  conducted  with  theophylline  It  is  not  known 
whether  theophylline  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction  capaci- 
ty Xanthines  should  be  given  to  a pregnant  woman  only  if  clearly  needed 

Nursing  Mothers;  It  has  been  reported  that  theophylline  distributes  readily  into  breast  milk  and  may  cause  adverse  ef- 
fects in  the  infant  Caution  must  be  used  if  prescribing  xanthine  to  a mother  who  is  nursing,  taking  into  account  the 
risk-benefit  of  this  therapy 

Pediatric  Use:  Safety  and  effectiveness  of  THEO-DUR  administered 

1 Every  24  hours  in  children  under  12  years  of  age  have  not  been  established 

2 Every  12  hours  in  children  under  6 years  of  age,  have  not  been  established 

ADVERSE  REACTIONS:  The  most  consistent  adverse  reactions  are  usually  due  to  overdose  and  are 

1 Gastrointestinal  nausea,  vomiting,  epigastric  pain,  hematemesis,  diarrhea 

2 Central  nervous  system  headaches,  irritability,  restlessness,  insomnia,  reflex  hyperexcitability,  muscle  twitching 
clonic  and  tonic  generalized  convulsions 

3 Cardiovascular  palpitation,  tachycardia,  extrasystoles,  flushing,  hypotension,  circulatory  failure,  ventricular  ar- 
rhythmias 

4 Respiratory  tachypnea 

5 Renal  albuminuria,  increased  excretion  of  renal  tubular  and  red  blood  cells,  potentiation  of  diuresis 

6 Other  rash,  hyperglycemia  and  inappropriate  ADH  syndrome 

OVEROOSAGE:  Management.  If  potential  oral  overdose  is  established  and  seizure  has  not  occurred 
A Induce  vomiting 

B Administer  a cathartic  (this  is  particularly  important  if  sustained-release  preparations  have  been  taken) 

C Administer  activated  charcoal 
If  patient  is  having  a seizure 
A Establish  an  airway 
0 Administer  oxygen 

C Treat  the  seizure  with  intravenous  diazepam.  0 1 to  03  mg/kg  up  to  10  mg 
D Monitor  vital  signs,  maintain  blood  pressure  and  provide  adequate  hydration 
Post  Seizure  Coma; 

A Maintain  airway  and  oxygenation 

B If  a result  of  oral  medication,  follow  above  recommendations  to  prevent  absorption  of  the  drug,  but  intubation  and 
lavage  will  have  to  be  performed  instead  of  inducing  emesis,  and  the  cathartic  and  charcoal  will  need  to  be 
introduced  via  a large  bore  gastric  lavage  tube 

C Continue  to  provide  full  supportive  care  and  adequate  hydration  while  waiting  for  drug  to  be  metabolized  In  gener- 
al. the  drug  is  metabolized  sufficiently  rapid  so  as  not  to  warrant  consideration  of  dialysis,  however,  if  serum  levels 
exceed  50  mcg/ml  charcoal  hemoperfusion  may  be  indicated 
CAUTION:  Federal  law  prohibits  dispensing  without  prescription  For  lull  prescribing  information,  see  package  insert 
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The  beneHtofanthmglnal 
preteeHott  phu  safety. 


CARDIZEM 


• « 


CARDOm  AFUUBtUFE 


diltiazem  HCI/Marion 


A remarkable  safety  profile'^ 

The  low  incidence  of  side  effects  with  Cardizem  allows  patients  to  feel  better. 


Prateetion  against  angina  attasks'  ^ ^ '^ 

The  predictable  efficacy  of  Cardizem  in  stable  exertional*  and  vasospastic 
angina  allows  patients  to  do  more. 

A desrease  in  myosardiai  oxygen  demand 

Resulting  from  a lowered  heart  rate-blood  pressure  product  ^ 

Compatible  adth  other  antlanginals^^ 

Safe  in  angina  adth  (oejdsting  hypertension, 
CORD,  asthma,  or 

*CARDIZEM^  (diniazem  HCI)  is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary  artery  spasm  and  in  the 
management  of  chronic  stable  angina  (classic  effort-associated  angina)  in  patients  who  cannot  tolerate  therapy  wilt 
beta-blockers  and/or  nitrates  or  who  remain  symptomatic  despite  adequate  bases  of  these  agents. 

*See  Warnings  and  Precautions 

Please  see  brief  summary  of  prescribing  information  on  tbe  next  page. 
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dittiazem  HO/Motion  PLUS  SAFETY 


Usual  maintenance  dosage  range: 

BRIEF  SUMMARY 

Professional  Use  Information 

CARDtZEm 

Idllllazem  HCI) 

30  mg,  60  mg.  90  mg,  and  120  mg  Tablets 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular 
pacemaker,  (2)  patients  with  second-  or  third-degree  A Y block 
except  in  the  presence  of  a functioning  ventricular  pacemaker.  (3) 
patients  with  hypotension  (less  than  90  mm  Hg  systolic),  and  U) 
patients  who  have  demonstrated  hypersensitivity  to  the  drug. 
WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  A V node 
refractory  periods  without  significantly  prolonging  sinus 
node  recovery  lime,  except  in  patients  with  sick  sinus 
syndrome.  This  effeci  may  rarely  result  in  abnormally  slow 
heart  rates  (particularly  in  patients  with  sick  sinus 
syndrome)  or  second-  or  third-degree  A Y block  (six  of  1.243 
patients  for  0.48%).  Concomitant  use  of  diitiazem  with 
beta-blockers  or  digitalis  may  result  in  additive  effects  on 
cardiac  conduction  A patient  with  Prinzmetal's  angina 
developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diitiazem. 

2 Congestive  Heed  Failure.  Although  diitiazem  has  a 
negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans  with 
normal  ventricular  function  have  not  shown  a reduction 
in  cardiac  index  nor  consistent  negative  effects  on 
contractility  (dp/dt).  Experience  with  the  use  ol  CARDIZEM 
alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited  Caution 
should  be  exercised  wheh  using  Ihe  drug  in  such  patients. 

3 Hypotension.  Decreases  in  blood  pressure  associated 
with  CARDIZEM  therapy  may  occasiohally  result  In 
symptomatic  hypotension 

4 Acute  Hepatic  Injury.  In  rare  instances,  significant 
elevations  In  enzymes  such  as  alkaline  phosphatase.  LDH, 
SCOT.  SGPT.  and  other  phenomeha  cohsistent  with  acute 
hepatic  injury  have  been  noted  These  reactions  have 
been  reversible  upon  discontinuation  of  drug  therapy  The 
relationship  to  CARDIZEM  is  uncertaih  ih  most  cases,  but 
probable  in  some  (See  PRECAUTIONS ) 

PRECAUTIONS 

General.  CARDIZEM  (diitiazem  hydrochloride)  is  extehsively 
metabolized  by  Ihe  liver  and  excreled  by  the  kidneys  and  in 
bile  /Is  with  any  drug  given  over  prolonged  periods,  laboratory 
parameters  should  be  monitored  at  regular  intervals.  The  drug 
should  be  used  with  caution  in  patients  with  impaired  renal  or 
hepatic  functioh.  In  subacule  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity,  high  doses  ol  diitiazem  were 
associated  with  hepatic  damage  In  special  subacute  hepatic 
studies,  oral  doses  of  125  mg/kg  and  higher  in  rats  were 
associated  with  histological  changes  in  the  liver  which  were 
reversible  when  Ihe  drug  was  discohtinued.  In  dogs,  doses  ol 
20  mg/kg  were  also  associated  with  hepatic  chahges.  however, 
these  changes  were  reversible  with  contihued  dosing 

Dermatological  events  (see  ADVERSE  REACTIONS  section) 
may  be  transieni  and  may  disappear  despite  continued  use  ol 
CARDIZEM  However,  skin  eruptions  progressing  to  erythema 
multilorme  and/or  exfoliative  dermatitis  have  also  been 
infrequently  reported.  Should  a dermatologic  reaction  persist, 
the  drug  should  be  discontinued 

Drug  Interaction.  Due  to  the  potential  for  additive  effects, 
caution  and  careful  titration  are  warranted  in  patients  receiving 
CARDIZEM  concomitantly  with  any  agents  known  to  affect 
cardiac  contractility  and/or  conduction.  (See  WARNINGS  ) 

Pharmacologic  studies  indicate  that  there  may  be  additive 
effects  in  prolonging  A V conduction  when  using  beta-blockers  or 
digitalis  concomitantly  with  CARDIZEM  (See  WARNINGS ) 

As  with  all  drugs,  care  should  be  exercised  when  treating 
patients  with  multiple  medicatiohs.  CARDIZEM  undergoes  bio- 


180-360  mg/day 


translormation  by  cytochrome  P-450  mixed  function  oxidase. 
Coadministration  ol  CARDIZEM  with  other  agents  which  follow 
the  same  route  ol  biotransformation  may  result  In  Ihe  competi- 
tive inhibition  ol  metabolism.  Dosages  of  similarly  metabolized 
drugs,  particularly  those  of  low  therapeutic  ratio  or  in  patients 
with  renal  and/or  hepatic  impairment,  may  require  adjustment 
when  starting  or  stopping  concomitantly  administered  CARDIZEM 
to  maintain  optimum  therapeutic  blood  levels. 

Beta-blocker»:  Controlled  and  uncontrolled  domestic  studies 
suggest  that  concomitant  use  ol  CARDIZEM  and  beta-blockers 
or  digitalis  is  usually  well  tolerated.  Available  data  are  not 
sufficient,  however,  to  predict  the  effects  of  concomitant 
treatment,  particularly  in  patients  with  left  vehtricular 
dysfunction  or  cardiac  conduction  abnormalities. 

Administration  ol  CARDIZEM  (diitiazem  hydrochloride) 
concomitantly  with  propranolol  In  live  normal  volunteers 
resulted  in  increased  propranolol  levels  in  all  subjects  and 
bioaval  lability  of  propranolol  was  increased  approximately  50%. 
If  combination  therapy  is  initiated  or  withdrawn  in  conjunction 
with  propranolol,  an  adjustment  in  the  propranolol  dose  may 
be  warranted.  (See  WARNINGS.) 

CImelldIne:  A study  in  six  healthy  volunteers  has  shown  a 
significant  Increase  in  peak  diitiazem  plasma  levels  (58%)  and 
area-under-the-curve  (53%)  after  a one-week  course  ofcimetidine 
at  1.200  mg  per  day  and  diitiazem  60  mg  per  day.  Ranitidine 
produced  smaller,  nonsignificant  increases.  The  effect  may  be 
mediated  by  cimetidine's  known  inhibition  ol  hepatic  cytochrome 
P-450,  the  enzyme  system  probably  responsible  lor  Ihe  first-pass 
metabolism  ol  diitiazem.  Patiehts  currently  receiving  diitiazem 
therapy  should  be  carefully  monitored  lor  a change  in 
pharmacological  effect  when  initiating  and  discontinuing 
therapy  with  cimetidine.  An  adjustment  In  the  diitiazem  dose 
may  be  warranted 

Dlgllallt:  Administration  ol  CARDIZEM  with  digoxih  in  24 
healthy  mate  subjects  ihcreased  plasma  digoxih  concentrations 
approximately  20%.  Another  investigator  found  no  Increase  in 
algoxin  levels  in  12  patients  with  coronary  artery  disease.  Since 
there  have  been  conflicting  results  regarding  the  effect  of  digoxih 
levels,  it  is  recommehded  that  digoxih  levels  be  monitored  when 
initiating,  adjusting,  and  discontinuing  CARDIZEM  therapy  to 
avoid  possible  over-  or  under-digitalizalioh.  (See  WARNINGS.) 

Carcinogeneala,  Mulageneala,  Impairment  of  Ferllllty.  A 
24-month  study  ih  rats  ahd  a 21 -month  study  in  mice  showed 
ho  evidence  ol  carcinogenicity.  There  was  also  no  mutagenic 
response  in  in  vitro  bacterial  tests  No  Intrinsic  efieci  on  fertility 
was  observed  in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  con- 
ducted in  mice.  rats,  and  rabbits.  Administration  ol  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and 
fetal  lethality.  These  doses,  in  some  studies,  have  been  reported 
to  cause  skeletal  abnormalities.  In  the  perinatal/  postnatal 
studies,  there  was  some  reduction  in  early  individual  pup 
weights  ahd  survival  rates  There  was  an  increased  incidence 
ol  stillbirths  at  doses  of  20  times  the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women: 
therefore,  use  CARDIZEM  in  pregnant  women  only  if  the  potential 
benefit  justifies  the  potential  risk  to  the  fetus. 

Hurting  Molhert.  Diitiazem  is  excreted  ih  human  milk  One 
report  suggests  that  concentrations  in  breast  milk  may  approxi- 
mate serum  levels.  If  use  ol  CARDIZEM  is  deemed  essential,  an 
alternative  method  ol  inlani  leeding  should  be  instituted 

PedlalHc  Ute.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried 
out  to  date,  but  it  should  be  recoghized  lhat  patients  with 
impaired  ventricular  funclion  and  cardiac  conduction  abnormali- 
ties have  usually  been  excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  ol  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater 
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□ 60  mg  □ 90  mg 
□ 120  mg 

fid. 


than  that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical 
studies  which  can  be  at  least  reasonably  associated  with  the 
pharmacology  ol  calcium  Influx  inhibition.  In  many  cases,  the 
relationship  to  CARDIZEM  has  not  been  established.  The  most 
common  occurrences  as  well  as  their  Irequency  ol  presentation 
are:  edema  (2.4%).  headache  (2.1%).  nausea  (1.9%).  dizziness 
(1.5%),  rash  (1.3%).  asthehia  (12%).  Ih  addition,  Ihe  following 
events  were  reported  infrequently  (less  than  1%). 
Cardiovascular:  Angina,  arrhythmia.  AV  block  (first  degree), 

Av  block  (second  or  third  degree— see 
conduction  warning),  bradycardia, 
congestive  heart  failure,  flushing, 
hypotension,  palpitations,  syncope. 
Nervous  System:  Amnesia,  depression,  gait  abnormality. 

hallucinations,  insomnia,  nervousness, 
paresthesia,  personality  change, 
somnolence,  tinnitus,  tremor. 
Gastrointestinal:  Anorexia,  constipation,  diarrhea. 

dysgeusia,  dyspepsia,  mild  elevations  of 
alkaline  phosphatase.  SGOT.  SGPT,  and 
LDH  (see  hepatic  warnings),  vomiting, 
weight  increase. 

Dermatologic:  Petechiae.  pruritus,  photosensitivity, 

urticaria 

Other:  Amblyopia,  CPK  elevation,  dyspnea, 

epistaxis.  eye  irritation,  hyperglycemia, 
nasal  congestion,  nocturia,  osteoarticular 
pain,  polyuria,  sexual  difficulties. 

The  following  postmarkeling  events  have  been  reported 
infrequently  in  patients  receiving  CARDIZEM  alopecia,  gingival 
hyperplasia,  erythema  multilorme,  and  leukopenia.  However,  a 
definitive  cause  and  effect  between  these  events  and  CARDIZEM 
Iherapy  is  yet  to  be  established  Issued  6/87 

See  complete  Professional  Use  Information  before  prescribing 

References:  I.  SchroeUerJS.  Mod  Med  1982,50(Sepf)  94- 
116.  2.  Cohn  PF,  Braunwold  E Chronic  ischemic  heart 
disease,  in  Braunwold  E (ed)  Head  Disease:  A Textbook  of 
Cardiovascular  Medicine,  ed2  Philadelphia,  WB  Saunders 
Co,  1984,  chap  39.  3.  O'Rourke  RA.  Am  J Cardiol 
I985;56.34H-40H  4.  McCall  D.  Walsh  RA,  FrohlichED. 
etol  Curr  ProbI  Cardiol  1985, 10(8)  6-80  5.  Frishmon  WH, 
ChorlapS,  GoldbergerJ,  etol.  Am  J Cardiol  1985:56:41  H- 
46H  6.  Shapiro  W ConsutlonI  l984:24(Dec)  150- 159 
7.  O’Hara  MJ,  Khurmi  NS.  Bowles  MJ,  eta!  Am  J Cardiol 
1984:54  477-481  8.  Strauss  WE,  McIntyre  KM,  PorisiAF 
el  al:  Am  J Cardiol  1982: 49  560-566  9.  Feldman  RL, 
PepmeCJ.  Whittle  J,  etal  Am  J Cardiol  1982.49  554-559 
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Medical  professional  liability  in  Pennsylvania 

Few  changes  have  affected  the  practice  and  costs  of  medi- 
cine in  recent  years  as  the  professional  liability  crisis  has» 

This  report,  prepared  by  the  PMS  Task  Force  on  Profes- 
sional Liability  Initiative,  reviews  the  recent  upheaval 
and  summarizes  the  current  medical  liability  climate. 


The  cost  of  the  medical  liability  sys- 
tem in  Pennsylvania  continues  to 
rise  unabated.  The  increases,  as  de- 
picted by  graphs  in  this  report,  are  dra- 
matic. Low  inflation  rates  in  the  general 
economy  seem  to  have  no  effect  on  lia- 
bility economics.  Rising  trends,  re- 
corded two  years  ago  in  the  first  edition 
of  this  report,  continue.  The  medical  Ua- 
bihty  problem  in  Pennsylvania  grows 
worse. 

CAT  Fund 

In  1987  payouts  by  the  Medical  Pro- 
fessional Liability  Catastrophe  (CAT) 


there  were  91  payouts  more  than  one- 
half  miUion  dollars. 

The  total  number  of  claims  against 
the  CAT  Fund  is  also  increasing  dra- 
matically. (Table  2) 

During  a 24-month  period  (1983-85) 
the  average  CAT  Fund  payout  rose 
from  $321,000  to  $387,000  per  claim. 
The  money  collected  by  the  CAT  Fund 
also  has  grown  substantially.  It  reached 
an  all-time  high  in  1987  with  a total  of 
$176,791,216  collected  from  health  care 
providers.  (Table  3) 

Despite  its  record  receipts,  the  medi- 
cal CAT  Fund  is  falling  farther  and  far- 


the  growth  of  the  CAT  Fund  “unfunded 
Uabihty.” 

Year  Amount  in  Billions 

December  1986  $1.1 

December  1987  $1.2 

December  1988  $1.3 

An  additional  surcharge  of  91  percent 
would  be  required  to  pay  off  this  debt 
over  a five-year  period. 

CAT  Fund  receipts  are  derived  from  a 
surcharge  on  health  care  providers— 
physicians,  hospitals,  podiatrists,  nurs- 


Table  1 

Total  Medical  CAT  Fund  Payouts 

In  $Milllons:  1981-87 
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Table  2 


Number  of  Claims  on  the  Medical 
CAT  Fund:  1981-87 


1987 

1985 

1983 

1981 


Number  of  Claims 


Loss  Fund  reached  a new  record.  The 
1987  total  payout  was  $136,106,829,  or 
39  percent  more  than  just  two  years 
ago.  (Table  1) 

Not  only  have  total  payouts  of  the 
CAT  Fund  soared,  but  the  number  of 
very  large  payouts  has  followed  a simi- 
lar pattern.  In  1984  there  were  37  pay- 
outs of  over  one-half  million  dollars 
each.  One  year  later  they  had  almost 
doubled  and  in  two  years  time  these 
large  payouts  had  grown  143  percent. 
In  1987  their  number  increased  again; 


ther  behind  with  regard  to  claims  that 
someday  must  be  paid.  The  technical 
term  for  this  unpaid  debt  is  “unfunded 
habihty.”  The  following  chart  describes 


This  report  was  prepared  by  the  Pennsylva- 
nia Medical  Society  Task  Force  on  Profes- 
sional Liability  Initiative.  Andre  C.  Blan- 
zaco,  MD,  is  chairman  of  the  task  force.  The 
Communications  Department  of  PMS  and 
the  Department  of  Data  Analysis  of 
PMSLIC  assisted. 


ing  homes,  primary  health  care  centers, 
and  nurse  midwives.  What  began  as  a 
10  percent  surcharge  in  1976  steadily 
increased  until  it  reached  a record 
breaking  87  percent  in  1986.  In  1987  it 
remained  at  87  percent,  although  a 
number  of  carriers  increased  their  pre- 
miums for  basic  insurance.  The  result 
was  that  the  fund  generated  a surplus 
of  money  in  1987.  While  the  current  sur- 
charge is  61  percent,  it  should  generate 
the  same  amount  of  dollars  as  would 
the  87  percent. 
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Primary  carriers  hike  rates 
Every  insurance  company  covering 
physicians  in  Pennsylv^lnia  raised  its 
premiums  in  1986.  The  lowest  rate  hike 
was  25  percent  by  the  Pennsylvania 
Medical  Society  Liability  Insurance 


The  combined  effect  of  rate  increases 
for  basic  coverage  and  surcharges  has 
resulted  in  astronomical  demands  upon 
physicians  in  the  eastern  part  of  the 
state.  In  the  Delaware  Valley,  the  high- 
est risk  area  of  the  Commonwealth,  the 
total  cost  for  family  practitioners  be- 
tween 1984  £md  1988  rose  139.5  per- 
cent. (Table  5) 


medical  CAT  Fund  claims  as  a function 
of  all  physicians  who  had  paid  sur- 
charges into  the  CAT  Fund  since  its  in- 
ception in  1975.  Their  most  useful  find- 
ing was  that  multiple  offenders 
accounted  for  25.2  percent  of  CAT  Fund 
claims  against  all  physicians.  From  this 
came  the  recommendation  that  physi- 
cians with  multiple  claims  be  charged  a 
higher  premium,  and  that  physicians 
without  claims  be  rewarded  for  claims- 
free  practice. 

In  1986  PMSLIC  adopted  a three 
tiered  rating  system  in  which  physi- 
cians who  have  claims  experience 
within  the  normal  range  of  expected 
claims  for  their  specialty  and  territory 
pay  premiums  lower  th^m  physicians 
who  have  a higher  than  expected  num- 
ber of  claims.  They  pay  additional  pre- 
mium based  on  their  claims  experience. 

The  Hofflander  Nye  Report  also  rec- 
ommended that  reports  should  go  to 
the  Medical  Licensing  Board.  House 
BUI  1834,  which  the  Pennsylvania  Med- 
ical Society  supports,  is  currently  in  the 
legislature.  It  CcUls  for  the  CAT  Fund  to 
report  payouts  on  behalf  of  physicians 
to  the  state  Medical  Board. 


$ Millions 


Table  3 

Total  CAT  Fund  Receipts 
in  $ Millions:  1984-87 


1 981 


1983 


1985 


1 987 


■ 1986 
0 1987 
M 1988 


Table  4 

Medical  Liability  Primary  Carrier 
Rate  Increases  1986-88 
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Company  (PMSLIC).  Since  then,  four  of 
the  seven  carriers  have  raised  their  pre- 
miums again.  (Table  4) 

Rate  Increases 


Company 

1986 

1987 

1988 

St.  Paul 

50% 

0 

20.5% 

PMSLIC 

25% 

13.7% 

0 

JUA 

51% 

36.4% 

0 

PIE 

50% 

0 

0 

Med  Pro 

32% 

0 

17.1% 

PHICO 

55% 

0 

0 

Specialty  1984  1988  % 

Change 

Family  Pract.  $3,684  $8,737  139.5% 

OB/GYN  $24,303  $58,204  139.5% 

Ortho./Neuro.  $30,640  $84,387  175.4% 


Hofflander  Nye  Report 
A study  in  1985  of  “Medical  Malprac- 
tice Insurance  in  Pennsylvania”  by  Al- 
fred Hofflander,  PhD,  and  Blaine  F. 
Nye,  PhD,  examined  the  incidence  of 


Pennsylvania  physicians  seek  tougher 
medical  discipline 

The  campaign  by  the  state’s  physi- 
cians to  improve  discipline  began  with 
ACT  111  of  1975.  The  Pennsylvania 
Medical  Society  won  key  provisions  in 
that  bin  that  gave  the  Medical  Board: 

• Permission  to  keep  the  money  it 
raises  from  licensing; 

• Authority  to  set  its  own  fees; 

• Authority  to  hire  investigators, 
prosecuting  attorneys,  and  hearing 
officers. 

By  1977,  the  Board  had  coUected  mU- 
Uons  of  doU^lrs,  but  had  failed  to  spend 
any  to  find  and  discipline  incompetent 
doctors.  As  a result,  PMS  sued  the 
Medical  Board  and  the  governor  on 
January  11,  1978,  to  get  them  to  release 
some  of  the  $2  million  in  reserves  and  to 
begin  policing  the  profession.  Two 
years  later  PMS  again  sued  the  Medical 
Board  to  get  it  to  spend  some  of  its 
money.  As  recently  as  1985,  PMS  lob- 
bied for: 

• ACT  6,  which  aUows  the  Medical 
Board  to  immediately  temporarily 
suspend  a physician  who  poses  an  im- 
mediate and  clear  threat; 

• ACT  7,  which  provides  for  auto- 
matic suspension  for  conviction  of  a 
drug  related  felony; 

• ACT  48,  which  requires  hospitals 
and  other  health  care  facilities  to  re- 
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Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package^ 


Ab/-^  / 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio — by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward — to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today — you’ll  never 
feel  better. 


IrDataGeneral 


ELSEHF"  s^siams,  ml 


Foster  Plaza  VII,  661  Andersen  Drive,  Pittsburgh,  PA  15220 

1-800-441-8386 
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port  to  the  medical  board  physicians 
who  have  been  fired  or  have  privi- 
leges revoked  for  misconduct  or  mal- 
practice; 

• A revised  medical  practice  act  that 
gave  the  Board  subpoena  authority 


and  mandated  hospitals  and  other 
physicians  to  report  evidence  of  a 
physician  with  an  active  addictive 
disease  who  is  not  under  treatment. 
At  the  same  time  the  medical  society 
was  lobbying  for  approval  of  these  bills, 
it  was  acting  on  its  own  to  safegUEird 
the  pubhc. 


PMS  hired  a full-time  physician  direc- 
tor for  its  Impaired  Physician  Program 
in  1986.  Within  24  months,  Dr.  Robert 
McDermott  has  brought  such  credibil- 
ity to  the  program,  that  the  Society  has 
added  a full-time  administrative  assis- 
tant and  a part-time  nurse  assistant. 
With  some  200  physicians  in  treatment, 
the  state  Medical  Board  is  beginning  to 


refer  cases  to  it.  The  voluntary  program 
rapidly  is  becoming  recognized  as  a 
model. 

With  the  founding  of  its  captive  in- 
surance company,  PMSLIC,  in  1978, 
PMS  also  launched  a risk  management 
program  that  now  covers  all  PMS  mem- 
bers. Today,  staffed  by  five  full-time 


professionals,  the  program  receives  na- 
tional recognition  for  its  innovative  pro- 
grams. 

Effects  of  the  crisis  on  physicians 

The  most  recent  (1986)  nationwide 
survey  by  the  American  Medical  Asso- 
ciation found  that  36.7  percent  of  all 
physicians  have  had  at  least  one  claim 
filed  against  them  in  their  careers.  And 
the  likelihood  of  a suit  in  the  surgical 
specialties  is  much  higher.  More  than 
half  of  all  surgeons  have  been  sued  at 
least  once  and  nearly  12  percent  of 
them  were  sued  in  1986  alone.  In  fact, 
20  percent  of  all  physicians  ever  sued 
were  sued  in  1986. 

PMSLIC  found  late  last  year  that  42 
percent  of  its  insureds  had  experienced 
claims  against  them  at  least  once.  This 
number  includes  doctors  who  have  just 
started  practice  and  against  whom 
claims,  if  they  exist,  have  probably  not 
yet  been  reported. 

The  American  College  of  OBGYN  re- 
ports that  75  percent  of  its  doctors  have 
been  sued  at  least  once.  But  in  court, 
obstetrician/gynecologists  win  8 out  of 
10  malpractice  cases. 

What  are  the  results? 

One  of  the  measures  of  the  medical  h- 
abihty  crisis  is  the  extent  to  which  the 
total  amount  of  money  paid  out  due  to 
claims  increases  or  decreases  over  time. 
In  Pennsylvania,  the  most  credible  se- 
verity data  comes  from  the  Pennsylva- 
nia Medical  Society  Liability  Insurance 
Company.  PMSLIC  insures  approxi- 
mately 7,000  Pennsylvania  physicians, 
thus  making  it  the  largest  physician  in- 
surer in  the  Commonwealth.  When  the 
payouts  by  PMSLIC  for  insureds,  plus 
the  payouts  of  the  medical  CAT  Fund 
are  combined  and  calculated  on  current 
experience,  the  average  value  of  paid 
claims  (actual  and  projected)  is  rising  in 
value  at  a 21  percent  annual  rate.  (Table 
6) 

In  addition,  the  threat  of  suit  results 
in  excessive  testing,  which  raises  the 
cost  of  medical  care  to  everyone.  Based 
on  Pennsylvania  Blue  Shield  data,  “de- 
fensive medicine”  is  estimated  to  cost 
Pennsylvanians  $35  million  a year.  Na- 
tionally, the  American  Medical  Associa- 
tion estimates  that  “defensive  medi- 
cine” may  be  costing  $10  billion  a year. 
AM  A researchers  also  report  that  every 
dollar  of  premium  increase  in  1983-84 
caused  physicians  to  generate  an  addi- 
tional $3  in  defensive  medicine  costs. 

Moreover,  PMSLIC  data  shows  that 
family  practitioners  are  giving  up  ob- 


Table  5 
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PMSLIC/CAT  Severity  Compared  to 
the  CPI  and  the  Medical  CPI,  1986  and  1987 
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Hahnemann  University 

DEPARTMENT  OF  MEDICINE 

MEDICAL  SEMINAR  SERIES— May  1988 


PROGRAM:  p.m. 

1:00  Metabolic  Functions  of  Intestinal 
Flora — Sherwood  L.  Gorbach,  MD 
1:30  Antimicrobial  Susceptibility  of 

Anaerobes,  Molecular  Biology  and 
Clinical  Aspects  of  Resistance— Pierce 
Gardner,  MD 

2:00  Anaerobic  Infections:  Pathogenesis 
and  Features — Abdolqhader  Molavi, 
MD 

2:20  Coffee  Break 

2:35  Diagnosis  of  Anaerobic 

Infections — Donald  D.  Stieritz,  PhD 
2:50  Intra-Abdominal  Infections — Sherwood 
L.  Gorbach,  MD 
3:20  Female  Genital  Tract 

Infections — Pierce  Gardner,  MD 
3:40  Aspiration  Pneumonia  and  Lung 
Abscess— Emily  A.  Blumberg,  MD 
4:00  Panel  Discussion 
4:30  Adjourn 


PROGRAM:  p.m. 

1 :00  Overview  of  Hyperlipidemia — Avedis 
K.  Khachadurian,  MD 
1:30  Pharmacologic  Treatment  of 

Hyperlipidemia — John  B.  Kostis,  MD 
2:00  Pharmacology  of  ACE  Inhibitors  in 
Cardiac  and  Renal  Failure— Robert  J. 
Cody,  MD 
2:30  Coffee  Break 

2:45  Pharmacology  of  Amiodarone — Peter 
R.  Kowey,  MD 

3:15  Classification  of  Antiarrhythmic 
Drugs— Steven  P,  Kutalek,  MD 
3:45  Panel  Discussion 
4:15  Adjourn 

COURSE  DIRECTOR: 

Vincent  J.  Zarro,  MD,  PhD,  Associate  ' 
Professor  of  Pharmacology  and  Medicine 

HAHNEMANN  UNIVERSITY  FACULTY: 
Steven  P.  Kutalek,  MD,  Assistant  Professor 
of  Medicine  and  Director,  Clinical  Cardiac 
Electrophysiolgy,  Likoff  Cardiovascular 
Institute 


— INFECTIOUS  DISEASES  — 
May  4,  1988 

COURSE  DIRECTOR: 

Abdolghader  Molavi,  MD,  Associate 
Professor  of  Medicine  & Surgery  and 
Director,  Division  of  Infectious  Diseases 

GUEST  FACULTY: 

Pierce  Gardner,  MD,  Professor  of  Medicine 
University  of  Connecticut  School  of 
Medicine,  Hartford,  Connecticut 
Sherwood  L.  Gorbach,  MD 
Professor  of  Medicine  and  Microbiology, 
Tufts  University  School  of  Medicine, 

Medford,  Massachusetts 

HAHNEMANN  UNIVERSITY  FACULTY: 
Emily  A.  Blumberg,  MD,  Instructor  of 
Medicine,  Division  of  Infectious  Diseases 
Donald  D.  Stieritz,  PhD,  Professor  of 
Microbiology  and  Director,  Clinical 
Microbiology  Laboratories 


CLINICAL  PHARMACOLOGY 
May  18,  1988 


GUEST  FACULTY: 

Robert  J.  Cody,  MD,  Associate  Professor  of 
Medicine,  Division  of  Cardiology,  New  York 
Hospital-Cornell  Medical  Center,  New  York, 
New  York 

Avedis  K.  Khachadurian,  MD,  Professor  of 
Medicine  and  Chief,  Division  of 
Endocrinology,  Metabolism,  and  Nutrition, 
Robert  Wood  Johnson  Medical  School,  New 
Brunswick,  New  Jersey 
John  B.  Kostis,  MD,  Professor  of  Medicine 
and  Pharmacology  Chief,  Division  of 
Cardiovascular  Diseases  and  Hypertension, 
Robert  Wood  Johnson  Medical  School,  New 
Brunswick,  New  Jersey 
Peter  R.  Kowey,  MD,  Associate  Professor 
of  Pharmacology  and  Director  of  Arrhythmia 
Service.  Medical  College  of  Pennsylvania, 
Philadelphia,  Pennsylvania 
Raymond  Woosley,  MD,  Professor  and 
Chairman,  Department  of  Pharmacology, 
Division  of  Clinical  Pharmacology  Center, 
Georgetown  University  School  of  Medicine, 
Washington,  D C. 


PRESENTED  BY: 


COURSE  OBJECTIVES 

Anaerobes,  the  predominant  component  of 
the  body’s  normal  flora,  play  a major  role  in 
a variefy  of  infections.  The  purpose  of  this 
symposium  is  to  present  an  overview  of  the 
pathogenesis  and  characteristics  of 
anaerobic  infections,  with  particular  attention 
to  intra-abdominal,  pleuropulmonary  and 
female  genital  tract  infections.  Diagnostic 
aspects,  antimicrobial  susceptibility  of 
anaerobes  and  the  mechanisms  and  clinical 
aspects  of  resistance  will  be  explored.  In 
addition,  current  concepts  of  the  metabolic 
effects  of  normal  flora  and  their  implication 
in  human  disease  will  be  discussed. 

This  seminar  was  funded  by  an 
educational  grant  from 
Smith  Kline  French  Laboratories. 

Their  support  is  gratefully  acknowledged. 


COURSE  OBJECTIVES: 

Introduction  of  new  and  potent  drugs  has 
emphasized  the  need  for  a thorough 
understanding  of  their  clinical  pharmacology. 
The  goal  of  this  symposium  is  to  present  a 
critical  analysis  of  important  aspects  in  the 
use  of  three  (3)  categories  of  drugs.  The  first 
is  an  analysis  of  newer  antiarrhythmic  drugs; 
second,  a consideration  of  the  use  of  ACE 
inhibitors  in  hypertension;  and  finally,  a 
critical  analysis  of  the  treatment  of 
hyperlipidemia. 


This  seminar  was  funded  by 
educational  grants  from 

Merck,  Sharp  & Dohme, 

The  Upjohn  Company 
and  Wyeth  Laboratories. 

Their  support  is  gratefully  acknowledged. 


William  S.  FrankI,  MD  Allan  B.  Schwartz,  MD 

Professor  of  Medicine  Professor  of  Medicine 

Chairman,  Department  of  Medicine  Deputy  Chairman,  Graduate  Medical  Education 

Classroom  C (Alumni  Hall) 

College  Building,  15th  & Vine  Streets 
Philadelphia,  Pennsylvania 

For  further  information  Approved  for  CME  credits  through  the 

Office  of  Continuing  Education  Office  for  Continuing  Education, 

(215)  448-8263  Hahnemann  University. 
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stetrics.  In  1984,  half  of  the  family  prac- 
titioners in  the  Society’s  insurance  com- 
pany (performing  normal  obstetrical 
deliveries)  stopped  delivering  babies 
when  obstetrical  coverage  jumped  60 
percent. 

A 1987  study  sponsored  by  the  Penn- 
sylvania Academy  of  Family  Practice 
showed  that  Pennsylvania  has  one  of 
the  lowest  rates  of  family  doctors  doing 
obstetrical  work  in  the  nation.  The  pilot 
study,  conducted  by  Nikitas  Zervanos, 
MD,  Lamcaster,  and  Donald  Balaban, 
MD,  Philadelphia,  showed  that  only  20 

Table  7 


head  went  up  15.3  percent,  habihty  pre- 
miums went  up  21.9  percent.  Mean- 
while, inflation  dropped  to  its  lowest 
point  in  four  years,  1.9  percent. 

AH  of  the  care  provided  by  physicians 
costs  more  because  of  the  habihty  cri- 
sis. Nationwide  the  AM  A estimates 
that  15  percent  of  the  expenditures  for 
physicians’  services  goes  to  pay  habil- 
ity  costs.  The  same  AMA  researchers 
have  found  that  some  63  percent  of  re- 
cent physician  fee  increases  can  be 
traced  back  to  hikes  in  habihty  rates. 
The  American  CoUege  of  OBGYN  says 
that  8 out  of  10  obstetricians  have  in- 
creased their  fees  because  of  higher  ha- 
bihty premiums. 


clearly  document  the  role  insurance 
companies  play  in  the  problem. 

Ten  years  later,  PMSLIC  is  the  larg- 
est insurer  of  doctors  in  the  Common- 
wealth but  has  never  turned  a profit. 
Its  books  have  been  examined  and  reex- 
amined by  everyone,  including  Profes- 
sors Hofflander  and  Nye  who  wrote, 
“In  any  event,  the  profitability  analysis 
indicates  that  primary  carrier  profitabil- 
ity was  not  excessive  in 
Pennsylvania.  . .it  is  highly  likely  that 
any  past  perceptions  of  high  profitabil- 
ity were  false  for  the  most  part  and  indi- 
cate that  even  insurers  have  not  yet 
been  able  to  fully  quantify  the  long  mal- 
practice insurance  tail.” 

Table  8 


Tort  Claims  Pending 
Against  the  Commonwealth 


'86-87  '87-88  '88-89  '89-90  '90-91  '91-92 

0 Claims 


Amount  of  Claims  Pending  Against 
the  Commonwealth  (In  $Milllons) 

.r 
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percent  of  the  state’s  family  doctors  de- 
hver  babies.  Prior  to  the  habihty  crisis, 
close  to  50  percent  practiced  obstetrics. 

A 1985  study  by  the  American  Col- 
lege of  Obstetrics  and  Gynecology  of 
obstetricians  in  the  Delaware  Valley 
showed  that  they  had  taken  the  foUow- 
ing  actions: 

Decreased  the  number  of  deliveries10.4% 

Decreased  the  number  of  high  risk  deliv- 
eries 21.9% 

Withdrew  from  OB  practice  14.6% 

In  Pennsylvania,  the  cost  of  the  liabil- 
ity problem  is  going  up  an  average  of  21 
percent  per  year.  AMA  researchers  re- 
port that  the  cost  of  habihty  insurance 
nationwide,  as  a percentage  of  physi- 
cians’ expenses,  increased  from  7 per- 
cent in  1982  to  11  percent  in  1986.  In 
1985-86,  when  total  physician  over- 


Those  who  feel  this  problem  most 
acutely  are  patients  and  the  unions  and 
corporations  who  provide  medical  in- 
surance benefits.  The  problem  shows  up 
in  their  biUs  emd  insurance  premiums. 

Are  insurance  companies  guilty? 

It  has  been  aheged  that  the  medical 
habihty  problem  is  an  offshoot  of  the 
cychcal  nature  of  the  casualty  insur- 
ance industry  and  its  quest  for  market 
shsire  and  profits. 

In  Pennsylvania,  at  the  peak  of  the 
1975  insur2mce  crisis,  physicians  were 
affected  by  the  national  insurance  cy- 
cle. The  endorsed  carrier  for  PMS,  Ar- 
gonaut Insurance  Company,  imposed  a 
series  of  rate  increases,  one  for  over  200 
percent,  and  then  announced  it  was 
leaving  the  state,  stranding  nearly 
5,000  doctors.  PMS  responded  by  start- 
ing its  own  captive  insurance  company. 
In  addition  to  assuring  coverage,  it  was 
to  open  its  books  to  the  membership  to 


Today,  half  of  the  physicians  in  the 
nation  are  insured  by  captive  insurance 
companies  owned  by  medical  societies. 
None  of  these  companies  are  making 
profits  on  their  habihty  business.  In- 
deed a few  of  them  are  in  serious  trou- 
ble. 

Another  way  to  examine  the  “insur- 
ance company"  argument  is  to  look  at  a 
self-insured  entity.  For  example,  in  the 
FY  88-89  budget  just  submitted  by  the 
governor,  it  is  reported  that  the  number 
of  suits  against  the  Commonwealth 
continues  to  grow.  The  amount  of 
money  required  to  settle  these  law  suits 
is  also  increasing. 

In  the  past  24  months  the  total  num- 
ber of  claims  pending  against  the  Com- 
monwe£ilth  has  grown  from  7,139  to 
11,000,  an  increase  of  3,861  or  54  per- 
cent. In  the  same  24  months,  the  cost  to 
the  taxpayers  has  gone  from  $264  mil- 
hon  to  $414  milhon,  an  increase  of  $150 
milhon  or  57  percent.  Apparently  then 
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THE  LIKOFF  CARDIOVASCULAR  INSTITUTE 

and 

THE  DIVISION  OF  CARDIOLOGY 
HAHNEMANN  UNIVERSITY 
present 


CARDIOLOGY 

TODAY. . . 


Moderator:  William  S.  FrankI,  MD 


May  19,  1988 

4;00  p.m— Case  Presentation 

5:00  p.m.— Nuclear  Cardiology  tor 
Assessing  Left  Ventricuiar 
Function 

Judith  Murphy,  MD 

5:30  p.m.— Magnetic  Resonance 

Imaging  (MRI)  for  Assessing 
Left  Ventricular  Function 
Robert  MacMillan,  MD 

6:00  p.m.— Refreshments 


June  16,  1988 

4:00  p.m.— Case  Presentation 

5:00  p.m.— Balloon  Valvuloplasty 
Demetrios  Kimbiris,  MD 

5:30  p.m.— Complex  Percutaneous 
Transluminal  .Angioplasty 
Lamberto  Bentivoglio,  MD 

6:00  p.m.— Refreshments 


DESIGNED  FOR  THE  PHYSICIAN  IN  PRACTICE  FACED  WITH 
THE  CARE  OF  CRITICALLY  ILL  PATIENTS. 


CME  Category  1 Credit  certified 
No  registration  fee  required 


Conferences  are  held  in  Justan  Classroom,  seventh  floor,  Hahnemann  Hospital,  Broad 
and  Vine  Streets,  Philadelphia,  PA  19102.  For  further  information  please  call 

(215)  448-7578. 
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the  Commonwealth,  which  is  self- 
insured,  has  experienced  losses  shghtly 
higher  than  the  Pennsylvania  Medical 
Society  Liability  Insurance  Company 
(PMSLIC).  (Tables  7 and  8) 

Where  does  the  money  go? 

A recent  Rand  Corporation  study  of 
tort  litigation  shows  where  the  money 
goes.  In  auto  litigation  52  percent  goes 
to  the  plaintiff;  in  medical  and  product 
Uability  cases  only  43  percent  goes  to 
the  plaintiff.  (Table  9) 

Is  the  court  system  out  of  control? 

A special  1987  Rand  Corporation  re- 
port found  that  median  awards  or  the 
awards  that  occur  most  frequently  for 
medical  and  product  habUity  cases  have 
not  changed  much  in  recent  years.  How- 
ever, average  awards  or  those  that  take 
into  account  the  million  dollar  and 
above  awards  have  soared  dramatic^llly, 


rising  from  200  percent  to  more  than 
1,000  percent. 

The  Rand  researchers  also  developed 
a method  for  measuring  the  chances  of 
a plaintiff  winning  a liabihty  case.  They 
found  that  in  the  1980s,  plaintiffs  in 

Table  9 

Allocation  of  Total  Non-auto  Tort 
Litigation  Expenditures,  1985 
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medical  liability  cases  were  much  more 
likely  to  win  a case  than  they  were  in 
the  1970s.  In  the  late  1970s,  plaintiffs 
won  about  one-third  of  the  cases;  by  the 
1980s  they  were  winning  almost  one- 
half  of  them. 

National  figures  are  compiled  by  Jury 
Verdict  Research,  Inc.  of  Solon,  Ohio.  It 
reports  that  from  1962  to  1987,  Penn- 
sylvania has  had  75  awards  of  $1  mil- 
lion or  more.  Perhaps  more  significant 
is  the  way  the  median  and  average  med- 
ical hability  awards  are  climbing.  (Table 
10) 

Just  as  the  midpoint  and  the  average 
verdicts  are  climbing,  so  is  the  ratio  of 
milhon  dollar  awards  to  total  awards. 
In  1984,  20  percent  of  the  total  awards 
were  milhon  dollar  awards;  by  1986,  34 
percent  were. 


Ratio  of  Million  Dollar  Awards  to  Total 
Awards 


Year 

Ratio 

1982 

19% 

1984 

20% 

1986 

34% 

Nationally,  67  percent  of  all  malprac- 
tice cases  ultimately  are  found  to  be 
without  merit  or  frivolous  in  a legal 
sense.  Nevertheless  those  cases  cost 
money  to  defend  and  add  needless  ex- 
pense. (Table  11) 

PMSLIC  reports  that  for  the  period 
1978-1987,  63  percent  of  all  closed 
claims  were  concluded  without  pay- 
ment. Nevertheless,  each  of  them  costs 
the  company  approximately  $4,900  to 
defend,  and  resulted  in  a grand  total  of 
$14.4  milhon. 


Summary 

1.  The  cost  of  setthng  claims  is  going 
up  21  percent  per  year. 

2.  Nearly  half  the  claims  are  settled 
without  payment  of  damages. 

3.  More  than  60  percent  of  physicians’ 
fee  increases  are  caused  by  the  habil- 
ity crisis. 

4.  Family  practitioners  are  giving  up 
obstetrics. 

5.  Less  than  half  the  money  paid  out 
ever  reaches  the  plaintiff. 

6.  Half  of  the  physicians  in  the  country 
are  insured  by  doctor-owned  compa- 
nies. The  rates  of  physician-owned 
companies  are  comparable  to  com- 
mercial carriers. 

Self  insured  entities  are  experiencing 
similar  problems. 


Table  10 

U.S.  Medical  Liability  Awards 
1984  -1986  (in  $000s) 


$ 2,000  -[ 


1,500 


(In  $ 000s)  1 ,000 


500 


Midpoint  V.  Average  V. 

Verdicts 


1984 

1985 

1986 


Table  11 

Comparison  PIAA  Files  Closed 
With/out  Loss  Payment  06/85-06/87 


Closed  No  Pay 
(Norvmerttoflous) 


Closed  w.  Pay 
(Meritorious) 


16589 
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Why  pay  too  much 
for  workers’ 
compensation 
insurance? 

Dividends  for  doctors 
average  43%  per  year 
from  the  Dodson  Plan! 


A service  approved  by 
Pennsylvania  Medical  Society 


Physicians  get  a discount  when 
policies  are  issued.  Then  at  year- 
end,  a dividend  also  is  paid, 
based  on  claim  costs.  Dividends 
have  run  as  high  as  47%  and  now 
average  43%  yearly  since  1973. 


In  this  plan,  a dividend  is  paid 
when  claim  costs  are  kept  low 
through  safety  on  the  job.  From 
Dodson,  you  get  prompt  service 
with  the  personal  touch.  Write  or 
phone  for  complete  details! 


LET  US  HELP  YOU  SAVE! 


Insurance  provided  by 

CASUALTY  RECIPROCAL  EXCHANGE 

Member  of  Dodson  Insurance  Group 
P.O.  Box  559,  Kansas  City,  Missouri  64141 
Call  toll-free  1-800-821-3760 
In  Missouri  1-800-892-3431 


m my  opinion 

What  hospitals  can  and  should  do  for  doctors 


Vasilios  J.  Kalogredis,  JD,  CPBC 

Physicians  and  hospitals  are  part  of 
a health  care  marketplace  that  has 
experienced  revolutionary  changes  in 
recent  years.  Many  reahgnments  have 
occurred  in  the  system  of  health  care 
dehvery.  Competition  and  prospective 
payment  restrictions  make  it  increas- 
ingly difficult  for  doctors  and  hospitals 
to  msiintain  their  patient  loads.  There  is 
a heightened  awareness  of  the  key  role 
doctors  play  in  an  institution’s  success 
or  failure.  Consequently,  a growing 
number  of  hospitals  are  working  with 
their  physicians  in  a variety  of  creative 
and  aggressive  ways,  with  mutually 
beneficied  results. 

One  such  technique  is  hospital  and 
medical  doctor  joint  ventures.  These  ac- 
tivities provide  hospitals  with  an  oppor- 
tunity to  bond  doctors  to  them.  F or  ex- 
ample, physician-owned  free-standing 
surgical  centers  with  a hospital  affiha- 
tion  can  make  good  sense  for  a number 
of  reasons.  Hospitals  see  insurers  balk- 
ing at  paying  for  surgery  in  a hospital 
when  the  same  procedure  could  be  done 
for  less  in  an  ambulatory  care  facility. 
Physicians  see  it  as  an  investment  op- 
portunity and  a less  expensive  alterna- 
tive for  patients  who  may  defer  or  skip 
elective  surgery  at  a hospital. 
Moreover,  center  owners  are  often 


pleased  to  join  forces  with  a hospital  be- 
cause the  latter’s  financial  resources 
and  reputation  can  help  attract  pa- 
tients. By  being  “on  site,”  the  doctors 
are  hoping  that  the  public  will  perceive 
of  the  hospital  and  center  as  one  unit.  A 
hospital  with  a favorable  image  in  the 
community  will  help  the  center  grow. 

For  its  part,  the  hospital  is  happy  to 
have  the  facility  on  its  property  as  this 
keeps  the  physicians  from  constructing 
a surgery  center  off-site  and  directly 
competing  with  the  hospital’s  existing 
in-house  outpatient  surgery  center.  In 
essence,  the  hospital  is  agreeing  that 
half  a loaf  is  better  than  none.  Also,  by 
being  on-site,  the  hospital  has  a higher 
likehhood  of  getting  the  laboratory  and 
radiology  work  as  well  as  providing 
maintenance,  housekeeping,  and  secu- 
rity services.  In  addition,  by  having  a 
center  physically  “connected”  to  the 
hospital,  the  hospital  becomes  the  logi- 
cal “next  step”  for  patients  with  com- 
phcations  at  the  center. 

Another  “win-win”  situation  can  oc- 
cur when  a hospital  buys  a practice. 
Many  ob/gyn  practices  that  have  been 
hurt  by  the  hability  crisis  find  that  hav- 
ing a hospital  assume  the  financial  and 
emotional  risks  of  maintaining  the  prac- 
tice (and  its  hefty  malpractice  insurance 


premiums)  is  very  attractive. 

In  some  situations  the  physicians 
may  be  getting  tired.  They  may  not  like 
the  responsibility  of  practice  manage- 
ment. So^lring  malpractice  costs  may  be 
scaring  them.  They  may  not  be  ready  to 
retire,  yet  they  may  not  want  to  work 
as  hard  as  they  have  been.  They  may 
not  want  the  hassles  and  headaches  of 
hiring  new  doctors,  worrying  about 
partnerships,  etc.  Having  a hospital 
shoulder  some  of  these  burdens  is  a wel- 
come change  for  some. 

From  the  institutional  perspective, 
hospitals  want  to  expand  or  at  least 
maintain  their  patient  base.  The  institu- 
tion fears  the  dissipation  of  a private 
practice  that  has  been  loyal  to  it.  The 
hospital  may  lose  patients  to  physi- 
cians more  active  at  competing  hospi- 
tals if  the  practice  disbands.  An  acquisi- 
tion minimizes  this  risk. 

In  some  instances,  a hospital  may 
take  over  a practice  that  is  active  at 
more  than  one  hospital  to  strengthen 
the  buyer-hospital’s  position  in  the  mar- 
ketplace. Many  times,  a hospital  is  not 
buying  a practice  with  an  eye  toward 
keeping  it  forever.  Frequently,  the  prac- 
tice serves  as  a bridge  between  the  sell- 
ing doctors  and  new  doctors.  And  be- 
cause hospitals  are  often  willing  and 
able  to  pay  more  for  a practice  than  an- 
other doctor  would  hospitals  can  be  at- 
tractive buyers.  A doctor  buying  an- 
other doctor’s  practice  must  look  at 
what  the  practice  “as  practice”  can  gen- 
erate in  the  way  of  cash  flow.  A hospital 
looks  at  that  and  more.  The  hospital  is 
often  able  to  justify  a higher  price 
based  on  what  in-patient  and  other  rev- 
enues the  practice  brings  into,  or  can 
potentially  bring  into,  the  hospital. 

Hospitals  also  are  encouraging  doc- 
tors to  open  satellite  offices.  For  exam- 
ple, suppose  Town  B has  no  hospital 
and  is  centrally  located  between  hospi- 
tals in  Town  A emd  Town  C.  And  sup- 
pose the  patient  population  in  Town  B 
has  no  strong  allegiance  to  either  Hos- 


Mr.  Kalogredis  is  an  attorney  and  the  princi- 
pal consultant  with  Professional  Practice 
Consulting,  Inc.,  in  Wayne. 


Physicians  conscientious  in  care  of  needy 


Barton  L.  Smith,  MD 

When  my  comments  on  the  article  of 
Mr.  Leif  Beck  were  pubhshed  in  Penn- 
sylvania Medicine  in  March  1988,  the 
editor  chose  to  put  a headline  on  the 
comments,  “Physician  responsibility  to 
needy  controversial.” 

Nowhere  in  my  comments  did  1 make 
a statement  that  the  responsibihty  to 
the  needy  is  controversial.  The  point  of 
my  comments  was,  in  fact,  that  the 
physician’s  responsibihty  to  ah  patients 
is  the  same  whether  the  patient  is  weU- 


Dr.  Smith  is  a gastroenterologist  in  West 
Reading. 


to-do  or  needy.  In  point  of  fact,  physi- 
cians, in  my  opinion,  are  carrying  out 
their  responsibihty  to  the  needy  much 
more  conscientiously  than  any  other 
professional  or  lay  group  in  the  country. 
The  current  trends  in  medical  care  with 
emphasis  on  economic  factors  are  hkely 
to  lead  to  an  erosion  of  the  service  to 
the  needy  that  is  provided  and,  again,  a 
major  point  to  be  made  is  that  those 
who  wish  to  insure  that  the  needy  con- 
tinue to  receive  good  care  should  work 
toward  preserving  the  current  system 
of  medicine  and  improving  it,  rather 
than  ahowing  the  radical  changes  that 
are  taking  place. 
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Crisis  in  black  and  white. 


Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 
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Lester  R.  Wilson,  Jr.,  William  Waldron,  Suite  125,  Commerce  Plaza,  5100  Tilghman  Street,  Allentown,  PA  18104,  (215)  395-8888 
Eugene  P.  Ziemba,  William  J.  Carey,  Robert  J,  Zucosky,  James  I.  Frazer,  Jr.,  Suite  202,  Plymouth  Plaza,  Plymouth  Meeting,  PA  19462,  (215)  825-6800 

Sidney  B.  Elston,  Jr.,  1902  Market  Street,  Camp  Hill,  PA  17011,  (717)  737-99  00 

Ned  Wells,  Donald  C.  Hoffman,  R.  Grant  Stewart,  David  M.  Gusic,  Suite  212,  Manor  Oak  Two,  1910  Cochran  Road,  Pittsburgh,  PA  15220,  (412)  531-4226 


in  my  opinion 


pital  A (in  Town  A)  or  Hospital  C (in 
Town  C).  Then  suppose  Hospital  A 
joint- ventures  a medical  office  building 
in  Town  B,  ^md  encourages  some  of  its 
doctors  to  invest  in  the  real  estate  and 
to  establish  satellite  offices  there.  All 
else  the  same,  with  doctors  loyal  to 
Hospital  A in  Town  B,  Hospital  A can 
dramatically  strengthen  its  competitive 
position  in  Town  B.  We  are  seeing  more 
of  this  activity  now  than  ever  before. 

Furthermore,  because  hospitals  are 
recognizing  that  physicians  get  the  pa- 
tients into  the  system,  and  that  most 
patients  will  go  where  their  doctor  teUs 
them  to  go,  hospitals  are  realizing  that 
appealing  to  the  public  directly  is  not  as 
profitable  as  building  the  allegiance  of 
doctors.  As  a result,  hospital  manage- 
ment services  for  doctors  are  expanding 
to  handle  such  non-medical  responsibili- 
ties as  staffing,  cleaning,  security,  main- 
tenance, and  biUing.  Some  will  even  pro- 
vide doctors  with  a computer  system 
that  is  tied  into  the  hospital’s  main- 
frame. Hospitals  also  are  providing  free 
workshops  on  such  basics  as  insurance 
claims,  coding,  and  bilhng,  and  may  ar- 


range for  personal  consultations.  This 
arrangement  often  leads  to  a more  orga- 
nized office  in  which  the  doctors  can  fo- 
cus on  what  they  enjoy  and  do  best, 
practicing  medicine.  Hospitals  are  rec- 
ognizing that  if  their  doctors  are  more 
successful,  they  will  be  as  well. 

Financial  incentives  are  always  at- 
tractive. Some  hospitals  make  malprac- 
tice insurance  available  to  their  doctors. 
Some  arrange  for  joint  insurance.  The 
habUity  crisis  is  causing  many  hospitals 
and  medical  staffs  to  work  coopera- 
tively in  areas  of  staff  privileges,  peer 
review,  quality  assurance,  and  malprac- 
tice insurance. 

It  also  is  not  uncommon  for  hospitals 
to  lure  new  physicians  with  income 
guarantees,  loan  guarantees,  or  loan 
subsidies.  However,  this  is  tricky  busi- 
ness because  subsidies  can  backfire  if 
hospitals  are  not  careful. 

Another  realization  is  that  sharing 
marketing  expertise  benefits  both  the 
hospital  and  the  physician.  Hospitals 
and  private  practices  must  adopt  mod- 
ern product  development,  pricing,  dis- 
tribution, and  promotion  strategies. 
Not  surprisingly,  hospitals  tend  to  be 
more  experienced  than  most  physicians 
in  pubhc  and  community  relations  and 


often  they  are  willing  to  share  this  ex- 
pertise with  their  loyal  physicians. 
They  have  the  know-how  and  resources 
to  get  publicity,  work  with  direct-mad 
lists,  pubhsh  newsletters  and  commu- 
nity magazines,  and  use  market  re- 
search computerized  data  bases  to  find 
underserved  areas  where  new  practices 
or  satellite  clinics  can  be  opened.  Many 
hospitals  also  2ire  marketing  their  pri- 
mary care  physicians,  seeing  them  as 
the  primary  pipeline  into  the  system. 

Budding  and  maintaining  the  doctor 
loyalty  that  is  so  important  is  also  done 
through  hospital  sponsored  forums  for 
the  public,  continuing  education  semi- 
nars for  physicians,  and  physician  hai- 
son  programs  in  which  the  hospital  pro- 
vides a contact  or  troubleshooter  type 
person  to  help  with  administrative 
problems.  Physician  “speaker  bureaus” 
are  also  popular  in  some  areas. 

In  short,  we  are  seeing  both  physi- 
cians and  hospitals  being  more 
business-hke  in  their  dealing  than  ever. 
They  have  to  be.  They  are  pressed  by 
increased  competition,  third  party  in- 
come, and  ever-increasing  overhead. 
Both  realize  that  a cooperative  effort  is 
needed  to  survive  in  today’s  health-care 
environment.  □ 


The  complete 
journal  for 
family  practice 
physicians 

■ Reaches  79,000  family  physicians  monthly 

■ Presents  the  most  commonly  seen  patient 
problems  in  family  practice 

■ Written  by  physicians  for  physicians 

■ The  most  current  clinical  updates  in: 

Cardiology  Pediatrics  Psychiatry 
Diabetes  Ob/Gyn  Gastroenterology 

■ Provides  20  hours  of  CME  Category  1 Credit 

PRACTICAL  ■ CLINICAL  ■ EDUCATIONAL  > CURRENT 
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FOX  CHASE 

CANCER  CENTER 

presents 

MULTIDISCIPLINARY  MANAGEMENT 
OF  THE  PATIENT  WITH  CANCER 


(Surgical  Oncology  I) 

BREAST  CAINCER  AND  WALIGNANT  WELAWOWA- 
CURREMT  AND  FUTURE  APPROACHES 
June  16  and  17, 1988 
in  the 

Fox  Chase  Cancer  Center  Auditorium 

7701  Burholme  Avenue 
Philadelphia,  PA  19111 


For  further  information  contact: 

Kathy  Smith 
Fox  Chase  Cancer  Center 
430  (A)  Rhawn  Street 
Philadelphia,  PA  19111 
(215/728-2715) 

As  an  organization  accredited  by  the  Accreditation  Council  for  Continuing 
Medical  Education,  Temple  University  School  of  Medicine  certifies  that 
this  program  meets  the  criteria  for  8.25  credit  hours  of  Category  1, 
provided  it  is  completed  as  designed. 


medical  feature 


Impaired  Physician  Program  has  many  facets 

Judith  S.  Samkoff,  MD 
Robert  W.  McDermott,  MD 


A physician  is  considered  to  be  im- 
paired when  personal  problems 
(e.g.,  physical  or  mental  illness,  chemi- 
cal dependence)  or  professional  difficul- 
ties (e.g.,  malpractice  litigation,  inade- 
quate knowledge)  begin  to  interfere 
with  his/her  ability  to  function  in  the 
profession.  The  Impaired  Physician 
Program  of  the  Pennsylvania  Medical 
Society  was  estabhshed  to  deal  compas- 
sionately, yet  effectively  with  the  im- 
paired physician. 

Statement  of  purpose 
The  purpose  of  the  PMS  Impaired 
Physician  Program  is  to: 

1.  Administer  a statewide  program 
for  locating,  contacting,  and  offering 
advocacy  and  rehabilitation  to  physi- 
cians who  have  become  personally  and/ 
or  professionally  impaired  because  of  al- 
coholism, drug  addiction,  mental 
illness,  psychosocial  stress,  physical 
disability,  and/or  aging  problems; 

2.  Perform  as  a monitoring  and  advo- 
cacy organization  as  is  appropriate  for  a 
profession; 

3.  Provide  advocacy  and  support  for 
physicians  in  their  relationships  with 
the  State  Boju-d  of  Medicine,  the  formal 
legal  and  coercive  agency  with  the  man- 
dated power  to  deal  with  the  impaired 
physician. 

Operation 

The  PMS  Impaired  Physician  Pro- 
gram operates  under  the  full-time  direc- 
tion of  Robert  W.  McDermott,  MD,  a 
board-certified  psychiatrist  and  an  ex- 
pert on  impairment  (particularly  as  it 
occurs  among  medical  professionals). 
An  assistant  director  and  a clinical  co- 
ordinator, who  have  experience  in  deal- 
ing with  addiction  and  other  impair- 
ments and  with  monitoring  recovery, 
facilitate  the  operation  of  the  program. 

Currently,  the  Impaired  Physician 
Program  handles  approximately  200  ac- 
tive cases.  These  cases  can  be  catego- 
rized as  follows:  alcoholism  (38%),  drug 
dependence  (31%),  mental  illness/ 
emotional  disorders  (22%),  other  (e.g., 
physical  disability,  senile  dementia,  hti- 
gation  stress)  (9%). 


Intervention  protocol 

Referrals  to  the  program  are  accepted 
from  colleagues,  hospital  and  office 
staff,  insurance  carriers,  licensure 
boards,  and  any  person  who  is  genu- 
inely concerned  about  a physician  or  the 
physician’s  patients.  A report  of  sus- 
pected impairment  may  be  made  by 
calling  the  Impaired  Physician  Pro- 
gram hotline,  717-763-7939,  or  in  person 
to  the  program’s  medical  director.  The 
medical  director  will  assess  the  situa- 
tion and/or  gather  more  information  or, 
in  the  case  of  a self-referred  physician, 
discuss  the  situation  with  the  impaired 
physician  him/herself. 

If  impairment  is  confirmed,  the  medi- 
cal director  plans  an  intervention  and/or 
contacts  the  physician  with  an  offer  of 
help.  Based  on  what  has  occurred  to 
this  point,  further  evaluation,  no  action, 
or  a course  of  treatment  is  recom- 
mended. If  the  physician  agrees  to  un- 
dergo treatment  and  enter  a monitored 
recovery  program,  he/she  is  asked  to 
sign  an  agreement  with  the  Impaired 
Physician  Program  specifying  the  na- 
ture and  terms  of  the  treatment,  reha- 
bilitation, aftercare,  and  return  to  prac- 
tice. 

After  initial  treatment,  the  Impaired 
Physician  Program  assists  in  formulat- 
ing aftercare  plans,  monitors  compli- 
ance with  the  terms  of  these  pl^ms  (in- 
cluding attendance  at  support  group 
meetings  and  urine  analyses  for  drugs 
of  abuse,  in  the  case  of  chemical  depen- 
dence), and  maintains  communication 
with  the  treating  physician,  the  thera- 
pist, the  person  evaluating  the  recover- 
ing physician’s  clinical  performance, 
and,  when  necessary,  with  regulatory 
agencies. 


Dr.  Samkoff  received  her  medical  degree  from 
the  Medical  College  of  Pennsylvania  and  a 
master's  degree  in  epidemiology  from  Johns 
Hopkins  University.  Her  articles  have  been 
published  in  several  national  journals.  Dr 
McDermott  is  the  medical  director  of  the  Im- 
paired Physician  Program  of  the  Pennsylva- 
nia Medical  Society.  This  is  the  second  in  a 
series  of  articles  on  the  Society 's  program. 


The  Impaired  Physician  Program 
acts  as  the  recovering  physician’s  advo- 
cate by  documenting  his/her  progress  in 
recovery,  assisting  him/her  to  maintain 
or  gain  employment,  and  helping  the 
physician’s  family  to  become  a part  of 
the  recovery  process.  Although  no  loan 
funds  for  treatment  aie  available  from 
the  program  now,  plans  are  underway 
to  make  this  benefit  available  in  the  fu- 
ture. 

Legal  issues 

The  PMS  Impaired  Physician  Pro- 
gram has  no  official  or  formal  relation- 
ship with  any  licensing  board;  coopera- 
tion in  this  area  continues  to  evolve. 
Confidentiality  of  the  records  of  a phy- 
sician’s involvement  with  the  program 
is  meiintained  as  long  as  this  serves  the 
best  interests  of  the  physician  and 
is  in  keeping  with  the  law.  Impaired 
physicians  who  pose  a threat  to  pa- 
tients (by  refusing  treatment  or  refus 
ing  to  suspend  practice  when  necessary) 
must  by  law  be  reported  to  the  state 
Medical  Board. 

Other  activities 

The  Impaired  Physician  Progr^lm  if 
working  to  help  loced  hospitals,  medica^ 
schools,  and  specialty  societies  estab- 
lish impaired  physician  programs  with 
links  to  the  PMS  program,  thereby  en- 
couraging early  identification  of  im- 
paired physicians  on  the  local  level 
while  avoiding  urmecessary  duphcation 
of  services  and  assuring  that  individual 
cases  don’t  “slip  through  the  cracks’’— 
a problem  inherent  in  limited-sphere 
programs. 

The  PMS  Impaired  Physician  Pro- 
gram plays  a role  in  educating  the  medi- 
cal community  and  the  public  regarding 
physician  impairment.  The  program  of- 
fers printed  material,  media  presenta- 
tions, and  oral  presentations  to  the 
medical  community  as  well  as  individ- 
ual consultations.  Target  audiences  in- 
clude county  and  state  medical  soci- 
eties, medical  specialty  societies, 
hospitals,  medical  auxiliaries,  medical 
schools,  chemical  dependence  treat- 
ment centers,  and  licensing  boards.  □ 
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Each  month — L)  Q presents 
the  most  important  fv 
articles  on  cardiology. . . 

• selected  from  the  best  of  the  peer- 
reviewed  literature* 

• revised  and  updated  by  the  original  authors 

• edited  for  clarity  and  brevity 

• classified  into  clinical  categories  for 
quick  reference 

• offering  a CME  Self-Study  Quiz  that 
provides  two  credit  hours  in  Category  1 

CARDIOLOGY  BOARD  REVIEW 

Greenwich  Office  Park  3,  Greenwich,  CT  06831 

(203)  629-3550 
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Effect  of  Medical  versus  Surgical  Tlierapy  for  Coronary 
Disease  / PETER  PEDUZZT.  PhD,  ct  A 


Electrophysiological  Testing  and  Nonsustained  Ventricular 
^ / Tachycardia  ! PETER  R KOWTV,  MD.  ct  al. 


Residual  Coronal^  Artcn’  Stenosis  after  Thrombolytic 
Therapy  / LOWELL  K SATLHR,  MD, « al. 


Assessment  of  Aortic  Regurgitation  by  Doppler 
Ultrasound  / PAUL  A.  GRAYBURN.  MD.'ct  ol. 


Entbolic  Risk  Due  to  Left  Ventricular  Thrombi 
lOfiN  R.  STRATTON,  xMD 


Hemodynaraic  Effects  of  Diltiazem  in  Chronic  Heart 
Failure  / DANIEL  L.  KL'LKtK.  MD.  ci  al. 


V Cardiovascular  Resenx  in  Idiopathic  Dilated 
Cardiomyopathy  > RIC:KY  D.  LATHAM.  MI>.  ct  ai. 


Oveniew  • Coronarj’  Angioplasty:  EvoKing  Applications 
CJEORGE  W VETROVEC  .MD 


‘Journals  reviewed  include:  Circulation,  American  Heart  Journal. 
Journal  of  the  American  College  of  Cardiology,  British  Heart 
Journal.  Chest.  The  American  Journal  of  Cardiology.  The  New 
England  Journal  of  Medicine,  Annals  of  Internal  Medicine, 
American  Journal  of  Medicine,  and  The  Journal  of  the  American 
Medical  Association. 


Marketing  That 
Means  Business! 

Hoover  Anwar  Associates  is  a full  service  professional 
marketing  organization  serving  the  Medical  community. 

We  design  marketing  programs  to  build  and  maintain  the 
patient  base  you  want  and  insure  the  revenue  you  require. 
We  specialize  in: 

• Marketing  Plans 

• Practice  Management 

• Public  Relations  and  Promotion 

• Demographic  and  Market  Research 

• Location  and  Competition  Assessment 

• Patient  Satisfaction  and  Attraction 

• Referral  Development 

• Human  Relations 

• Revenue  and  Reimbursement  Management 
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• Graphic  Design  and  Advertising 

• Exhil)its  and  Audio-Visual  Shows 

HOOVER  ANWAR  ASSOCIATES 
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Rebecca  Anwar,  Ph  D.  

215.649.8770  HOOVER  • ANWAR 

ASSOCIATES 


The  vital  sign  is  your  bottom  iine! 


MONDAY  TO  FRIDAY 
OCTOBER  10-14, 1988 

FIVE  DAY 
EMERGENCY 

g.  ■■■  Bellevue  Hospital  Center 

MeOICINE  Emergen.,  Sen/iMS 

BOARD  REVIEW 
COURSE 


An  intensive,  five-day  course  providing: 

• a concentrated  review  and  update  of  Emergency  Medicine  topics 

• analysis  of  relevant  articles  from  the  past  six  years  of  Emergency 
Medicine  literature 

• interaction  regarding  clinical  controversies  in  management 
techniques 

• sessions  in  written  test-taking,  and  oral  problem  solving  in  ED 
medicine 

• group  sessions  to  assist  participants  with  Oral  Board  preparation 

• review  of  sample  multiple  choice  questions  with  emphasis  on 
test  taking  techniques 

• special  opportunity  for  1 on  1 sessions  with  Board  certified  fac- 
ulty to  be  provided  on  an  ongoing  basis  throughout  the  course 

TUITION:  $630 

Accredition:  38  AMA  Category  1 credit  hours  / ACER  credit  pending 

For  further  information:  NYU  Post-Graduate  Medical  School, 

550  First  Avenue,  New  York,  N.Y.  10016  (212)  340-5295 
(24-hour  service)  PM5/88 


pltysicians  in  the  news 


Stephen  P.  Dunn,  MD,  has  been  named 
director  of  the  Kidney  and  Liver  Trans- 
plant Program  at  St.  Christopher’s 
Hospital  for  Children,  Philadelphia. 

George  E.  Ehrlich,  MD,  Philadelphia, 
has  been  elected  an  honorary  member  of 
the  Indian  Rheumatism  Association. 

Howard  A.  Zaren,  MD,  Philadelphia, 
has  been  appointed  vice  chairman  of 
general  surgery  at  the  Medical  College 
of  Pennsylvania. 

David  R.  Brill,  MD,  Danville,  chairman 
of  the  State  Society’s  Commission  on 
Pubhc  Health  and  Toxic  Subst2mces, 
has  been  appointed  to  the  Pubhc  Advi- 
sory Committee  of  the  Department  of 
Environmental  Resources.  The  commit- 
tee will  oversee  the  development  of  a 
low-level  radioactive  waste  disposal  fa- 
cihty  in  Pennsylvania. 

William  P.  Graham  III,  MD,  Hershey, 
was  reelected  secretary  of  the  American 
Society  for  Aesthetic  Plastic  Surgery 
during  its  annual  meeting  in  March. 

Donald  H.  Huffer,  MD,  recently  re- 
ceived honors  from  the  State  Society 
for  50  years  of  service.  He  is  a general 
practitioner  and  internist  in  York. 

The  Third  Annual  Manstein  Family 
Foundation  Lectureship  in  Plastic  Sur- 
gery was  held  recently  at  the  Albert 


Einstein  Medical  Center,  Philadelphia. 
Robert  Goldwyn,  MD,  professor  of  plas- 
tic surgery  at  Harvard  Medical  School 
and  editor-in-chief  of  the  Journal  of 
Plastic  and  Reconstructive  Surgery, 
spoke  on  “Medical  Writing  for  the  Pub- 
lic.’’ Carl  H.  Manstein,  MD,  George 
Manstein,  MD,  and  Mark  Eric  Man- 
stein, MD,  practice  plastic  surgery  to- 
gether in  Philadelphia. 

Howard  H.  Steel,  MD,  PhD,  Philadel- 
phia, chief  surgeon  at  Shriners  Hospital 
for  Crippled  Children  £md  professor  of 
orthopedic  surgery  at  the  Temple  Uni- 
versity School  of  Medicine,  recently  re- 
ceived a Temple  Alumni  of  the  Year 
Award. 

Richard  G.  Schmidt,  MD,  one  of  the  few 
orthopedic  oncologists  in  the  country, 
has  joined  the  department  of  orthopedic 
surgery  at  the  Graduate  Hospital,  Phil- 
adelphia. 

Melvin  Singer,  MD,  director  of  resi- 
dency education  at  the  Institute  of 
Pennsylvania  Hospital,  has  been  named 
one  of  the  recipients  of  the  Deans 
Award  for  Excellence  in  chnical  teach- 
ing by  the  University  of  Pennsylvania 
Mediced  Center. 

Two  physicians  in  the  Geisinger  health 
care  system  have  been  given  new  posi- 
tions. Joseph  A.  Weader,  MD,  has  been 
appointed  president  of  the  Geisinger 


CUnic.  Physicians  in  the  clinic  dehver 
patient  services,  conduct  medical  edu- 
cation programs,  and  engage  in  biome- 
dical and  clinical  research.  Joseph  J. 
Mowad,  MD,  has  been  n^uned  a senior 
vice  president  of  the  Geisinger  Founda- 
tion. 

The  National  Kidney  Foundation  of 
Western  Pennsylvania  recently  honored 
Henry  T.  Bahnson,  MD,  retired  chair- 
man of  the  University  of  Pittsburgh 
School  of  Medicine’s  department  of  sur- 
gery, with  the  Gift  of  Life  Award. 

Rodrigue  Mortel,  MD,  professor  of  ob- 
stetrics and  gynecology  and  chairman 
of  the  department  of  obstetrics  and 
gynecology  at  the  Milton  S.  Hershey 
Medical  Center,  has  been  n2uned  one  of 
six  Robert  Wood  Johnson  Health  Policy 
Fellows  by  the  National  Academy  of 
Sciences  Institute  of  Medicine.  The  fel- 
lowship will  enable  Dr.  Mortel  to  study 
for  one  year  how  health  policy  issues 
are  addressed  in  our  pohtical  system. 

Bernard  Sigel,  MD,  professor  and  chair- 
man of  the  department  of  surgery  at 
the  Medical  College  of  Pennsylvania, 
has  been  awarded  an  honorary  doctoral 
degree  from  the  Universite  Pierre  et 
Marie  Curie  in  Paris. 

William  F.  Donaldson  Jr.,  MD,  medical 
director  of  Children’s  Hospital,  and 
Lawrence  D.  Ellis,  MD,  clinical  profes- 
sor of  medicine  at  the  University  of 
Pittsburgh,  received  the  University  of 
Pittsburgh’s  Bicentennial  Medallion  of 
Distinction.  The  aw^lrd  is  given  to  Uni- 
versity alumni  whose  scholarship,  lead- 
ership, and  services  have  brought  honor 
to  the  University.  Dr.  Doneddson  gradu- 
ated from  Pitt  in  1943  and  specializes  in 
orthopedic  medicine.  Dr.  EUis  received 
his  doctorate  from  Pitt  in  1958.  He  spe- 
cializes in  hematology. 

Myron  Yanoff,  MD,  has  been  appointed 
professor  ^md  chairman  of  the  depart- 
ment of  ophthalmology  at  Hahnemann 
University.  Dr.  Yanoff  will  assume  his 
duties  on  September  1 after  he  returns 
from  a six-month  sabbatical  to  West 
Germany,  where  he  is  conducting  oph- 
thalmic research  as  the  recipient  of  the 
Senior  U.  S.  Scientist  Aw^u•d. 


Richard  T.  Bell,  MD,  president  of  the  Berks  County  Medical  Society  presents  R.  William 
Alexander,  MD,  chairman  of  the  Pennsylvania  delegation  to  the  American  Medical  Asso- 
ciation, with  an  oil  portrait  in  recognition  of  Dr.  Alexander’s  serving  as  136th  president  of 
the  State  Society.  The  portrait  will  hang  in  the  county  headquarters  in  Reading. 
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Consider  the 
causative  organisms. 


cefaclor 


250-mg  Pulvules®  t.i.d. 
offers  effectiveness  against 
the  major  causes  of  bacteriai  bronchitis 

Haemophilus  influenzae  and  Streptococcus  pneumoniae 

(ampicillin-susceptible  and  ampicillin-resistant) 


Note:  Ceclor  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to 
penicillin-allergic  patients. 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophy- 
laxis of  rheumatic  fever.  See  prescribing  information. 


Ceclor®  (cefaclor) 

Summary.  Consult  the  package  literature  tor 
prescribing  information. 

Indication:  Lower  respiratory  infections, 
inciuding  pneumonia,  caused  by  Streptococcus 
pneumoniae,  Haemophilus  influenzae,  and 
Streptococcus  pyogenes  (group  A^-hemolytic 
streptococci). 

Contraindication: 

Known  ailergy  to  cephalosporins. 

Warnings: 

CECLOR  SHOULD  BE  AOrJINISTERED  CAUTIOUSLY  TO 
PENICILLIN-SENSITIVE  PATIENTS.  PENICILLINS  AND  CEPHA- 
LOSPORINS SHOW  PARTIAL  CROSS-ALLERGENICITY.  POSSI- 
BLE REACTIONS  INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  coiitis  has  been 
reported  with  virtuaily  aii  broad-spectrum  anti- 
biotics. it  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea. 
Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in 
antibiotic-associated  colitis. 


Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic 
reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms. 

• Positive  direct  Coombs'  tests  have  been  re- 
ported during  treatment  with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in 
the  presence  of  markedly  impaired  renal  func- 
tion. Although  dosage  adjustments  in  moderate 
to  severe  renal  impairment  are  usually  not 
required,  careful  clinical  observation  and  labo- 
ratory studies  should  be  made. 

• Broad-spectrum  antibiotics  should  be  pre- 
scribed with  caution  in  individuals  with  a his- 
tory of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  deter- 
mined in  pregnancy,  lactation,  and  infants  less 
than  one  month  old.  Ceclor  penetrates  mother's 
milk.  Exercise  caution  in  prescribing  for  these 
patients. 

Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are 
uncommon.  Those  reported  include: 


• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  of  pseudomembranous  colitis  may 
appear  either  during  or  after  antibiotic  treat- 
ment. 

• Hypersensitivity  reactions  (including  mor- 
billiform eruptions,  pruritus,  urticaria,  and 
serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Ste- 
vens-Johnson  syndrome]  or  the  above  skin 
manifestations  accompanied  by  arthritis/ 
arthralgia  and,  frequently,  fever):  1 ,5%;  usually 
subside  within  a few  days  after  cessation  of 
therapy.  Serum-sickness-like  reactions  have 
been  reported  more  frequently  in  children  than 
in  adults  and  have  usually  occurred  during  or 
following  a second  course  of  therapy  with 
Ceclor.  No  serious  sequelae  have  been 
reported.  Antihistamines  and  corticosteroids 
appear  to  enhance  resolution  of  the  syndrome. 

• Cases  of  anaphylaxis  have  been  reported,  half 
of  which  have  occurred  in  patients  with  a his- 
tory of  penicillin  allergy. 

• As  with  some  penicillins  and  some  other 
cephalosporins,  transient  hepatitis  and  chole- 
static jaundice  have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nerv- 


ousness, insomnia,  confusion,  hypertonia, 
dizziness,  and  somnolence  have  been  reported. 

• Other:  eosinophilia,  2%;  genital  pruritus  or 
vaginitis,  less  than  1%;  and,  rarely,  throm- 
bocytopenia. 

Abnormalities  in  laboratory  results  of  uncertain 
etiology 

• Slight  elevations  in  hepatic  enzymes. 
•Transient  fluctuations  in  leukocyte  count 
(especially  in  infants  and  children). 

• Abnormal  urinalysis:  elevations  in  BUN  or 
serum  creatinine. 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with 

Benedict's  or  Fehling's  solution  and  Clinitest® 
tablets  but  not  with  Tes-Tape®  (glucose 
enzymatic  test  strip,  Lilly).  iobizbzl] 
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ew  members 


ALLEGHENY  COUNTY 

Majed  Aljandali,  MD,  Gen.  Surg.,  102B  Glen  Inverness  Dr, 
Glenshaw  15116 

James  J.  Alonzo,  MD,  Ob/Gyn,  6200  Steubenville  Pike, 
Robinson  Twp.  15136 

Jeanne  A.  Bauman,  MD,  Diagnostic  Radiology,  26A  Bethany 
Dr,  Pittsburgh  15215 

Patricia  L.  Dalby,  MD,  Anesthesiology,  137  E Sycamore  St., 
Pittsburgh  15211 

Maryjane  Ellison,  MD,  Diagnostic  Radiology,  418  N.  Taylor 
Ave  , Pittsburgh  15212 

James  G.  Fieseher,  MD,  Family  Practice,  615  Edgewood 
Rd  , Forest  Hills  15221 

Robert  M.  Fine,  MD,  Radiology,  2600  Haymaker  Rd., 
Monroeville  15146 

Philip  R.  Goldstein,  MD,  Cardiovascular  Diseases,  1120-11, 
19  North  Dr,  Pittsburgh  15217 

Daniel  M.  Graff,  MD,  Pediatrics,  4815  Liberty  Ave., 
Pittsburgh  15224 

Peter  L.  James,  MD,  Radiology,  5820  Elwood  St.,  #31, 
Pittsburgh  15232 

Shadrach  H.  Jones,  MD,  Internal  Med.,  614  Whitney  Ave., 
Pittsburgh  15221 

Charlotte  A Kaplon,  MD,  Family  Practice,  654  Woodcrest 
Dr,  Pittsburgh  15205 

James  B.  Minshull,  MD,  Internal  Med.,  10420  Frankstown 
Rd.,  Pittsburgh  15235 

Isabella  M.  Picciotti,  MD,  Anesthesiology,  211  Glenhaven 
Ln  , Pittsburgh  15238 

Soraya  Z.  Radfar,  MD,  Psychiatry,  265  Hazel  Dr,  Pittsburgh 
15228 

Pamela  J.  Rizk,  MD,  Pediatrics,  4815  Liberty  Ave.,  Ste.  120, 
Pittsburgh  15224 

George  L.  Rosenberg,  MD,  Ob/Gyn,  413  4th  Ave.,  Tarentum 
15084 

Raja  Saradar,  MD,  Pediatrics,  147  Whipple  St.,  Pittsburgh 
15218 

Jeffrey  D.  Thatcher,  MD,  Internal  Med.,  651  Holiday  Dr, 
Foster  Plaza  5,  Pittsburgh  15220 

ARMSTRONG  COUNTY 

Clyde  J,  Schultheis,  MD,  Radiology,  27  Irving  St.,  #4, 
Worcester,  MA  01609 

BEAVER  COUNTY 

James  P.  McKenna,  MD,  Family  Practice,  Center  Place  Med. 
Offices,  131  Pleasant  Dr,  Aliquippa  15001 

BERKS  COUNTY 

Steven  J.  Badeen,  MD,  Internal  Med.,  317  N.  6th  St.. 
Reading  19601 

Phyllis  A.  Parcella,  MD,  Anesthesiology,  Reading  Hosp.,  6th 
Ave.  & Spruce  St.,  Reading  19611 

BUCKS  COUNTY 

Daniel  Braslow,  DO,  Gen  Practice,  834  Dolington  Acres 
Rd..  Newtown  18940 

BUTLER  COUNTY 

Robert  A McNerney,  DO,  Internal  Med  , Cooperstown  Prof. 
Plz  , Roufe  8,  RD  3.  Box  450B,  Valencia  16059 

Edward  H.  Sawicki,  MD,  Family  Practice,  310  Center  St., 
Slippery  Rock  16057 

CAMBRIA  COUNTY 

Robert  W.  Maitlen,  MD,  Family  Practice.  48  Venango  St.. 
Johnstown  15905 

Josphat  A.  Nginyo,  MD,  Ob/Gyn,  135  Osborne  St., 
Johnstown  15905 

CENTRE  COUNTY 

Gregory  D Cook,  MD,  Emergency  Med  . 26  High  Meadow 
Ln  , State  College  16803 

CLEARFIELD  COUNTY 

Donald  D.  McFadden,  MD,  Gen.  Surg.,  1212  Turnpike  Ave., 
Clearfield  16830 


CUMBERLAND  COUNTY 

AM  Ahmed.  MD,  Psychiatry,  890  Poplar  Church  Rd.,  Ste. 
204,  Camp  Hill  17011 

Arturo  S.  Tecson,  MD,  Psychiatry,  803  Cobblestone  Court, 
Hershey  17033 

DAUPHIN  COUNTY 

James  O.  Ballard  III.  MD,  Hematology,  Div,  of  Hematology, 
M.  S.  Hershey  Med.  Ctr,  Hershey  17033 

Marc  J.  Gorayeb.  MD,  Emergency  Med.,  Hershey  Med.  Ctr, 
Hershey  17033 

Kevin  J.  Kelly,  MD.  Family  Practice,  4300  Devonshire  Rd., 
Harrisburg  17109 

Jonathan  B Tocks,  MD,  Family  Practice,  512  Gale  Rd  , 
Camp  Hill  17011 

Frank  J.  Voipe,  MD,  Pediatrics,  Keystone  Health  Plan 
Central,  PO  Box  8812,  Camp  Hill  17011 

DELAWARE  COUNTY 

Jerold  Kaufman.  MD,  Diagnostic  Radiology,  704  Manchester 
Ave.,  Media  19063 

ERIE  COUNTY 

Marc  A.  Flitter,  MD,  Neurological  Surg.,  104  E.  2nd  St.,  Erie 
16507 

FAYETTE  COUNTY 

Thomas  J Spinuzza,  MD,  Radiology,  Uniontown  Hosp., 
Uniontown  15401 

FRANKLIN  COUNTY 

Garrett  H.  Blanchet,  MD,  Family  Practice.  6155  Anthony 
Highway,  Mt,  Alto  17237 

Mark  P.  Dobish,  MD,  Gastroenterology,  120  N.  7th  St.,  Ste. 
201,  Chambersburg  17201 

LANCASTER  COUNTY 

Robert  M.  Howse,  MD,  Family  Practice,  137  N.  Duke  St., 
Lancaster  17602 

Helene  C.  Lebischak,  MD.  Pediatrics,  555  N.  Duke  St.,  PO 
Box  3555,  Lancaster  17603 

Timothy  W Swinton,  MD.  Family  Practice,  820  N.  Duke  St., 
Lancaster  17602 

LEBANON  COUNTY 

George  T.  Loose.  DO,  Gen,  Practice,  1305  E.  Main  St., 
Palmyra  17078 

LEHIGH  COUNTY 

Sarah  J,  Fernsler,  MD,  Pediatrics,  1831  Linden  St., 
Allentown  18104 

LUZERNE  COUNTY 

James  A.  Clarke,  MD,  Family  Practice,  Corner  Foote  & 
Adams  Sts.,  Duryea  18642 

Florence  R.  Fruehan,  DO,  Family  Practice,  540  Pierce  St., 
Kingston  18704 

Toni  J H.  Parmelee,  DO,  Family  Practice,  540  Pierce  St,, 
Kingston  18704 

LYCOMING  COUNTY 

John  C,  Bleichner,  MD,  Pathology,  1100  Grampian  Blvd., 
Williamsport  17701 

Joseph  J.  Brennan,  MD,  Diagnostic  Radiology,  1116 
Woodmont,  Williamsport  17701 

Richard  V.  N.  Homan.  MD.  Family  Practice,  699  Rural  Ave., 
Williamsport  17701 

David  G.  Joco,  MD,  Anesthesiology,  Divine  Providence 
Hosp.,  1100  Grampian  Blvd.,  Williamsport  17701 

Warren  L.  Robinson  Jr,  MD,  Hematology,  1100  Grampian 
Blvd.,  Williamsport  17701 

Craig  L.  Stabler,  MD,  Orthopedic  Surg  , 55  Valley  Heights 
Dr  , Williamsport  17701 

MERCER  COUNTY 

Derhymere  L Cole,  DO.  Radiology.  854  Dogwood  Ln., 
Hermitage  16148 


MONROE  COUNTY 

Craig  A.  Sabre,  MD,  Family  Practice,  1236  Washington  St., 
#203,  Easton  18042 

MONTGOMERY  COUNTY 

Vincent  J.  Depillis,  MD,  Pathology,  Bryn  Mawr  Hosp.,  Bryn 
Mawr  19010 

Shivraj  J.  Desai,  MD,  Pulmonary  Diseases,  3771  Freemont 
Rd.,  South  Euclid,  OH  44121 

Nora  Faynberg,  MD,  Gen.  Practice,  5827  Rising  Sun  Ave., 
Philadelphia  19120 

Christine  Jaworsky,  MD,  Dermatopathology,  1600  Garrett 
Rd.,  G109,  Upper  Darby  19082 

Maria  T.  Reis,  MD,  Psychiatry,  1762  Steaigere  St., 
Norristown  19401 

William  S.  Scott,  MD.  Family  Practice,  501  Valley  Rd., 
Melrose  Park  19126 

Bruce  Weiner,  MD,  Gen.  Surg.,  21  W.  Fornance  St., 
Norristown  19401 

Cheryl  Jo  White,  MD,  Infectious  Diseases,  MSDRL  BI3-4, 
West  Point  19486 

Antonios  Zikos,  DO,  Internal  Med.,  2035  N.  John  Russell, 
Elkins  Park  19117 

MONTOUR  COUNTY 

William  J.  Cochran,  MD,  Pediatrics,  Geisinger  Med.  Ctr., 
Danville  17822 

Charles  W.  McGill,  MD.  Plastic  Surg.,  Geisinger  Med.  Ctr., 
Danville  17822 

David  F,  McKinley.  MD,  Pediatrics,  Geisinger  Med.  Ctr., 
Danville  17822 

James  L.  Perruquet,  MD,  Internal  Med.,  502  Laura  Dr, 
Danville  17821 

George  Tenedios,  MD,  Pediatrics,  Geisinger  Med.  Ctr,  Dept, 
of  Anesthesia,  Danville  17822 

Jerry  R Youkey,  MD,  Vascular  Surg  , CVTS  Geisinger  Med 
Ctr,  Danville  17822 

NORTHAMPTON  COUNTY 

Vasundhara  Kakodkar,  MD,  Pediatrics,  Lafayette  Hills,  #2H, 
Easton  18042 

George  M Watkins,  MD,  Gen.  Surg.,  Easton  Hosp.,  21st  & 
Lehigh  Sts.,  Easton  18042 

NORTHUMBERLAND  COUNTY 

Stanley  Y Byun,  MD,  Radiology,  RD  4,  Box  47C, 
Selinsgrove  17870 

Anthony  C Catalano,  MD,  Gen.  Surg.,  300  Washington  St.. 
Sunbury  17801 

PHILADELPHIA  COUNTY 

Michael  I Abraham.  DO,  Gen.  Surg.,  Metropolitan  Hosp., 
Ste.  42,  201  N.  8th  St.,  Philadelphia  19106 

Steven  L Cahan,  MD,  Ophthalmology,  2 Penn  Blvd.,  Ste. 
110,  Philadelphia  19144 

John  P Decarlo,  MD,  Gen  Practice,  7432  Torresdale  Ave  , 
Philadelphia  19136 

William  R.  Dubin,  MD,  Psychiatry,  Philadelphia  Psychiatric 
Ctr,  Ford  Rd.  & Monument  Ave.,  Philadelphia  19131 

Dorothy  E.  Dugger,  MD,  Psychiatry,  6363  Woodbine  Ave., 
Philadelphia  19151 

Thomas  Falone,  DO,  Family  Practice,  1439  E.  Passyunk 
Ave.,  Philadelphia  19147 

Rosann  D Farber,  DO,  Gen.  Practice,  2121  Benson  St.,  2nd 
Floor.  Philadelphia  19152 

Marianne  E.  FeitI,  MD.  Ophthalmology,  51  N.  39th  St., 
Philadelphia  19104 

Nathaniel  S.  Feldman,  MD,  Internal  Med.,  1835  S.  Broad  St., 
Philadelphia  19148 

David  E.  Galinsky,  MD,  Internal  Med.,  D103  Presidential 
Apts.,  City  Line  & Presidential  Blvd.,  Philadelphia  19131 

Bernard  W,  Godwin  Jr.,  MD,  Allergy,  332  S.  4th  St., 
Philadelphia  19106 

Denise  A.  Hamilton,  MD,  Geratrics,  1939  Fawn  Dr,  Laverock 
19118 

Debra  L.  Hudes,  MD,  Internal  Med.,  405  Lodges  Ln.,  Elkins 
Park  19117 
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SARAmOS 

&GONRINY 


Dr.  S.  Randy  Sarantos,  President 

The  Doctors' Money  Doctor 

Investment  Management  Services 

Pension,  Personal  and  Childrens’  Edu- 
cational Asset  Management  Programs 

Tbtal  Financial  Planning  Services 

Wide  selection  of  10  different  financial 
plans  for  every  budget  level 

Insurance  Advisory  Services 

Custom-designed  Insurance  and  Risk 
Management  programs 

Practice  Management  Services 

Buy/Sell,  Associate  Advisory  Services, 
Practice  Evaluations,  Cash-Flow  Analysis 

Seminar  Education  Services 

Special  Financial  Seminar  programs  for 
professional  societies,  groups  & 
institutions 

Exclusive  Marketing  Agents  For: 


Pro-Tbch 

Practice  Evaluations 

Low-cost  Expanded 
Option  Analysis,  including 
180  values  for  your 
practice. 


National  Association 
of  Doctors  (NAD) 

Exclusive  agents  in 
Eastern  PA,  NJ  and  CT, 
providing  low-cost,  high 
quality  financial  services. 


Y 


Name . 


ES:  1 would  like  to  know  more  about  Professional 

Financial  Services.  Please  send  me  a free  brochure. 


Address  . 
City 


. State . 


. Zip . 


Sarantos  & Company,  Inc.  240  Cedar  Knolls,  Rd.,  Suite  310 
Cedar  Knolls,  NJ  07927  (201)  539-4000 

— OR  CALL  1-800-223-0164  — 


PITTSBVRGtrS  Omr  RIVERFKOm'  RESORT. 


TAKE  A 

r-BREAK  FROM  THE-i 
CONVENTIONAL. 


DISCOVER  THE 
SHERATON  HOTEL  AT 
STATION  SQUARE. 


Schedule  your  next  meeting  or  event 
at  Pittsburgh's  best  Wondrous  amenities 
compliment  the  spectacular  view  of  the 
reflecting  rivers  and  sparkling  downtown 
skyline. 


Enjoy  the  privacy  and  comfort  of  our 
beauti^lly  equipped  facilities  which  are 
perfect  for  any  business  or  social  function; 

• 15  Conference  and  Dining  Rooms; 

• 3 Luxurious  Conference  Suites; 

• Complete  Entertainment  Complex; 

• Ballroom  Accommodating  up  to 
1400  Persons; 

• and  reasonably  priced,  newly- 
decorated  rooms  for  overnight  stay. 


Let's  face  it  - all  work  and  no  play  is  no 
way  to  sp>end  your  stay.  So  take  advantage 
of  our  convenient  location.  You're  Just 
steps  away  from  sixty  unique  specialty 
shops  at  nearby  Station  Square  and  the 
Gateway  Clipper  Fleet  docked  alongside 
the  Hotel.  You  can  linger  by  our  indoor 
pool  or  relax  in  the  whirlpool.  Or  enjoy 
elegant  dining  at  RELECTIONS,  one  of 
the  city's  finest  restaurants. 


Call  our  Sales  Department  to  receive  a 
complete  facilities  brochure  which  includes 
every  seating  arrangement,  menu  and  room 
layout  Call  today.  (4X2)  26X"2000» 


The  Sheraton  Hotel 
at  Station  Square 

7 STATION  SQUARE  DRIVE.  PITTSBURGH.  PA  15219  (412)  261-2000 

TOLL  FREE:  800/325-3535 


The  principals  of  Sarantos  & Company.  Inc  . a Registered  Investment  Advisor,  are  also  represen- 
tatives of  Integrated  Resources  Equity  Corp  . Member  NASD  & SIPC,  and  a registered  broker  dealer 


x:  recurrent  herpes  lobialis 


.\ur 


HeRpecm- 


fe-: 

"S?.- 


In  Pennsylvania, 


“HERPECIN-L  is  my  treatment  of  choice  for 

perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  dds,  MN 

“HERPECIN-L^.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . • HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write;  Campbell  Laboratories, 
Inc..  P.O.  box  812-MD,  FDR  STATION,  NEW  YORK,  N.Y, 
10150 


HERPECIN-L  is  available  at  all  Brooks,  Eckerd, 


Rea  & Derick,  Revco,  RiteAid,  Thrift  and  other  select  pharmacies. 


new  members 


Diane  K.  Jorkasky,  MD,  Internal  Med-,  2415  Wayland  Rd., 
Berwyn  19312 

Audrey  K.  Kleeman,  MD,  Internal  Med.,  9600  Roosevelt 
Blvd  , Philadelphia  19115 

Arthur  M.  Lerner,  MD,  Internal  Med  , 7622  Ogontz  Ave., 
Philadelphia  19150 

Ralph  J.  Marino,  MD,  Physical  Med./Rehabililalion,  111  S. 
11th  St.,  Ste.  9605,  Philadelphia  19107 

Lynn  E Morgenlander,  MD,  Anesthesiology,  Unit  2 Rex  Ct., 
Rex  Ave  , Philadelphia  19118 

Charles  W.  Norris  III,  MD,  Internal  Med.,  408  Rices  Mill  Rd., 
Wyncote  19095 

Sharon  R.  Roseman,  MD,  Gastroenterology,  1532  Naudain 
St.,  Philadelphia  19146 

David  S.  Tabby,  DO,  Neurology,  121  Argyle  Rd.,  Ardmore 
19003 

Lynda  T.  Thomas,  MD,  Ob/Gyn,  459  W,  School  House  Ln,, 
Philadelphia  19144 

Nicholas  H,  Truong,  MD,  Internal  Med.,  133  E.  Lehigh  Ave., 
Philadelphia  19125 

Samuel  C.  Vrooman,  MD,  Inlernal  Med.,  782  N.  Croskey  St., 
Philadelphia  19130 

VENANGO  COUNTY 

Joel  B.  Keats,  MD,  Radiology,  1 Spruce  St.,  Franklin  16323 

Sulochana  L.  Pradhan,  MD,  Pathology,  149  1/2  E.  Bissell 
Ave  , Oil  City  16301 

WASHINGTON  COUNTY 

David  C.  Mitlell,  MD,  Family  Practice,  129  Rockigham  Ln., 
McMurray  15317 

Cornelius  P O'Sullivan,  MD,  Diagnostic  Radiology,  500 
Tripoli  St.,  Ste.  211,  Pittsburgh  15212 

WESTMORELAND  COUNTY 

Helen  A.  P.  Davis,  MD,  Ophthalmology,  609  N.  Church  St., 
Mt.  Pleasant  15666 

Victor  F.  Jabbour,  MD,  Family  Practice,  777  Harvey  Ave  , 
Greensburg  15601 


Karen  A.  Malelta,  MD,  Family  Practice,  104  W.  2nd  Ave., 
Latrobe  15650 

YORK  COUNTY 

Arthur  M.  Calabretia,  MD,  Plastic  Surg.,  50  Wyntre  Brooke 
Dr , York  17403 

STUDENTS 

David  B.  Agus,  4418  Spruce  St.,  #E-1,  Philadelphia  19104 
Phyllis  Armstead,  2029  Arch  St.,  Philadelphia  19103 
Stuart  S.  Barish,  117  N.  15th  St.,  #706,  Philadelphia  19102 
Robert  B Belser  Jr.,  3600  Chestnut  St.,  PO  Box  807, 
Philadelphia  19104 

Susan  F.  Borys,  5450  Wissahickon  Ave.,  #332,  Philadelphia 
19144 

Susan  R.  Bradshaw,  120  Ruskin  Ave.,  #208,  Pittsburgh 
15213 

John  E.  Bulerbaugh,  2967  School  House  Ln.,  #710, 
Philadelphia  19144 

Martha  C.  Carlough,  1118  Lombard  St,,  #10,  Philadelphia 
19147 

Sungji  Chai,  Hershey  Med.  Ctr.  Box  1639,  PO  Box  850, 
Hershey  17033 

Holly  L.  Clute,  328  S.  45th  St.,  #B5,  Philadelphia  19104 
Elizabeth  J.  Cobbs,  5213  Greene  St.,  2R,  Philadelphia 
19144 

Douglas  S,  Cosgrove,  RD  1,  Box  154A,  Sawmill  Rd.,  New 
Hope  18938 

Terry  L,  Donat,  1726  Sansom  St.,  3rd  Floor,  Philadelphia 

19103 

David  E.  Driban,  1218  Walnut  St,,  #604,  Philadelphia  19107 
Catherine  M.  Florio,  950  Walnut  St.,  #511  Barringer  Bldg., 
Philadelphia  19107 

Linda  K.  Frankel,  332  S.  21  si  St.,  Philadelphia  19103 
Patricia  A,  Freeman,  3900  Chestnut  St.,  #633,  Philadelphia 

19104 

Josue  P-  Gabriel,  431 1 Spruce  St.,  #C-1,  Philadelphia  19104 
Blaze  R.  Gusic,  4014  Spruce  Si.,  Philadelphia  19104 
Randy  S.  Haluck,  166  University  Manor  Apts.,  Hershey 
17033 

Maria  B.  Herrada,  406  PWH,,  2201  Bryn  Mawr  Ave., 
Philadelphia  19131 

Steven  B.  Hopson,  501  W.  Manheim  St.,  #10D,  Philadelphia 
19144 


Lillian  Hwee,  1944  S.  151h  St.,  Philadelphia  19145 
Dennis  L.  Incorvati,  175  Geneva  Dr,  Aliquippa  15001 
Larry  S.  Keller,  2739  Cranston  Rd.,  Philadelphia  19131 
Linda  M.  Kelley,  133  W.  Washington  Ln.,  Philadelphia  19144 
Sharon  A Kistler,  2028  Spring  Garden  St,,  Philadelphia 
19130 

Elizabeth  A.  Kraus,  3504  5th  Ave.,  #1,  Pittsburgh  15213 
John  S,  Kuo,  Univ.  of  PA,  Box  267,  Med  Ed.  Bldg., 
Philadelphia  19104 

Robert  E.  Lazarus,  3549  Churchill  Ln.,  Philadelphia  19114 
Bernadette  A.  Macart,  3600  Chestnut  St.,  Box  666, 
Philadelphia  19104 

John  M,  Maris,  4530  Osage  Ave.,  #302-B,  Philadelphia 

19143 

Kathryn  S.  Moffett,  117  University  Manor,  Hershey  17033 
Julie  A Oakes,  204  Cherry  St.,  Erie  16507 
Eric  C.  Phillips,  421 1 Terrace  St,,  Philadelphia  19128 
Frederic  A.  Pugliano,  4035  Locust  St.,  Philadelphia  19104 
Nader  Q.  Qasim,  3600  Chestnut  St.,  Box  616,  Philadelphia 
19104 

Joseph  V.  Queenan,  3933  Pine  St.,  #2F,  Philadelphia  19104 
Heron  G.  Rattray,  English  Manor,  243  W.  Tulpehocken  Ave., 
Philadelphia  19144 

Paul  F.  Reardon,  3219  W.  Couller  St.,  Philadelphia  19129 
Jon  A Reed,  PO  Box  850,  Box  1693,  M S.  Hershey  Med. 
Ctr,  Hershey  17033 

Bruce  H Rockwell,  404C  S.  Croskey  St.,  Philadelphia  19146 
Robert  R.  Rodak,  2730  Cranston  Rd  , Philadelphia  19131 
Stephanie  A,  Rohovsky,  4031  Baltimore,  #1,  Philadelphia 
19104 

Joyce  A.  Schofield,  1709  School  House  Ln  , Ambler  19002 
Mary  E.  Skrypzak,  600  N.  16th  St.,  #D,  Philadelphia  19130 
Rhonda  J.  Smalls,  1629  Church  Ln.,  Philadelphia  19141 
Joseph  A.  Thimons,  120  Ruskin  Ave,,  #719,  Pittsburgh 
15213 

Heidi  P.  Tonken,  230  N.  Craig,  #406,  Pittsburgh  15213 
Christine  R,  Tullius,  8 Runnemede  Ave.,  #3,  Lansdowne 
19050 

Heidi  Vanelkan,  4103  Spruce  St.,  #217,  Philadelphia  19104 
Gary  D.  Vogin,  5547  N.  5th  St.,  Philadelphia  19120 
Merle  E.  Wood,  721  S.  St.,  #A,  Philadelphia  19147 
Linda  L.  Young,  1000  Walnut  St.,  #402,  Philadelphia  19107 
Albert  R.  Zavatsky,  549  W.  Manheim  St.,  3D,  Philadelphia 

19144 
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Ulcer  therapy 
that  ivon’t  yield, 
even  to  smoking 


What  do  you  do  for  duodenal  ulcer  patients  who  should 
stop  smoking,  but  won't?  Both  cimetidine'  and  ranitidine^ 
have  been  shown  less  effective  in  smokers  than 
nonsmokers. 

Choose  CARAFATE®  (sucralfate/Marion).  Two  recent 
studies  show  Carafate  to  be  as  effective  in  smokers  as 
nonsmokers.^'*  A difference  further  illustrated  in  a 
283-patient  study  comparing  sucralfate  to  cimetidine^: 


All  patients 
Smokers 


All  patients 


Ulcer  healing  rates: 

(at  four  weeks  of  therapy)^ 

Sucralfate: 


Cimetidine: 


79.4% 

81.6%* 

76.3% 


Smokers  62.5% 

‘Significantly  greater  than  cimetidine  smoker  group  (P<.05). 


Carafate  has  a unique,  nonsystemic  mode  of  action 
that  enhances  the  body's  own  ulcer  healing  ability  and 
protects  the  damaged  mucosa  from  further  injury. 

When  your  ulcer  patient  is  a smoker,  prescribe  the 
ulcer  medication  that  won't  go  up  in  smoke;  safe, 
nonsystemic  Carafate. 

Nothing  works  like 


r\RAFATE” 

sucralfate/Marion 

Please  see  adjoining  page  for  references  ana  brief  summary  of  prescribing  information. 

082  5 A8 


f\RAFATE* 

(sucralfate)  Tablets 


obituaries 


• Denotes  PMS  membership  at  time  of  death. 


BRIEF  SUMMARY 


CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate 


PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease  While  short-term  treat- 
ment with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a 
successful  course  of  treatment  with  sucralfate  should  not  be  expected 
to  alter  the  post-healing  frequency  or  severity  of  duodenal  ulceration 

Drug  Interactions:  Animal  studies  have  shown  that  simulta- 
neous administration  of  CARAFATE  (sucralfate)  with  tetracycline,  phe- 
nytoin.  digoxin,  or  cimetidine  will  result  in  a statistically  significant 
reduction  in  the  bioavailability  of  these  agents  The  bioavailability  of 
these  agents  may  be  restored  simply  by  separating  the  administration 
of  these  agents  from  that  of  CARAFATE  by  two  hours  This  interaaion 
appears  to  be  nonsystemic  in  origin,  presumably  resulting  from  these 
agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract  The 
clinical  significance  of  these  animal  studies  is  yet  to  be  defined  How- 
ever, because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of 
some  drugs  from  the  gastrointestinal  tract,  the  separate  administra- 
tion of  CARAFATE  from  that  of  other  agents  should  be  considered 
when  alterations  in  bioavailability  are  felt  to  be  critical  for  concomi- 
tantly administered  drugs 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility; 

Chronic  oral  toxicity  studies  of  24  months'  duration  were  conducted  in 
mice  and  rats  at  doses  up  to  1 gm/kg  (12  times  the  human  dose)  There 
was  no  evidence  of  drug-related  tumongenioty  A reproduction  study  in 
rats  at  doses  up  to  38  times  the  human  dose  did  not  reveal  any  indica- 
tion of  fertility  impairment  Mutagenicity  studies  were  not  conducted 

Pregnancy:  Teratogenic  effects  Pregnancy  Category  B Terato- 
genicity studies  have  been  performed  in  mice,  rats,  and  rabbits  at 
doses  up  to  50  times  the  human  dose  and  have  revealed  no  evidence 
of  harm  to  the  fetus  due  to  sucralfate  There  are,  however,  no  ade- 
quate and  well-controlled  studies  in  pregnant  women  Because  ani- 
mal reproduction  studies  are  not  always  predictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  if  clearly  needed 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk  Because  many  drugs  are  excreted  in  human  milk, 
caution  should  be  exercised  when  sucralfate  is  administered  to  a 
nursing  woman 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not 
been  established 


ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only 
rarely  led  to  discontinuation  of  the  drug  In  studies  involving  over 
2,500  patients  treated  with  sucralfate,  adverse  effects  were  reported 
in  121  (4  7%). 

Constipation  was  the  most  frequent  complaint  (2  2%)  Other  adverse 
effects,  reported  in  no  more  than  one  of  every  350  patients,  were 
diarrhea,  nausea,  gastric  discomfort,  indigestion,  dry  mouth,  rash,  pru- 
ritus, back  pain,  dizziness,  sleepiness,  and  vertigo 

OVEROOSAGE 

There  is  no  experience  in  humans  with  overdosage  Acute  oral 
toxicity  studies  in  animals,  however,  using  doses  up  to  12  gm/kg  body 
weight,  could  not  find  a lethal  dose  Risks  associated  with  overdosage 
should,  therefore,  be  minimal 


DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm 
four  times  a day  on  an  empty  stomach 
Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should 
not  be  taken  within  one-half  hour  before  or  after  sucralfate 
While  healing  with  sucralfate  may  occur  during  the  first  week  or 
two,  treatment  should  be  continued  for  4 to  8 weeks  unless  healing 
has  been  demonstrated  by  x-ray  or  endoscopic  examination 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of 
100  (NDC  0088-1712-47)  and  in  Unit  Dose  Identification  Paks 
of  100  (NDC  0088-1712-49)  Light  pink  scored  oblong  tablets  are 
embossed  with  CARAFATE  on  one  side  and  1712  bracketed  by  C's  on 
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Guido  Ascanio,  Laurel,  DE;  Havana  Univer- 
sity School  of  Medicine,  1949;  age  64,  died 
January  7,  1988.  Dr.  Ascanio  was  a family 
practitioner.  • 

Harry  Bail,  Philadelphia;  Temple  University 
School  of  Medicine,  1926;  age  96,  died  March 
2,  1988.  Dr.  Bail  was  a general  practitioner.  • 

Mark  Berger,  Harrisburg;  Hahnemann  Uni- 
versity School  of  Medicine,  1971;  age  42,  died 
February  16,  1988.  Dr.  Berger  specialized  in 
internal  medicine.  • 

Louis  Burkley  III,  Easton;  Jefferson  Medical 
College,  1947;  age  64,  died  Febru£u-y  1,  1988. 
Dr.  Burkley  was  a gynecologist  and  obstetri- 
cian. • 

Peter  L.  Bonafede,  Harrisburg;  Loyola  Uni- 
versity of  Chicago  Stritch  School  of  Medi- 
cine, 1935;  age  81,  died  March  5,  1988.  Dr. 
Bonafede  was  a general  practitioner.  • 

Maurice  Chamock,  Athens,  GA;  University 
of  Pennsylvania  School  of  Medicine,  1922; 
age  90,  died  February  9,  1988.  Dr.  Charnock 
specialized  in  internal  medicine.  • 

Joseph  M.  Dechter,  MonroevUle;  Tufts  Uni- 
versity School  of  Medicine,  1939;  age  75,  died 
March  14,  1988.  Dr.  Dechter  was  a general 
practitioner.  • 

Harold  Everett,  Northampton;  Temple  Uni- 
versity School  of  Medicine,  1939;  age  73,  died 
February  29,  1988.  Dr.  Everett  specialized  in 
internal  medicine.  • 

Thomas  Kerr  Jr.,  Philadelphia;  Syracuse  Uni- 
versity College  of  Medicine,  1944;  age  78, 
died  January  24,  1988.  Dr.  Kerr  was  a gen- 
eral surgeon.  • 

Rolf  A.  Klein,  Freuildin;  University  of  Ot- 
tawa School  of  Medicine,  1967;  age  46,  died 
December  25,  1987.  Dr.  Klein  was  em  ortho- 
pedic surgeon.  • 

Stanley  C.  Klemek,  Harrisburg;  Temple  Uni- 
versity School  of  Medicine,  1939;  age  73,  died 
February  9,  1988.  Dr.  Klemek  was  an  ortho- 
pedic surgeon. • 

Jules  C.  Landy,  Los  Angeles,  CA;  St.  Louis 
University  School  of  Medicine,  1932;  age  81, 
died  McU-ch  8,  1988.  Dr.  Leuidy  was  a genercil 
practitioner.  • 

Donald  Morel,  Orefield;  Medical  College  of 
Virginia  School  of  Medicine,  1960;  age  54, 
died  March  13,  1988.  Dr.  Morel  practiced  nu- 
clear medicine.  • 


Nicholas  E.  Patrick,  Waverly;  Jefferson  Med- 
ical College,  1939;  age  75,  died  February  22, 
1988.  Dr.  Patrick  speciedized  in  emergency 
medicine.  • 

Bernard  S.  Rossman,  Ventnor,  NJ;  Jefferson 
Medical  College,  1943;  age  70,  died  March  4, 
1988.  Dr.  Rossman  speciedized  in  internal 
medicine.  • 

Joseph  Schnitzler,  Bethlehem;  Elizabeth 
Royal  Hungarian  Medical  College,  1934;  age 
77,  died  February  17,  1988.  Dr.  Schnitzler 
was  a faurdly  practitioner.  • 

Roy  M.  Smith,  Pittsburgh;  University  of 
Pittsburgh  School  of  Medicine,  1928;  age  83, 
died  Meirch  8,  1988.  Dr.  Smith  was  a gynecol- 
ogist and  obstetrician.  • 

Joseph  Steelman,  York;  Philadelphia  College 
of  Osteopathic  Medicine,  1954;  age  59,  died 
February  13,  1988.  Dr.  Steelman  was  a gen- 
eral practitioner.  • 

George  M.  Thoma,  McMurray;  Hahnemann 
University  School  of  Medicine,  1951;  age  62, 
died  March  3,  1988.  Dr.  Thoma  was  a general 
practitioner.  • 

Harry  B.  Trachtenberg,  CoatesvUle;  Temple 
University  School  of  Medicine,  1936;  age  77, 
died  March  18,  1988.  Dr.  Trachtenberg  was  a 
general  surgeon.  • 

Douglas  C.  Wasley,  WadUngford;  Heihnemeum 
University  School  of  Medicine,  1931;  age  79, 
died  February  10,  1988.  Dr.  Wasley  was  a 
genered  practitioner.  • 

Romeo  M.  DiGioia,  Pittsburgh;  University  of 
Pittsburgh  School  of  Medicine,  1955;  age  59, 
died  February  27,  1988.  Dr.  DiGioia  was  a 
general  practitioner. 

Milton  J.  Goldstein,  Scranton;  University  of 
Marylemd  School  of  Medicine,  1927;  age  86, 
died  February  7,  1988.  Dr.  Goldstein  specied- 
ized  in  CEU-diovascular  diseases. 

Panayotis  Papadopoulos,  Pittsburgh;  Uni- 
versity of  Athens,  1945;  age  70,  died  Febru- 
ary 24,  1988.  Dr.  Papadopoulos  was  a family 
practitioner. 


The  Educational  and  Scientific  Trust  of  the 
Pennsylvania  Medical  Society  provides 
you  with  a way  to  make  a significant  state- 
ment honoring  the  memory  of  and  paying 
tribute  to  your  colleagues  who  are  de- 
ceased. Send  your  tax-deductible  memo- 
rial gift  to  the  PMS  Educational  and  Scien- 
tific Trust,  20  Erford  Road,  Lemoyne,  PA 
17043.  All  gifts  will  be  acknowledged. 
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classified  advertising 


Emergency  physician  — Full-time  opportu- 
nities in  the  PA,  NY,  and  NJ  area.  Must  be 
experienced.  Board  eligibility  and  ACLS  certi- 
fication preferred.  Salary  range  $80,000  plus 
malpractice  insurance  and  benefits.  Part-time 
positions  also  available.  Send  resume  to 
AES,  Inc.,  ATTN:  Joseph  Grilli,  COO,  Box 
2510,  Wilkes-Barre,  PA  18703;  or  call  (717) 
825-5333  collect. 

Pennsylvania  — Emergency  physicians  sys- 
tem. Needs  several  full-time  emergency  phy- 
sicians for  Western  Pennsylvania  area  emer- 
gency departments.  Independent  contractor 
arrangements.  The  system  is  on  a “fee  for 
service”  basis.  Contact:  (412)  228-3400  for 
an  interview  appointment. 

ER  physicians  — Full-time/part-time  posi- 
tions available  NJ,  PA,  NY.  Emergency  medi- 
cine experience  preferred.  Guaranteed  com- 
pensation and  paid  malpractice.  For  more 
information  call  (215)  521-5100  (within  PA),  1- 
800-TRAUMA6  (outside  PA),  or  send  CV  to 
Trauma  Service  Group  PC,  Scott  Plaza, 
Building  Two,  Suite  114,  Philadelphia,  PA 
19113. 

Trained  emergency  medicine  physician 
needed  immediately  for  full-time  position  in 
busy  155-bed  community  hospital  in  Central 
Pennsylvania.  Send  CV  to  Michael  Daniloff, 
President,  Evangelical  Community  Hospital, 
Lewisburg,  PA  17837. 


PHYSICIANS  WANTED 

Emergency  room  physician  — For  growing 
emergency  department  in  Northeast  Pennsyl- 
vania. Full-time  position  for  Board  certified/ 
eligible  emergency  physician.  Competitive 
salary  and  benefits  package.  Contact  Robert 
Lynn,  (21 5)  258-7361  or  send  curriculum  vitae 
to  MESA,  PO  Box  2346,  Lehigh  Valley,  Penn- 
sylvania 18001. 

Orthopedic  surgeon  wanted  for  well  estab- 
lished solo  practice  in  eastern  Pennsylvania. 
Patients  drawn  from  county  of  250,000  in 
Pennsylvania  Dutch  country.  Owner  will  retire 
soon.  Write  to  Box  236,  Pennsylvania  Medi- 
cine, 20  Erford  Road,  Lemoyne,  PA  17043. 

New  York,  Buffalo  — Seeking  full-time  and 
part-time  physicians  residency  trained  in 
emergency  medicine  or  primary  specialty  for 
32,000  annual  volume  emergency  depart- 
ment. Directorship  available.  Attractive  com- 
pensation, malpractice  insurance  and  benefit 
package  available  to  full-time  physicians. 
Contact:  Emergency  Consultants,  Inc.,  2240 
S.  Airport  Rd.,  Room  27,  Traverse  City,  Ml 
49684;  1-800-253-1795  or  in  Michigan  1-800- 
632-3496. 

Family  practice  — Rural  Pennsylvania  family 
practitioner  seeks  associate  to  join  his  busy 
practice.  Must  be  Board  certified.  Many  out- 
door recreational  activities  available.  Close  to 
Pocono  Resorts.  Send  CV  to  Box  228,  Penn- 
sylvania Medicine,  20  Erford  Rd.,  Lemoyne, 


PA  17043. 

Internal  medicine  — Board  certified/eligible 
internist  for  practice  opportunity  in  north  cen- 
tral Pennsylvania.  Good  opportunity  for  the 
family  oriented  physician.  Send  CV  to  Box 
229,  Pennsylvania  Medicine,  20  Erford  Road, 
Lemoyne,  PA  17043. 

Urology  — Community  hospital  with  179 
beds  seeks  Board  certified/eligible  urologist 
for  solo  practice.  Many  educational  and  recre- 
ational opportunities  available.  Send  CV  to 
Box  230,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Orthopaedics  — Rural  community  hospital 
with  service  area  of  40,000  residents  search- 
ing for  orthopaedic  surgeon  to  establish  solo 
practice.  Require  Board  certified/eligible. 
Send  CV  to  Box  231 , Pennsylvania  Medicine, 
20  Erford  Rd.,  Lemoyne,  PA  17043. 

Otolaryngology  — 179  bed  community  hos- 
pital needs  otolaryngologist  to  establish  a full- 
time solo  practice  in  its  service  area.  Board 
certified/eligible  status  required.  Close  to  Po- 
cono Resorts.  Send  CV  to  Box  232,  Pennsyl- 
vania Medicine,  20  Erford  Rd.,  Lemoyne,  PA 
17043. 

Dermatology  — Northeastern  Pennsylvania 
community  hospital  seeks  Board  certified/ 
eligible  specialist  to  develop  a solo  practice  in 


Positions  Available 

PHYSICIANS 

Full  or  Part  Time 

MCP  SATELLITE  PRACTICES 

Emergency  Departments 

or 

Urgent  Care  Centers 

OB/GYN — A second  BC/BE  OB/GYN  to  join  rapidly  growing 
practice  in  upper  Roxborough  (Andorra),  in  family  oriented 
medical  center  with  two  internists  and  a pediatrician. 

Contact 

INTERNIST — An  established  internal  general  medicine  group 
in  Northeast  Philadelphia  is  seeking  a fourth  primary  care 
oriented  BC/BE  internist. 

Emergency  Department  Management 
112  Millwood  Drive 
Harrisburg,  PA  17110 

Positions  offer  competitive  salary,  attractive  benefit  and 
incentive  plan,  and  faculty  appointment  at  the  Medical  College 
of  Pennsylvania. 

Interested  applicants  should  send  CV  to  Steven  L.  Zinn,  MD, 
Medical  Director  of  Satellites. 

Emergency 

Department 

Management 

HENRY  AVENUE  MEDICAL  CENTER 
Henry  Ave.  & Cathedral  Rd. 
Philadelphia,  PA  19128 

Equal  Opportunity  Employer,  M/F 
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a service  area  of  40,000  residents.  Many  rec- 
reational activities  available.  Send  CV  to  Box 
233,  Pennsylvania  Medicine,  20  Erford  Rd., 
Lemoyne,  PA  17043. 

Neurology  — Unique  three  hospital  practice 
in  Northeastern  Pennsylvania  is  available  for 
the  right  physician.  This  solo  opportunity  re- 
quires a Board  certified/eligible  physician.  Ex- 
cellent opportunity.  Send  CV  to  Box  234, 
Pennsylvania  Medicine,  20  Erford  Rd.,  Le- 
moyne, PA  17043. 

Northeastern  Pennsylvania  (Recently 
named  one  of  the  top  ten  places  to  live  in  the 
United  States.)  Excellent  opportunity  for  pri- 
mary care  physician  (FP/IM/EM).  Physician 
group  has  immediate  positions.  Competitive 
salary  (70K)  to  start.  Partnership  available  for 
the  right  physician.  Practice  in  modern,  well- 
managed  ambulatory  care/family  practice  of- 
fices. In-patient  care  optional.  Call  (717)  969- 
8899  or  send  resume  to  Physician  Group, 
3738  Birney  Avenue,  Scranton,  PA  18507. 

OB/GYN  — Rural  Northeastern  Pennsylvania 
community  hospital  with  service  area  of 
40,000  seeks  Board  certified/eligible  OB/ 
GYN.  This  solo  opportunity  is  perfect  for  a 
family  oriented  physician  who  enjoys  outdoor 
recreation.  Send  CV  to  Box  235,  Pennsylva- 
nia Medicine,  20  Erford  Rd.,  Lemoyne,  PA 
17043. 

Family  practitioner  — Pocono  Mountain — 
To  join  growing  young  two-man  practice. 
Good  opportunity  for  the  right  person.  Send 
CV  to  Box  237,  Pennsylvania  Medicine,  20  Er- 
ford Rd.,  Lemoyne,  PA  17043. 

A highly  successful  multi-specialty  group 

with  three  orthopaedic  surgeons  is  searching 


for  a fourth  orthopaedist.  All  types  of  general 
orthopaedic  problems  are  treated;  however, 
due  to  the  significant  volume  of  back  injury 
cases  we  encounter,  an  interest  in  spinal  inju- 
ries is  important.  The  income  potential  for  an 
ambitious  orthopaedic  surgeon  is  excellent. 
The  practice  is  located  in  a growing  Mid- 
Atlantic  state  only  twenty  miles  from  a beach 
resort  area.  Baltimore  and  Philadelphia  are 
also  within  close  proximity.  If  you  are  inter- 
ested, please  submit  your  curriculum  vitae 
and  references  to  Mr.  J.  Stokes,  P.O.  Box  19, 
Milford,  DE  19963. 

Family  practice  opportunities  — Muncy  Val- 
ley Hospital  is  seeking  four  individuals  to  es- 
tablish practices  in  surrounding  rural  com- 
munities. Competitive,  flexible  financial 
assistance  opportunities  available.  If  inter- 
ested, call  George  J.  Geib,  (717)  546-8282. 

Family  practice  — Opportunity  available  in 
well  established  practice  in  South  Central  PA. 
Retiring  1 July  88.  Beautiful,  progressive 
county  seat.  4 miles  to  accredited,  105-bed 
hospital.  Send  CV  to  Box  244,  Pennsylvania 
Medicine,  20  Erford  Rd.,  Lemoyne,  PA  17043. 

Pittsburgh,  Pennsylvania  — Emergency 
Medical  Associates,  Inc.  is  staying  at  Central 
Medical  Center.  Two  full-time  positions  imme- 
diately available.  Attractive  hours.  Excellent 
compensation/benefits  package  of  $1 10,000. 
Respond  with  CV  to  Paul  Zeeb,  MD,  Medical 
Director,  Emergency  Medical  Associates, 
Inc.,  340  East  Town  Street,  Suite  7-250,  Co- 
lumbus, OH  43215  or  call  (614)  228-1612. 

Buffalo  area  — Seeking  full-time  house  phy- 
sician for  213-bed  hospital.  Attractive  hours, 
competitive  salary,  malpractice  insurance  & 
benefit  package  available  to  full-time  staff. 


Part-time  position  also  available.  Submit  re- 
sume to  Emergency  Consultants,  Inc.,  2240 
South  Airport  Road,  Room  27,  Traverse  City, 
Ml  49684;  1-800-253-1795  or  in  Michigan  1- 
800-632-3496. 

Seeking  general  and  peripheral  vascular 
surgeon  — Fellowship-trained  in  vascular 
surgery,  to  join  a group  of  general  and  periph- 
eral vascular  surgeons  practicing  in  North- 
east Philadelphia,  and  suburbs.  Please  send 
CV  and  a brief  letter  detailing  expectations  to 
Box  243,  Pennsylvania  Medicine,  20  Erford 
Rd.,  Lemoyne,  PA  17043. 

General  internist  — BC/BE  needed  to  join 
busy,  well  established,  three  internist  practice 
in  Pittsburgh,  PA.  One  office;  one  hospital 
practice  (university  affiliated).  Teaching  op- 
portunity. Attractive  benefits  package.  Full 
partnership  potential.  Send  CV  and  inquiries 
to  Box  240,  Pennsylvania  Medicine,  20  Erford 
Rd.,  Lemoyne,  PA  17043. 

OB/GYN  — Muncy  Valley  Hospital  is  seeking 
an  individual  to  establish  a practice.  Competi- 
tive, flexible  financial  assistance  opportuni- 
ties available.  If  interested,  call  George  J. 
Geib,  (717)  546-8282. 

Family  practice  opportunity  available,  solo 
or  partnership  in  Northeastern  Pennsylvania. 
Semi-rural,  but  within  two  to  three  hours  driv- 
ing time  to  major  cities.  Excellent  schools  and 
recreational  activities.  Ideal  community  to 
raise  family.  Send  inquiries  to  Box  241,  Penn- 
sylvania Medicine,  20  Erford  Rd.,  Lemoyne, 
PA  17043. 

Neurologist  — Part-time,  for  suburban  Phila- 
delphia private  practice.  EMG,  EEG,  and  EP 
experience  required.  BC/BE.  Excellent  op- 


PHYSICIAN 

HOUSE 

PHYSICIAN 

230-bed  acute  care  hospital  in 
Philadelphia  with  major  university  af- 
filiation. Competitive  salary  and  at- 
tractive fringe  benefit  package. 
Background  in  internal  medicine  or 
general  surgery  preferred.  PA  license 
required.  Contact: 

John  P.  Cossa,  M.D. 

V.P.  of  Medical  Affairs 

SAINT  AGNES 
MEDICAL  CENTER 

1900  S.  Broad  Street 
Philadelphia,  PA  19145 
(215)  339-4226 


NEONATOLOGIST 

Progressive  community  hospital 
in  Northeast  Philadelphia  is 
seeking  a board  certified/board 
eligible  Neonatologist  fora  full 
time  position.  Jeanes  has  em- 
barked upon  a major  facilities 
expansion  including  rebuilding 
the  obstetrics/matemity/nur- 
sery  facilities,  and  the  Neona- 
tologist would  be  actively  in- 
volved in  planning  the  new 
physical  facility  and  the  new 
programs  of  the  nursery.  All 
interested  candidates  should 
submit  their  resume,  in  confi- 
dence, to:  George  J.  Broder, 
MD,  Chairman,  Neonatologist 
Search  Committee,  JEANES 
HOSPITAL,  7600  Central  Ave., 
Phila.,  PA  19111,  (215)  728- 
3767.  EOE. 


Emergency  physicians: 
You're  dedicated, 
hardworking  & smart. 
Are  you  being 
rewarded  for  it? 

You're  talented.  Ambitious.  And  fully  committed 
to  being  the  best.  But  can  you  achieve  your  professional 
goals  in  your  present  setting?  Are  you  interested  in 
better  opportunities  to  practice  medicine  in  a challenging 
environment? 

TSG  will  help  you  realize  your  goals.  With  10  years 
of  experience  in  placing  first-rate  physicians  in  first-rate 
hospitals,  we  offer  full-time  emergency  and  trauma 
positions  to  both  board  certified  and  board  prepared 
physicians.  Think  of  it:  career-stability,  flexible  hours, 
highest  rate  paid  and  as  much  responsibility  as  you  want. 

We'll  provide  the  support  you  need  through  incentive 
programs,  professional  education  and  career  development. 
Of  course,  we  provide  full  liability  coverage. 

Call  us  7 days  a week,  9am-9pm  to  discuss  your 
future.  If  you're  too  busy  to  call,  send  us  your  resume 
and  we  ll  call  you. 


TRAUMA  SERVICE  GROUP,  P.C. 

An  Emergency  and  Trauma  Care  Consortium 

Suite  114,  Scott  Plaza  Two,  Philadelphia,  PA  19113 
215-521-5100  800-TRAUMA-6 


Health  Care 

Personnel  Consulting  . . . 

Recruitment  for  the  Private  Medical 

Practice 

• Over  15  years  of  experience  dealing  with 
private  medical  practices — we  can  find  the 
right  doctor  for  you! 

• HCPC  focuses  on  a combination  of  the  right 
skills  and  training,  plus  the  intangibles 
needed  to  work  closely  in  the  private 
practice  environment. 

• We  suggest  first  year  salary  and  benefit 
arrangements — call  for  our  free  pamphlet, 

“Dr.  Mew  & You.” 

• Various  private  practice  opportunities 
available  nationwide  in  all  specialties — call 
or  write  for  our  current  listing  of  positions. 

Health  Care 

Personnel  Consulting,  Inc. 

140  West  Germantown  Pike 

Suite  200 

Plymouth  Meeting,  PA  19462 

(215)  828-3888 


HC 

Health  Care  Group 


YOCON* 

YOHIMBINE  HCI 


OesciipUoii:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rufaaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity'  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  rng  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity,  it  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diureb'c  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly  , Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  informab'on  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications, 
warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  It  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Aihrerse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.TZ  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.  T3 
Dosage  ami  Adminisffation:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  k3.4  t tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks  . 3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr,  5.4  mg  in 
bottles  of  100’s  NOC  53159-001-01  and  1000's  NDC 
53159-001-1C. 
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AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
Outside  NJ  1-800-237-9083 
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Health  Care  Personnel  Consulting,  Inc.,  a division  of 
The  Health  Care  Group,  specializes  in  valuation  and 
sales.  We  have  practices  currently  available  in  the 
following  specialty  areas; 

Dental,  Dermatologry,  Family  Practice,  Internal 
Medicine,  and  Ophthalmology. 


For  more  information  regarding  selhng  or  buying  a 
medical  practice,  contact  our  brokerage  division  at 
Health  Care  Personnel  Consulting,  Inc. 

Meetinghouse  Business  Center 

140  West  Germantown  Pike,  Suite  200  ^ 

Plymouth  Meeting,  PA  19462 

or  call  (215)  828-0919.  ^niTca-Slw 


portunity  for  new  or  semi-retired  physician. 
Please  send  resume  to  Box  246,  Pennslyva- 
NiA  Medicine,  20  Erford  Rd.,  Lemoyne,  PA 
17043. 

FP/IM/EM  — Excellent  opportunity  for  pri- 
mary care  physician  in  Northeastern  Pennsyl- 
vania. Recently  named  as  one  of  the  top  ten 
places  to  live  in  the  United  States.  Physician 
group  has  immediate  positions.  Competitive 
salary  (70K)  to  start.  Partnership  available  for 
the  right  physician.  Practice  in  modern,  well- 
managed  ambulatory  care/family  practice  of- 
fices. In-patient  care  optional.  Call  (717)  969- 
8899  or  send  resume  to  Physician  Group, 
3738  Birney  Avenue,  Scranton,  PA  18507. 

Primary  care  — Group  practice  has  immedi- 
ate opening  for  board  certified  internist  or 
family  practitioner.  Competitve  salary  and 
benefits.  Write  with  CV  to  Administrator,  Cow- 
ley Associates,  Plaza  21,  425  North  21  st 
Street,  Camp  Hill,  PA  17011. 

Emergency  medicine  physician  Pennsyl- 
vania — Small  community  hospital  with  pro- 
gressive administration  seeks  fulltime  career- 
oriented  emergency  physician.  Independent 
contractor  status  with  competitive  compensa- 
tion. Contact  Robert  A.  Chrzan,  President, 
Windber  Hospital,  600  Somerset  Avenue, 
Windber,  PA  15963  (814)  467-6611,  Equal 
Opportunity  Employer. 

Locum  tenens  — Opportunities  available 
throughout  the  country.  Work  one  to  52  weeks 
while  you  travel  and  enjoy  an  excellent  in- 
come. Malpractice  insurance,  housing  and 
transportation  provided.  Contact:  Locum 
Medical  Group,  30100  Chagrin  Blvd.,  Cleve- 
land, OH  or  call  1 -800-752-5515  (in  Ohio,  216- 
464-2125). 

Need  a permanent  part-time  radiologist  to 

work  2-2  1/2  days/week  in  a 200-bed  hospital 
in  Philadelphia.  General  radiology,  ultra- 
sound, C.T.  and  nuclear  medicine.  No  night 
calls.  No  weekends.  Paid  vacation.  Will  con- 
sider some  benefits.  Write  to  Michael  Nalban- 
tian,  MD,  Chairman,  Radiology  Department, 
Northeastern  Hospital,  2301  E.  Allegheny  Av- 
enue, Philadelphia,  PA  19134. 


Ashtabula,  Ohio  — Immediate  full-time 
emergency  medicine  opportunity  available. 
Modern  ED  with  moderate  patient  volume. 
Competitive  rates,  flexible  scheduling  and 
malpractice  insurance  provided.  Benefit 
package  to  full-time  physicians.  For  more  in- 
formation contact:  Emergency  Consultants, 
Inc.,  2240  South  Airport  Road,  Room  27,  Tra- 
verse City,  Ml  49684;  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 

Physiatrist  — To  join  a well  established  prac- 
tice in  South  Central  Pennsylvania.  In-patient 
general  rehabilitation,  outpatients,  consulta- 
tions, pain  management,  and  extensive  EMG/ 
NCS  tests.  Excellent  opportunity.  Unlimited 
potential.  Very  attractive  salary  and  fringe 
benefits.  Send  CV  to  Box  252,  Pennsylvania 
Medicine,  20  Erford  Rd.,  Lemoyne,  PA  17043. 

General  internal  medicine  physician  — 

Board  Certified  or  Board  Eligible.  Harrisburg 
area  for  full  time  employment  to  begin  July  1 , 
1988,  for  busy  practice.  Please  respond  to 
Box  253,  Pennsylvania  Medicine,  20  Erford 
Rd.,  Lemoyne,  PA  17043. 

Physician  — The  Commonwealth  of  Penn- 
sylvania, Department  of  Public  Welfare,  is 
seeking  part  time  contract  physicians  three  or 
four  days  per  week  to  review  and  evaluate 
program  exception  and  durable  medical 
equipment  prior  authorized  requests.  Experi- 
ence in  general  surgery  or  internal  medicine 
is  desired,  but  not  required.  The  salary  will  be 
based  on  the  State  approved  consultant 
wage  schedule  in  effect  at  the  time  a contract 
is  negotiated.  Interested  persons  should  sub- 
mit a resume  to:  Office  of  Medical  Assistance 
Programs,  Office  of  Hospital  and  Outpatient 
Programs,  Attn:  Contract  Consultant  Posi- 
tion, P.O.  Box  8198,  Harrisburg,  PA  17105, 
(717)  657-4051.  An  Equal  Opportunity- 
Affirmative  Action  Employer. 

POSITIONS  WANTED 

Seeking  position  in  gastroenterology/ 
internal  medicine.  Available  now.  Board  certi- 
fied in  internal  medicine.  Board  eligible  in 
gastroenterology.  British  and  U S.  trained.  Li- 
censed in  Pennsylvania.  Contact  S.  P.  Na- 
than, South  Baltimore  General  Hospital,  3001 


S.  Hanover  Street,  Baltimore,  MD  21230. 
(301)  355-5502. 

Board  eligible  internist  — Seeks  to  join  an- 
other established  internist  or  a group  practice 
preferably  in  the  suburban  Philadelphia  area. 
Certified  to  do  procedures  such  as  flexible 
sigmoidoscopy,  swan  ganz  catheter  insertion 
and  supervision  of  treadmills.  Would  also 
consider  buying  a practice  from  a retiring  phy- 
sician. Send  replies  to  Box  245,  Pennsylvania 
Medicine,  20  Erford  Rd.,  Lemoyne,  PA  17043. 

BC  internist  — Middle  aged  mother  and  edu- 
cator, recently  board  certified,  seeking  part- 
time  employment  in  the  Philadelphia  area. 
Reply  Box  247,  Pennsylvania  Medicine,  20  Er- 
ford Rd.,  Lemoyne,  PA  17043. 

FOR  SALE 

For  sale  — American  Edwards  Laboratories 
holter  monitor  with  six  recorders.  Original 
price  over  $40,000  asking  $8,000  or  nearest 
offer.  Please  call  (412)  372-9313. 

For  sale  — Three  story  corner  home  with 
medical  offices  for  about  ninety  years.  Lo- 
cated in  a thriving  neighborhood.  Call  (215) 
739-7283  office,  (215)  765-2257. 

MISCELLANEOUS 

Holter  monitor  — Quality  scanning  for  reel  or 
cassette  type  recorders  by  qualified  techni- 
cians and  certified  cardiologists’  interpreta- 
tion, scan  price  $35.  Recorders  loaned, 
leased,  or  purchase  new  dual-channel  holter 
record,  $750,  with  two  year  warranty.  For 
more  information  call  Advance  Medical  & Re- 
search Center,  Inc.,  1-800-552-6753,  ext.  317. 

Discount  holter  scanning  services  starting 
at  $40  — Spacelabs  holter  recorders  avail- 
able from  $1,275.  Hook-up  kits  starting  at 
$4.95.  Stress  test  electrodes  available  at  2. 
Scanning  paper  available  at  $18.95.  If  inter- 
ested call  1-800-248-0153. 

Appraisal  & sales  — The  specialists  in  ap- 
praising and  selling  medical  practices  for  phy- 
sicians and  hospitals.  Current  listings  include 
practices  in  FP,  IM,  OPH,  ENT,  ORS,  DERM, 
/MLG.  Please  contact  Ed  Strogen  at  Fulton, 
Longshore  & Associates,  Inc.,  349  Lancaster 
Avenue,  Haverford,  PA  19041.  (215)  649- 
4101. 

MEDSTAT  — Discover  why  we  are  the  most 
respected  physician  staffing  service  in  the 
East  for  locum  tenens  and  permanent  place- 
ments. We  can  provide  you  with  coverage  or 
work  as  our  staff  physician.  Call  Dr.  Virginia 
Williams  or  Ms.  Esther  Ashbaugh,  US  800- 
833-3465  (NC  800-672-5770);  or  write  MED- 
STAT, Inc.,  PO  Box  15538,  Durham,  NC 
27704. 

What  is  your  practice  worth?  Expert,  pro- 
fessional valuation  of  medical  practices  for: 
sale,  retirement  planning,  estate  settlement, 
insurance  purposes.  Physician  International, 
Appraisal  & Brokerage  Division,  4-PM  Ver- 
mont Street,  Buffalo,  NY  14213,  (716)  884- 
3700. 

Med.  office  time  share  — Share  time  in  a 
beautifully  appointed,  fully  equipped  Center 
City  Philadelphia  medical  office.  Prime  loca- 
tion; traditional  setting.  Call  (215)  923-8015. 
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In  moderate  depression  and  anxiety 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first  As:  dose^ 

^ First-week  improvement  in  somatic  symptoms^ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vjL- 


limbitror  DS 

Each  tablet  contains  10  mg  chlordiazi  poxide  and  ^ 

25  mg  amitriptyline  (as  the  hydrochloride  salt)  vo 


References:  1.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N|.  2.  Feighner  VP, 
etal: Psychopharmacology  61 :2\7 -225,  Mar  22, 1979. 


Limbitrol®® 

If  anquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  {,e.g„  operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Tbgamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  ^ys  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abmptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent;  vivid  dreams,  impotence,  tremor  confusion,  nasal  congestion. 
Rare;  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Pychiatric  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic.- Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (ahtidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide:  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abmpt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient,  ffeat  symptomatically  and  supportively. 
l.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tdblets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Tdblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tfel-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 

ROCHE  PRODUCTS  INC. 

Manati,  Puerto  Rico  00701 

’ P n9Rfi 


In  the  depressed  and  anxious  patient 

See  Improvement  InThe  First  Weekl.. 

And  The  Weeks  That  Follow 


1^74%  of  patients  experienced  improved  sleep 
after  the  first  A5.  dose^ 

^First-week  reduction  in  somatic  symptoms^ 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


Percentage  of  Reduaion  in  Individual  Somatic  Symptoms 
During  First  Week  of  Limbitrol  Therapy* 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
‘Patients  often  presented  with  more  than  one  somatic  symptom. 


Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 


limbitrorDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 


25  mg  amitriptyline  (as  the  hydrochloride  salt) 
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...comes  a fresh  awakening 


rhe  great  majority  of  patients-97%  of  2542  in  one  study '-get  a complete  night’s  sleep^  and  awake  rested  and  refreshed.' 
As  always,  caution  patients  about  driving,  drinking  alcohol  or  operating  hazardous  machinery. 

DALMANE 

flurazepam  HCl/Roche® 


Reference'- 1.  Greenblatt  DJ,  Allen  MD,  Shader  Rl:  Clin 
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PHYSICIANS  NOT  IMMUNE  On  May  16,  the  U.S.  Supreme  Court  held  in  Patrick  v.  Burget  that  Oregon  physi- 

IN  PEER  REVIEW  ACTIONS  cians  were  not  absolutely  immime  from  antitrust  habihty  imder  the  state  action 

doctrine  for  their  hospital  peer  review  activities.  PMS  legal  counsel  says  despite  ! 
that  decision  Pennsylvania  physicians  can  still  protect  themselves  from  antitrust 
liability  when  they  serve  on  hospital  peer  review  committees.  Antitrust  challenges 
to  adverse  decisions  can  be  successfully  defended  by  showing  the  decision  was 
pro-competitive  because,  for  example,  it  promoted  quality  care.  In  addition,  I 
medical  staffs  can  obtain  the  qualified  immunity  available  under  the  Health  Care 
Quality  Improvement  Act  by  satisfying  that  Act’s  requirements.  KePRO  reviewers 
have  independent  protection  under  the  peer  review  organization  law. 


SOCIETY  BOARD  APPROVES  At  its  May  meeting,  the  PMS  Board  voted  to  take  several  actions  in  the  area  of 

COST  CONTAINMENT  ACTIONS  cost  containment.  1.  The  Board  approved  six  specific  guidelines  for  a statewide 

indigent  care  plan.  The  guidelines  were  sent  to  the  Health  Care  Cost  Contain- 
ment Council  for  consideration.  2.  The  Board  voted  to  ask  the  cost  containment 
coimcil  to  establish  a “Clinical  Data  Advisory  Group,”  which  would  advise  the 
council  on  the  technical  information  contained  in  the  data  reports  before  publica- 
tion. 3.  The  Board  agreed  to  ask  the  state  Department  of  Health  to  clarify  its  state- 
ment to  the  cost  containment  council  regarding  licensure  and  mandatory  participa- 
tion in  the  indigent  care  plan. 

U.S.  HOUSE  COMMITTEE  The  Subcommittee  on  Health  of  the  House  Ways  and  Means  Committee  held  a 

HEARING  ON  MEDICARE  hearing  May  24  on  Medicare  reimbursement  to  physicians.  Committee  chairman 

Fortney  H.  Stark  (California)  called  for  the  hearing.  Testifying  were  Philip  R.  Lee, 
MD,  chairman  of  the  Physicians  Payment  Review  Commission  (PPRC),  and  William 
Roper,  MD,  administrator  of  the  Health  Care  Financing  Administration  (HCFA). 
Rapid  increases  in  program  costs,  high  out-of-pocket  costs  for  the  elderly,  and 
inequities  in  payment  allowances  were  subjects  of  the  hearing. 


MDs,  DOs  DISCUSS 
COMMON  PROBLEMS 


PENNSYLVANIA  MEDICINE 
WINS  JOURNALISM  PRIZE 


Nearly  30  Pennsylvania  Medical  Society  and  Pennsylvania  Osteopathic  Medical 
Association  leaders  met  May  31  and  June  1 to  discuss  joint  concerns.  Topics  of 
discussion  included  communications,  membership,  scientific  issues  and 
community  programs,  political  activities,  image  problems,  internship  training  and 
licensure,  medical  education,  and  continuing  medical  education. 

PENNSYLVANIA  MEDICINE  has  received  the  1988  Special  Medical  Journalism 
Award  from  Sandoz  Pharmaceuticals.  The  prize  cites  continued  excellence  in 
design  and  editorial  content.  PENNSYLVANIA  MEDICINE  has  earned  such 
recognition  in  competition  every  year  for  the  last  ten  years. 


HEALTH  DEPARTMENT  RELEASES  Copies  of  the  complete  revision  of  the  state’s  generic  drug  formulary  were  sent 
REVISED  GENERIC  FORMULARY  to  cill  pharmacies  in  Pennsylvania  in  May.  For  information  about  ordering  copies, 

physicians  can  call  the  health  department  at  717-787-2307. 

STATE  ADDS  109  AIDS  CASES  Health  department  officials  added  109  new  AIDS  cases  and  44  AIDS  deaths  to  the 

TO  OFFICIAL  STATISTICS  state  statistics  in  April.  Since  January  1981,  1,667  AIDS  cases  and  958  AIDS  deaths 

have  been  reported  in  Pennsylvania.  No  new  pediatric  cases  were  reported  in 
April.  The  number  of  children  aged  12  and  under  with  AIDS  remained  at  22.  The 
total  number  of  adult  cases  breaks  down  as  follows:  1,138  homosexual/bisexual 
men;  198  intravenous  drug  users  who  shared  needles;  124  both  homosexual/ 
bisexual  men  and  intravenous  drug  users;  52  with  AIDS  through  blood  transfu- 
sions, 44  with  AIDS  through  heterosexual  contact,  42  hemophiliacs;  and  the  balance 
imable  to  give  information.  Philadelphia  County  added  70  new  cases  for  a total 
of  911.  Allegheny  County  added  9 cases  for  a total  of  163. 


REGIONAL  MOM  MEETINGS  PMS  trustees  led  discussions  on  the  Medicare  Overcharge  Measiure  (MOM)  legisla- 

HELD  IN  EARLY  MAY  tion  at  18  regional  meetings  in  May.  The  meetings  educated  physicians  and 

auxiliary  members  about  HB  2250,  the  MOM  legislation  currently  in  the  House 
Health  and  Welfare  Committee. 
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editorial 


The  educational  continuum 

The  education  of  the  doctor  which  goes  on  after  he  has  his  degree  is,  after 
all,  the  most  important  part  of  his  education. 

John  Shaw  Billings  in  the  Boston  Medical  and  Surgical  Journal  131:  140,  1894. 


The  traditional  medical  education  of  a physi- 
cian has  been  a carefully  crafted  curriculum  de- 
livered in  a variety  of  settings  including  class- 
room, laboratory,  hospital,  and  ambulatory 
care  facilities.  Because  the  practice  of  medicine 
is  changing,  a new  look  is  being  given  to  the 
postgraduate  education  a physician  receives  in 
residencies.  The  trends  now  are  toward  highly 
technical,  procedure  oriented  subspecialties  of 
medicine  and  away  from  primary  care.  This 
shift  is  due  largely  to  simple  economics.  Pri- 
mary ceire  practice  simply  is  not  as  financially 
rewarding  as  the  more  glamourous  and  lucra- 
tive specialties. 

Another  contributing  factor  in  the  shift  away 
from  hospital  based  postgraduate  training  pro- 
grams is  the  decreasing  length  of  patient  stay 
due  to  DRGs  and  prepaid  medical  plans.  With 
the  shorter  LOS  is  a concomitant  increase  in 
severity  of  illness,  as  hospitalized  patients  tend 
to  have  more  complex,  critical  illnesses.  Com- 
prehensive, long  term  care  is  not  possible  in  a 
solely  acute  care  hospital  setting  because  of  the 
financial  considerations. 

With  the  changing  nature  of  patient  popula- 
tions in  hospitals,  questions  arise  concerning 
the  best  setting  for  clinical  medical  education. 
Academic  medical  school  programs  have  made 
a serious  bid  for  the  sole  rights  to  resident 
tr^dning.  Regulations  have  been  drafted  by  the 
boards  and  residency  review  committees,  that 
if  adopted,  will  all  but  ehminate  freestanding 
residencies  in  community  teaching  hospitals. 

Traditional  residencies  have  emphasized  in- 
patient care.  Positive  features  of  acute  care,  in- 
patient residency  training  are  the  challenges  of 
multisystem  disease  in  a single  patient,  the 
loose  grouping  of  patients  with  certain  similari- 
ties of  disease  in  the  same  general  location 
within  the  hospital,  i.e.  oncology  unit,  and  the 
availability  of  subspecialists  for  consultation 
with  the  unique  learning  experience  they  pro- 
vide. Inpatient  care  provides  an  opportunity  to 
exercise  and  develop  skills  in  communication 
and  examination,  the  history  and  physical.  On 
the  negative  side,  however,  are  fewer  patient 


contact  days  owing  to  decreased  length  of  stay 
and  the  increased  use  of  out-of-hospital  pread- 
mission testing  and  diagnosis. 

If  we  agree  that  the  inpatient  hospital  popu- 
lation is  no  longer  the  best  clinical  experience 
for  teaching  residents,  we  must  critically  exam- 
ine the  choices  that  would  provide  the  best  cur- 
riculum. More  ambulatory  exposure  in  a super- 
vised office  setting  is  needed.  Diagnostic  skills 
are  le^lrned  and  sharpened  by  observing  medi- 
cal illness  in  varying  stages  of  development.  In- 
patient and  even  textbook  medicine  tends  to 
present  the  worst  possible  manifestation  of  dis- 
ease to  the  exclusion  of  milder  forms.  Fewer 
procedures  and  tests  are  ordered  in  ambulatory 
settings;  doctor-patient  communication  be- 
comes much  more  important.  Programs  need 
to  emphasize  continuity  of  care  and  the  total 
care  of  the  patient,  both  inpatient  and  outpa- 
tient. 

Primary  care  residencies  ought  not  to  be 
viewed  as  a preliminary  to  subspecialty  train- 
ing but  rather  as  freestanding  entities.  Primary 
care  should  concentrate  on  the  issues  of  comph- 
ance  with  medical  treatment  regimens,  pursuit 
of  preventive  medical  activities  such  as  immu- 
nizations, smoking  cessation,  ^md  weight  loss, 
comprehensive  care  of  patients,  and  wise  use  of 
and  consultation  with  subspecialists. 

The  need  to  redesign  residency  programs 
does  exist.  But  steering  students  away  from  ca- 
reers in  primary  care  is  not  the  answer.  Neither 
is  the  singleminded  quest  of  high  tech  medi- 
cine, overemphasis  on  research  activities,  or 
precipitate  aboUtion  of  community  teaching 
programs.  A redirection  of  economic  reim- 
bursement for  training  by  returning  commu- 
nity supported  (tax  dollars)  medical  education 
to  the  community  in  the  form  of  primary  care 
physicians  is  needed.  Medical  research,  al- 
though of  benefit  in  the  long  term,  provides  ht- 
tle  short  term  return  to  medically  underserved 
areas.  Research  activities  should  not  be  di- 
rected, except  in  certain  cases  such  as  AIDS 
vaccine  development,  but  rather  allowed  to 
proceed  relatively  unrestricted.  Thus,  although 
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INDICATIONS:  THEO-DUR  is  indicated  for  relief  and/or  prevention  of  symptoms  of  asthma  and  for  reversible  broncho- 
spasm  associated  with  chronic  bronchitis  and  emphysema 

CONTRAINDICATIONS;  THEO-DUR  is  contraindicated  in  individuals  who  have  shown  hypersensitivity  to  theophylline 
or  any  of  the  tablet  components 

WARNINGS:  Status  asthmaticus  should  be  considered  a medical  emergency  and  is  defined  as  that  degree  of  broncho- 
spasm  which  IS  not  rapidly  responsive  to  usual  doses  of  conventional  bronchodilators  Optimal  therapy  for  such 
patients  frequently  requires  both  additional medicalion . parenterally  administered,  and  close  monitoring,  preferably  in 
an  intensive  care  setting 

Although  increasing  the  dose  of  theophylline  may  bring  about  relief,  such  treatment  may  be  associated  with  toxicity 
The  likelihood  of  such  toxicity  developing  increases  significantly  when  the  serum  theophylline  concentration  exceeds 
20  mcg/ml  Therefore  determination  of  serum  theophylline  levels  is  recommended  to  assure  maximal  benefit  without 
excessive  risk 

Serum  levels  above  20  mcg/ml  are  rarely  found  after  appropriate  administration  of  recommended  doses  However,  m 
individuals  in  whom  theophylline  plasma  clearance  is  reduced  lor  any  reason,  even  conventional  doses  may  result  m 
increased  serum  levels  and  potential  toxicity  Reduced  theophylline  clearance  has  been  documented  m the  following 
readily  identifiable  groups  1)  patients  with  impaired  renal  or  liver  function.  2)  patients  over  55  years  of  age.  particularly 
males  and  those  with  chronic  lung  disease.  3)  those  with  cardiac  failure  from  any  cause,  4)  neonates,  and  5)  those 
patients  taking  certain  drugs  (macrolide  antibiotics  and  cimetidine)  Decreased  clearance  of  theophylline  may  be 
associated  with  either  influenza  immunization  or  active  infection  with  influenza 
Reduction  of  dosage  and  laboratory  monitoring  Is  especially  appropriate  in  the  above  individuals  Less  serious  signs 
of  theophylline  toxicity  {i  e nausea  and  restlessness)  may  occur  frequently  when  initiating  therapy,  but  are  usually 
transient,  when  such  signs  are  persistent  during  maintenance  therapy,  they  are  often  associated  with  serum  concen- 
trations above  20  mcg/ml  Unfortunately,  however.^senous  side  effects  such  as  ventricular  arrhythmias,  convulsions  or 
even  death  may  appear  as  the  first  sign  of  toxicity  without  any  previous  warning  Stated  differently  serious  toxicity  is 
not  reliably  preceded  by  less  severe  side  effects 

Many  patients  who  require  theophylline  may  exhibit  tachycardia  due  to  their  underlying  disease  process  so  that  the 
cause/effect  relationship  to  elevated  serum  theophylline  concentrations  may  not  be  appreciated 
Theophylline  products  may  cause  dysrhythmia  and/or  worsen  pre-existing  arrhythmias  and  any  significant  change  in 
rate  and/or  rhythm  warrants  monitoring  and  further  investigation 
The  occurrence  of  arrhythmias  and  sudden  death  (with  histological  evidence  of  necrosis  of  the  myocardium)  has 
been  recorded  in  laboratory  animals  (minipigs.  rodents  and  dogs)  when  theophylline  and  beta  agonists  were  adminis- 
tered concomitantly,  although  not  when  either  was  administered  alone  The  significance  of  these  findings  when 
applied  to  human  usage  is  currently  unknown 

PRECAUTIONS:  THEO-DUR  TABLETS  SHOULD  NOT  BE  CHEWED  OR  CRUSHED 

General.  Theophylline  half-life  is  shorter  in  smokers  than  in  non-smokers  Therefore,  smokers  may  require  larger  or 
more  frequent  doses  Morphine  and  curare  should  be  used  with  caution  in  patients  with  airway  obstruction  as  they 
may  suppress  respiration  and  stimulate  histamine  release  Alternative  drugs  should  be  used  when  possible  Theophyl- 
line should  not  be  administered  concurrently  with  other  xanthine  medications  Use  with  caution  in  patients  with  severe 
cardiac  disease,  severe  hypoxemia,  hypertension,  hyperthyroidism,  acute  myocardial  injury,  cor  pulmonale,  congestive 
heart  failure,  liver  disease,  in  the  elderly  (especially  males)  and  in  neonates  In  particular,  great  caution  should  be  used 
in  giving  theophylline  to  patients  with  congestive  heart  failure  Frequently  such  patients  have  markedly  prolonged  the- 
ophylline serum  levels  with  theophylline  persisting  in  serum  for  long  periods  following  discontinuation  of  the  drug  In- 
dividuals who  are  rapid  metabolizers  of  theophylline,  such  as  the  young,  smokers,  and  some  non-smoking  adults,  may 
not  be  suitable  candidates  for  once-daily  dosing  These  individuals  will  generally  need  to  be  dosed  at  12  hour  or  some- 
times 8 hour  intervals  Such  patients  may  exhibit  symptoms  of  bronchospasm  near  the  end  of  a dosing  interval,  or 
may  have  wider  peak-to-trough  differences  than  desired 

Use  theophylline  cautiously  in  patients  with  history  of  peptic  ulcer  Theophylline  may  occasionally  act  as  a local  irri- 
tant to  the  G I tract  although  gastrointestinal  symptoms  are  more  commonly  centrally  mediated  and  associated  with 
serum  drug  concentrations  over  20  mcg/ml 

Informalion  for  Patients:  The  physician  should  reinforce  the  importance  of  taking  only  the  prescribed  dose  and  time 
interval  between  doses  THEO-DUR  tablets  should  not  be  chewed  or  crushed  When  dosing  THEO-DUR  on  a once  daily 
(q24h)  basis,  tablets  should  be  taken  whole  and  not  split  As  with  any  conlrotled-release  theophylline  product,  the  pa- 
tient should  alert  the  physician  if  symptoms  occur  repeatedly,  especially  near  the  end  of  the  dosing  interval 
DRUG  INTERACTIONS  Drug-Drug:  Toxic  synergism  with  ephedrine  has  been  documented  and  may  occur  with  some 
other  sympathomimetic  bronchodilators  In  addition,  the  following  drug  interactions  have  been  demonstrated 
Drug  Effect 

Theophylline  with  lithium  carbonate  Increased  excretion  of  lithium  carbonate 

Theophylline  with  propranolol  Antagonism  of  propranolol  effect 

Theophylline  with  cimetidme  Increased  theophylline  blood  levels 

Theophylline  with  troleandomycin,  erythromycin  Increased  theophylline  blood  levels 

Drug -Food.  THEO-DUR  100  mg  Sustained  Action  Tablets  have  not  been  adequately  studied  to  determine  whether  their 
bioavailabiiity  is  altered  when  given  with  food  Available  data  suggest  that  drug  administration  at  the  time  of  food  in- 
gestion may  influence  the  absorption  characteristics  of  theophylline  conirolled-release  products  resulting  in  serum 
values  different  from  those  found  after  administration  in  the  fasting  state 
A drug-food  effect,  if  any.  would  likely  have  its  greatest  clinical  significance  when  high  theophylline  serum  levels  are 
being  maintained  and/or  when  large  single  doses  (greater  than  13  mg/kg  or  900  mg)  of  a controlled-release  theophyl- 
line product  are  given 

THEO-DUR  (200.  300,  and  450  mg)  Sustained  Action  Tablets  The  rate  and  extent  of  absorption  of  theophylline  from 
THEO-DUR  200  mg  300  mg  and  450  mg  tablets  when  administered  fasting  or  immediately  after  a moderately  high  fat 
content  breakfast  is  similar 

Drug -Laboratory  Test  Interactions  When  plasma  levels  of  theophylline  are  measured  by  spectrophotometnc 
methods,  coffee,  tea.  cola  beverages,  chocolate,  and  acetaminophen  contribute  falsely  high  values 
Carcinogenesis,  Mutagenesis,  and  Impairment  of  Fertility;  Long-term  animal  studies  have  not  been  performed  to 
evaluate  the  carcinogenic  potential  mutagenic  potential,  or  the  effect  Oh  fertility  of  xanthine  compounds 
Pregnancy;  Category  C— Animal  reproduction  studies  have  not  been  conducted  with  theophylline  It  is  not  known 
whether  theophylline  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction  capaci- 
ty Xanthines  should  be  given  to  a pregnant  woman  only  if  clearly  needed 

Nursing  Mothers;  It  has  been  reported  that  theophylline  distributes  readily  into  breast  milk  and  may  cause  adverse  ef- 
fects in  the  infant  Caution  must  be  used  if  prescribing  xanthine  to  a mother  who  is  nursing  taking  into  account  the 
risk-benefit  of  this  therapy 

Pediatric  Use:  Safety  and  effectiveness  of  THEO-DUR  administered 

1 Every  24  hours  in  chifdren  under  12  years  of  age  have  not  been  established 

2 Every  12  hours  in  children  under  6 years  of  age  have  not  been  established 

ADVERSE  REACTIONS.  The  most  consistent  adverse  reactions  are  usually  due  to  overdose  and  are 

1 Gastrointestinal  nausea  vomiting,  epigastric  pain,  hematemesis  diarrhea 

2 Central  nervous  system  headaches,  irritability,  restlessness,  insomnia,  reflex  hyperexcitability  muscle  twitching 
clonic  and  tonic  generalized  convulsions 

3 Cardiovascular  palpitation,  tachycardia,  extrasystoles,  flushing  hypotension  circulatory  failure,  ventricular  ar- 
rhythmias 

4 Respiratory  tachypnea 

5 Renal  albuminuria,  increased  excretion  of  renal  tubular  and  red  blood  cells,  potentiafion  of  diuresis 

6 Other  rash  hyperglycemia  and  inappropriate  ADH  syndrome 

OVERDOSAGE  Management.  If  potential  oral  overdose  is  established  and  seizure  has  not  occurred 
A Induce  vomiting 

8 Administer  a cathartic  (this  is  particularly  important  if  sustained-release  preparations  have  been  taken) 

C Administer  activated  charcoal 
If  patient  is  having  a seizure 
A Establish  an  airway 
8 Administer  oxygen 

C Treat  the  seizure  with  intravenous  diazepam.  0 1 to  03  mg/kg  up  to  10  mg 
D Monitor  vital  signs  maintain  blood  pressure  and  provide  adequate  hydration 
Post  Seizure  Coma. 

A Maintain  airway  and  oxygenation 

B If  a result  of  oral  medication  follow  above  recommendations  to  prevent  absorption  of  the  drug,  but  intubation  and 
lavage  will  have  to  be  performed  instead  of  inducing  emesis,  and  the  cathartic  and  charcoal  will  need  to  be 
introduced  via  a large  bore  gastric  lavage  tube 

C Continue  to  provide  full  supportive  care  and  adequate  hydration  while  waiting  for  drug  to  be  metabolized  In  gener- 
al the  drug  is  metabolized  sufficiently  rapid  so  as  not  to  warrant  consideration  of  dialysis  however  if  serum  levels 
exceed  50  mcg/ml  charcoal  hemoperfusion  may  be  indicated 
CAUTION:  Federal  law  prohibits  dispensing  without  prescription  For  full  prescribing  information  see  package  insert 
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College  of  Medicine  • Univer.sity  Hospital 
The  Milton  S.  Hershey  Medical  Center 


ANNUAL  NEURO-OPHTHALMOLOGY  CONFERENCE 


Wednesday,  August  31-Thursday,  September  1,  1988 


Faculty 


Lenworth  N.  Johnson,  M.D. 

Chief,  Neuro-Ophthalmology  Division 
The  Milton  S.  Hershey  Medical  Center 

Mark  J.  Kupersmith,  M.D. 

Chief,  Neuro-Ophthalmology  Division 
New  York  University  Medical  Center 

Ralph  Lydic,  Ph.D. 

Associate  Professor  of  Physiology 
The  Milton  S.  Hershey  Medical  Center 


Robert  F.  Saul,  M.D. 

Chief,  Neuro-Ophthalmology  Division 
Geisinger  Medical  Center 
Stephen  E.  Thurston,  M.D. 

Associate  Professor 
Neuro-Ophthalmology  Division 
Geisinger  Medical  Center 

Robert  D.  Yee,  M.D. 

Chief,  Neuro-Ophthalmology  Division 
Indiana  University  School  of  Medicine 


Location/Accomodations 

Hershey  Lodge  and  Convention  Center,  Hershey,  Pennsylvania 

Tuition:  $130  (Residents  and  Allied  Health— $75) 

Credits:  Approved  for  9 credits  AMA  Category  I 

Items  of  Interest:  Come  to  Hershey  for  some  end-of-summer  family  fun! 
HersheyPark,  ZooAmerica,  Chocolate  World,  and  Hershey  Gardens 
are  only  a few  of  the  local  attractions. 

Conference  Chairman:  Lenworth  N.  Johnson,  M.D, 


For  Information/Registration: 

Jane  C.  Mihelic.  Office  of  Continuing  Medical  Education 
(717)  531-7965 


important,  research  should  not  be  the  founda- 
tion and  cornerstone  of  primary  care  residen- 
cies. 

A change  in  reimbursement  practices  by 
third  pfirty  payers  also  may  benefit  the  medical 
education  chmate.  If  less  money  is  spent  in 
highly  technical  activities  and  procedure- 
oriented  medicine,  and  proportionately  more 
dollars  are  spent  in  reimbursement  for  primary 
care,  the  inequities  of  pay  scale  can  be  cor- 
rected. The  importance  of  the  primary  care 
physician  needs  to  be  recognized  by  more  than 
just  hp  service.  The  care  provided  by  these  in- 
dividuals must  be  made  as  financially  reward- 
ing as  that  of  the  specialists.  The  obvious  in- 
come attractions  that  exist  now  for 
subspecialty  practice  would  gradually  disap- 
peeir.  Then,  perhaps,  idealism  and  scholarly 
pursuit  in  medical  education  can  be  restored 
and  excellence  in  patient  care  skills  and  com- 
munication will  find  cause  for  resurgence. 

Lord  Brain  observed,  “As  each  new  specialty 
came  of  age  it  demanded  a front  door  key  to 
medical  education,  and  a roof  of  its  own  in  the 
curriculum  and  the  examinations.  The  curricu- 
lum should  not  be  that  of  a honeycomb  in 
which  individual  bees  add  cell  to  cell,  but  rather 
that  of  the  cerebral  cortex  in  which  all  the  cells 
are  functionally  interrelated.” 

Before  we  make  any  major  changes  in  the 
medical  education  structure,  we  ought  to  be 
sure  that  a holistic  curriculum  for  the  sound  fu- 
ture of  medical  practice  is  being  provided. 

David  A.  Smith,  MD 

Medical  Editor 


STICKING  OUR  NECK  OUT 

FOR  YOU. 


At  Bertholon-Rowland  Agencies,  prompt  and  personal  attention  are  the  hallmarks 
of  our  business.  For  58  years,  we  have  specialized  in  providing  association  group 
coverage  with  an  emphasis  on  your  needs. 

If  you  would  like  information  about  your  association  sponsored  insurance  plans, 
we  would  like  to  meet  you.  Call  Bertholon-Rowland  Agencies  at  1 "800-556-2500 
in  Eastern  PA,  or  1-800-327-1550  in  Western  PA. 

Bertholon-Rowland  Agencies. 

We  stick  our  neck  out  to  provide  personal  service. 
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Leaders  stress  affordable,  quality  care 


Patricia  L.  Hogg 

Stressing  low-cost,  quality  health 
care,  State  Society  leaders  met  April  12 
and  13  in  Hershey  to  discuss  cost  con- 
tainment in  Pennsylvania.  This  year 
nearly  400  physicians  attended  the 
PMS  Leadership  Conference. 

Attendees  at  the  conference  dis- 
cussed Act  89  of  1986,  MedisGroups, 
the  activities  of  the  Pennsylvania 
Health  Care  Cost  Containment  Council, 
and  the  future  of  health  care  under  cost 
containment  pressure. 

Floyd  Warner,  chairman  of  the  Penn- 
sylvania Health  Care  Cost  Contain- 


Dr. Cassidy  asked  the  question,  “Should 
Physicians  Be  Rationers?” 

Medical  staff  representatives 

Hospital  medical  staff  representa- 
tives from  across  the  state  met  in 
Hershey  April  12  at  the  PMS  Hospital 
Medical  Staff  Section  (HMSS)  Eighth 
Assembly  Meeting  to  discuss  their 
right  to  self-governance.  Keynote 
speaker  at  the  meeting  was  Howard  L. 
Lang,  MD,  chairman  of  the  American 
Medical  Association  HMSS  Governing 
Council. 

Dr.  Lang  said  that  many  medical 
staffs  are  not  given  the  right  of  self- 
governance.  He  said  that  hospital  medi- 
cal staffs  should  be  separate  legal  enti- 
ties and  called  for  cooperation  between 
medical  staffs  and  hospital  administra- 
tors. “The  medical  staff  and  the  admin- 
istration should  be  equally  strong  and 
separate  to  serve  as  a check  on  and  a 
balance  to  each  other.  This  will  assure 
the  appropriate  relationship  between 
hospital  corporate  interests  and  patient 


ment  Council,  told  the  leaders  that  data 
collection  by  hospitals  is  in  progress. 
The  first  data  are  due  to  the  Council 
September  30. 

He  said  that  the  results  of  the  Coun- 
cil’s study  on  indigent  care  will  be  pre- 
sented to  the  General  Assembly  July  1. 
The  Council  is  currently  reviewing  the 
report  prepared  by  Lewin  and  Associ- 
ates, its  Washington,  DC,  consulting 
firm. 

Donald  E.  Harrop,  MD,  PMS  presi- 
dent, traced  the  history  of  the  State  So- 
ciety’s involvement  in  cost  containment 


Dr.  Berkowitz  fielded  questions  about 
medical  practice  marketing. 

discuss  self'governance 

care  interests.” 

He  stressed  the  importance  of  estab- 
hshing  separate  bylaws  for  the  medical 
staff  and  encouraged  medical  staffs  to 
have  their  own  legsJ  counsel.  “In  effect, 
medical  staff  bylaws  are  a contract  be- 
tween the  medical  staff  and  the  hospital 
board,”  he  said.  He  said  that  once  the 
hospital  board  approves  the  medical 
staff  bylaws,  which  it  is  required  to  do 
by  law,  the  board  can  no  longer  unilater- 
ally change  the  staff’s  bylaws. 

He  urged  the  PMS-HMSS  to  develop 
a model  of  medical  staff  bylaws. 

He  s^lid  that  no  hospital  board  has  ab- 
solute authority  over  a medicEd  staff. 
“The  board  does  not  create  a medical 
staff.  Hospital  enabling  statutes  do. 
The  board  authorizes  the  actions  of  the 
medical  staff.  The  board  does  not  dele- 
gate to  the  medical  staff.  The  medical 
staff  has  inherent  rights,”  he  said. 


efforts.  He  said  that  while  PMS  sup- 
ports cost  containment,  it  will  not  sup- 
port efforts  to  contain  costs  that  sacri- 
fice quality,  that  are  not  cost  effective, 
and  that  single  out  physicians. 

Both  Warner  and  Dr.  Harrop  partici- 
pated in  the  cost  containment  forum 
Tuesday  afternoon.  Other  participants 
included  Donald  Cutler,  vice  chairman 
of  AFSCME  Council  13;  David  J. 
Jones,  MD,  medical  consultant  of  the 
Hospital  Association  of  Pennsylvania; 
Emd  Ernest  J.  Sessa,  executive  director 
of  the  Pennsylvania  Health  Ceire  Cost 


George  Yeckel  offered  advice  on  working 
together  effectively. 


Containment  Council.  The  forum  was 
moderated  by  Timothy  J.  Michals,  MD, 
the  physician  representative  on  the 
cost  containment  council. 

Each  participant  presented  his  views 
on  cost  containment.  Then,  the  audi- 
ence was  free  to  ask  questions.  Else- 
where in  this  issue  is  a special  feature 
on  this  forum. 

A consultant  to  MediQual  Inc.,  the 
developer  of  MedisGroups,  the  comput- 
erized system  that  hospitEils  will  use  to 
collect  severity  data,  explained  how  Me- 
disGroup  works.  Lisa  I.  lezzoni,  MD, 
MS,  assistant  professor  at  Boston  Uni- 
versity Medical  Center,  said  that  Medis- 
Groups calculates  a patient’s  severity 
of  illness  based  on  the  key  clinical  find- 
ings reported  at  two  reviews— one  upon 
admission  and  the  other  several  days 
later. 

Eric  N.  Berkowitz,  PhD,  chairman  of 
the  Department  of  Marketing  at  the 
University  of  Massachusetts,  spoke  on 
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Ailment:  Excessive  rental 
expense. 


Recommended  Treatment: 

Purchase  own  building  and 
convert  rent  payments  to 
mortgage  payments. 


Prescription:  Commercial 
real  estate  loan  from  the 
Money  Store.  Up  to  $665,000. 
25-year  term.  Up  to  90  percent 
loan-to-value. 


fhE  Monet  Aonr 

INVESTMENT  CORPORATION 


(215)  641-9660 
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how  the  delivery  of  health  care  will  be 
affected  after  the  cost/quality  data  are 
released  publicly.  He  presented  three, 
sometimes  humorous,  scenarios  of  what 
competition  in  the  health  care  deUvery 
system  may  produce. 

Wednesday  morning  the  leaders  at- 
tended any  two  of  five  workshops. 
“Cost/Quahty  Data  Collection  . . . The 
Practicing  Physician’s  Response”  was 
presented  by  Dr.  Berkowitz;  “Economic 
Triage:  Should  Physicians  Be  Ra- 
tioners?”  by  Robert  C.  Cassidy,  PhD,  of 
the  Robert  Wood  Johnson  Medical 
School;  “Humor  . . . The  Best  Medi- 
cine” by  Steve  Allen  Jr.,  MD,  from  the 
Orchard  Family  Health  Center  in 
Horseheads,  NY;  “Risk  Management” 
by  Judith  R.  Brown,  RN,  JD,  vice 


“Detailed  documentation  is  the  key  to 
fighting  malpractice  allegations,”  Judy 
Brown  stressed  in  her  workshops. 


president/director  of  risk  management 
of  PMSLIC;  and  “Working  Effectively 
With  Hospital  Administrators”  by 
George  H.  Yeckel,  president  of  the 
South  Hills  Health  System  in  Pitts- 
burgh. 

Three  special  guests  spoke  at  the 
conference.  Alan  R.  Nelson,  MD,  chair- 
man of  the  American  Medical  Associa- 
tion Board  of  Trustees,  was  the  first 
speaker  Tuesday.  He  spoke  on  how  phy- 
sicians can  take  charge  of  cost  contain- 
ment efforts.  Carl  T.  Rowan,  syndicated 
columnist  from  the  Chicago  Sun-Times, 
spoke  at  Tuesday  evening's  banquet 
sponsored  by  PaMPAC.  He  offered  his 
perspective  on  each  president  since  Tru- 
man and  on  what  qualities  a good  presi- 
dent should  have.  Representative  Rob- 
ert W.  O’Donnell,  Philadelphia,  the 
majority  whip  in  the  state  House, 
closed  the  conference  at  Wednesday’s 


Dr.  Allen  taught  the  audience  how  to  re- 
lieve stress  through  humor.  Participants  in 
his  workshop  learned  how  to  juggle. 


Cost  containment  data  collection  under  way 


Following  the  reporting  regulations 
set  by  the  Pennsylvania  Health  Care 
Cost  Containment  Council  that  were 
pubhshed  April  19,  hospitals  in  Penn- 
sylvania have  begun  to  collect  morbid- 
ity and  severity  data.  The  first  data  will 
be  submitted  to  the  Council  by  Septem- 
ber 30. 

The  Council’s  reporting  plan  phases 
in  the  use  of  MedisGroups,  the  state 
mandated  morbidity  and  severity  data 
collection  system. 

Hospitals  with  more  than  100  beds  in 
Region  5 (Adams,  Cumberland,  Dau- 
phin, Franklin,  Fulton,  Huntingdon, 
Juniata,  Lancaster,  Lebanon,  Perry,  and 
York  counties)  will  be  the  first  hospitals 


in  the  state  to  submit  discharge  data  to 
the  Council.  The  data  will  be  collected  in 
the  second  quarter  of  1988  £md  submit- 
ted to  the  Council  by  September  30. 

The  second  set  of  hospitals  to  report 
data  will  be  those  in  Region  7 (Berks, 
Carbon,  Lehigh,  Northampton,  and 
Schuylkill  counties).  They  will  submit 
to  the  Council  discharge  data  collected 
in  the  third  qu2U"ter  of  1988  by  Decem- 
ber 31. 

All  hospitals  with  100  beds  or  less 
wUl  begin  collecting  the  MedisGroups 
severity  and  morbidity  data  in  the  third 
quarter  of  1989.  They  will  submit  the 
data  to  the  Council  by  December  31, 
1989. 


luncheon.  He  told  attendees  what  the 
legislative  climate  is  toward  medical 
care. 

Members  of  the  PMS  Leadership 
Conference  Committee  are  David  L. 
Miller,  MD,  ch2iirman.  New  Bethlehem; 
Frederick  G.  Brown,  MD,  Danville; 
Donald  E.  Harrop,  MD,  Phoenixville; 
John  Helwig  Jr.,  MD,  Philadelphia; 
Herbert  C.  Perlman,  MD,  Carlisle;  Jon- 
ath2m  E.  Rhoads  Jr.,  MD,  York;  and 
Ferdinand  L.  Soisson  Jr.,  MD,  John- 
stown. 


Students  active  in  study 
of  humanistic  medicine 

A hterary  magazine,  a competition  in 
hterature,  and  a center  devoted  to  the 
advancement  of  humanistic  medicine 
are  all  available  to  medical  students  at 
Penn  State’s  College  of  Medicine  at  The 
Milton  S.  Hershey  Medical  Center. 

Wild  Onions,  the  college’s  student- 
published  literary  magazine,  recently 
was  read  at  a meeting  of  the  Art  Asso- 
cation  of  Harrisburg.  Judy  Hopkins 
Schaefer,  art  association  member  and 
nurse  coordinator  of  the  hemophilia 
program  at  Hershey,  said,  “Wild  On- 
ions is  one  of  the  few,  if  not  the  only, 
literary  magazine  written,  photo- 
graphed, and  edited  by  medical  stu- 
dents.” 

Eric  Bonsall,  MD,  a psychiatric  resi- 
dent at  Hershey,  is  the  editor  of  the 
pubhcation. 

The  magazine  as  well  as  a competi- 
tion in  hterature  are  supported  by  the 
Center  for  Humanistic  Medicine.  The 
center  is  funded  through  an  endowment 
from  Doctors  Jane  and  Lawrence  Kie- 
nle,  of  Medford,  NJ.  Dr.  Lawrence  Kie- 
nle  is  a radiologist  and  Dr.  Jane  Kienle 
is  a psychiatrist.  Both  retired  in  1978 
and  both  attended  the  Albany  Medical 
College  of  Union  University,  Albany, 
NY. 

Thomas  V.  N.  Ballentine,  MD,  profes- 
sor of  surgery  and  pediatrics  and  chief 
of  pediatric  surgery,  is  the  director  of 
the  center. 

Entries  for  the  third  annual  “The 
Doctors  Kienle  Competition  in  Litera- 
ture” opened  April  1.  The  competition 
is  open  to  all  patients,  students,  faculty, 
2md  staff  at  Hershey  Medical  Center. 
The  original  writing  may  take  any  hter- 
ary form— poem,  short  story,  essay,  or 
longer  work.  The  winner  will  be 
awarded  $600.  The  deadhne  for  receipt 
of  entries  is  5:00  p.m.,  July  15. 
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WHEN 
THE  FIRST 

YOU  NEED  IS 

A BUSINESS  LOAN 
THE  LAST  THING 
YOU  NEED 
IS  TO  BE 
LEFT  HANGING. 


If  your  business  banker  is  taking  his  time 
processing  your  loan,  maybe  it’s  time  to 
switch  to  PSFS.  We’ll  get  you  an  answer 
fast.  In  fact,  if  you’re  requesting  less  than 
$250,000,  and  you  supply  us  with  all  the 
required  information,  you’ll  have  an 
answer  in  48  hours.  Responding  to  your 
needs  is  just  one  of  the  standards  we’ve 
set  for  ourselves.  And  we’ve  been  setting 
the  standards  in  business  banking  for 
years.  We’re  dedicated— if  you  call  us  with 
a problem,  we’ll  call  you  the  same  day 
with  a solution.  We’re  reliable— we 
guarantee  you’ll  be  satisfied  with  your 
checking.  We’re  professional— we’ll 
provide  you  with  a proposal  for  better 
banking  services. 


We’ll  do  everything  we  can  to  ensure  your 
business’s  success.  In  fact,  you’ll  probably 
come  to  view  us  as  a valued  business 
partner.  After  all,  we’ve  been  helping  people 
manage  their  money  for  over  170  years. 
Your  business  is  your  future.  And  it 
deserves  the  experience,  knowledge 
and  service  only  PSFS  can  offer. 
For  more  information,  call  1-215-636-2221. 


SWITCH  TO  PSFS.  SERVICE  IS  WHY. 

irpsFS. 

Meritor  Financial  Group 


ei988  PSFS 


Member  FDIC 
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Physicians  to  record,  report  vaccine  data 


Federal  law  requires  health  care  pro- 
viders who  administer  certain  vaccines 
and  toxoids  to  record  selected  informa- 
tion and  report  special  events.  The  re- 
quirements are  outlined  in  Morbidity 
and  Mortality  Report,  dated  April  18, 
1988,  Volume  37,  No.  13. 

The  law,  effective  since  March  21,  ap- 
phes  to  the  following  vaccines  and  tox- 
oids: diphtheria  and  tetanus  toxoids 
and  pertussis  vaccine  (DTP);  pertussis 
vaccine  (P);  measles,  mumps,  and  ru- 
bella single-antigen  vaccines  and  combi- 
nation vaccines  (MMR,MR);  diphtheria 
and  tetanus  toxoids  (DT);  tetanus  and 
diphtheria  toxoids  (Td);  tetanus  toxoid 
(T);  pohovirus  vaccine  live,  oral  (OPV); 
and  poliovirus  vaccine  inactivated 
(IPV).  The  requirements  will  also  apply 
to  DTP  combined  with  inactivated  po- 
hovirus vaccine  (DTP/Poho  combined) 
if  it  becomes  available. 

Any  health  care  provider  who  gives 
one  or  more  of  these  vaccines  or  toxoids 
must  record  the  following  data  in  either 
the  recipient’s  permanent  medical  rec- 
ord or  a permanent  office  log  or  file:  the 
date  the  vaccine  was  administered,  the 
manufacturer  and  the  lot  number  of  the 
vaccine,  and  the  name,  address,  and  ti- 
tle of  the  person  administering  the  vac- 
cine. 

The  hst  of  selected  events  occuring 
after  vaccination  that  health  care  pro- 
viders must  report  include:  anaphylaxis 
or  anaphylactic  shock;  encephalopathy 
or  encephalitis;  shock-collapse  or 
hypotonic-hyporesponsive  collapse;  re- 
sidual seizure  disorder;  paralytic  polio- 
myelitis; any  acute  complication  or  se- 
quela (including  death)  of  the  above 
events;  and  events  hsted  on  the  manu- 
facturer’s package  insert  as  contraindi- 
cations to  additional  doses  of  vaccine. 

Reporting  of  vaccines  that  are  pur- 
chased publicly— those  that  are  paid  for 
by  federal,  state,  and/or  local  govern- 
ment funds— should  be  through  local, 
county,  and/or  state  health  departments 
to  the  Centers  for  Disease  Control 
(CDC).  Events  occuring  after  adminis- 
tration of  vaccinations  purchased  pri- 
vately should  be  reported  to  the  Food 
and  Drug  Administration  (FDA)  by  the 
manufacturer  or  the  health  care  pro- 
vider. Physicians  can  get  copies  of  the 
FDA  form  from  the  Food  and  Drug  Ad- 
ministration, HFN-730,  RockvUle,  MD 


20857,  or  by  copying  the  form  that  is 
printed  in  FDA  Drug  Bulletin,  the  phy- 
sician’s edition  of  the  Physicians'  Desk 


Reference,  USP  Drug  Information  for 
Health  Care  Providers,  and  AMA  Drug 
Evaluations. 


TABLE  1.  Reportable  events  following  vaccination 


Vaccine/Toxoid 

Event 

Interval  from  Vaccination 

DTP,  P. 

DTP/Polio 

Combined 

A.  Anaphylaxis  or  anaphylactic  shock 

B.  Encephalopathy  (or  encephalitis)* 

C.  Shock-collapse  or  hypotonic- 

hyporesponsive  collapse* 

D.  Residual  seizure  disorder* 

E.  Any  acute  complication  or  sequela 

(including  death)  of  above  events 

F.  Events  in  vaccinees  described  in 

manufacturer's  package  insert 
as  contraindications  to  additional 
doses  of  vaccine’  (such  as  convulsions) 

24  hours 
7 days 
7 days 

(See  Aids  to  Interpretation*) 
No  limit 

(See  package  insert) 

Measles, 
Mumps,  and 
Rubella;  DT, 
Td,  Tetanus 
Toxoid 

A.  Anaphylaxis  or  anaphylactic  shock 

B.  Encephalopathy  (or  encephalitis)* 

C.  Residual  seizure  disorder* 

D.  Any  acute  complication  or  sequela 

(including  death)  of  above  events 

E.  Events  in  vaccinees  described  in 

manufacturer's  package  insert  as 
contraindications  to  additional 
doses  of  vaccine’ 

24  hours 

15  days  for  measles,  mumps, 
and  rubella  vaccines;  7 days 
for  DT,  Td,  and  T toxoids 
(See  Aids  to  Interpretation*) 
No  limit 

(See  package  insert) 

Oral  Polio 
Vaccine 

A.  Paralytic  poliomyelitis 

— in  a non-immunodeficient  recipient 

— in  an  immunodeficient  recipient 

— in  a vaccine-associated  community  case 

B.  Any  acute  complication  or  sequela 

(including  death)  of  above  events 

C.  Events  in  vaccinees  described  in 

manufacturer's  package  insert  as 
contraindications  to  additional 
doses  of  vaccine’ 

30  days 
6 months 
No  limit 
No  limit 

(See  package  insert) 

Inactivated 

Polio 

Vaccine 

A.  Anaphylaxis  or  anaphylactic  shock 

B.  Any  acute  complication  or  sequela 

(including  death)  of  above  event 

C.  Events  in  vaccinees  described  in 

manufacturer's  package  insert  as 
contraindications  to  additional 
doses  of  vaccine’ 

24  hours 
No  limit 

(See  package  insert) 

*Aids  to  Interpretation: 

Shock-collapse  or  hypotonic-hyporesponsive  collapse  may  be  evidenced  by  signs  or  symptoms  such  as 
decrease  in  or  loss  of  muscle  tone,  paralysis  (partial  or  complete),  hemiplegia,  hemiparesis,  loss  of  color  or 
turning  pale  white  or  blue,  unresponsiveness  to  environmental  stimuli,  depression  of  or  loss  of  conscious- 
ness, prolonged  sleeping  with  difficulty  arousing,  or  cardiovascular  or  respiratory  arrest. 

Residual  seizure  disorder  may  be  considered  to  have  occurred  if  no  other  seizure  or  convulsion  unaccompa- 
nied by  fever  or  accompanied  by  a fever  of  less  than  102  °F  occurred  before  the  first  seizure  or  convulsion  after 
the  administration  of  the  vaccine  involved, 

AND,  if  in  the  case  of  measles-,  mumps-,  or  rubella-containing  vaccines,  the  first  seizure  or  convulsion 
occurred  within  15  days  after  vaccination  OR  in  the  case  of  any  other  vaccine,  the  first  seizure  or  convulsion 
occurred  within  3 days  after  vaccination, 

AND,  if  two  or  more  seizures  or  convulsions  unaccompanied  by  fever  or  accompanied  by  a fever  of  less  than 
102  °F  occurred  within  1 year  after  vaccination. 

The  terms  seizure  and  convulsion  include  grand  mal,  petit  mal,  absence,  myoclonic,  tonic-clonic,  and  focal 
motor  seizures  and  signs.  Encephalopathy  means  any  significant  acquired  abnormality  of,  injury  to,  or 
impairment  of  function  of  the  brain.  Among  the  frequent  manifestations  of  encephalopathy  are  focal  and 
diffuse  neurologic  signs,  increased  intracranial  pressure,  or  changes  lasting  at  least  6 hours  in  level  of 
consciousness,  with  or  without  convulsions.  The  neurologic  signs  and  symptoms  of  encephalopathy  may  be 
temporary  with  complete  recovery,  or  they  may  result  in  various  degrees  of  permanent  impairment.  Signs  and 
symptoms  such  as  high-pitched  and  unusual  screaming,  persistent  unconsolable  crying,  and  bulging  fontanel 
are  compatible  with  an  encephalopathy,  but  in  and  of  themselves  are  not  conclusive  evidence  of  encepha- 
lopathy. Encephalopathy  usually  can  be  documented  by  slow  wave  activity  on  an  electroencephalogram. 
’The  health-care  provider  must  refer  to  the  CONTRAINDICATION  section  of  the  manufacturer's  package  insert 
for  each  vaccine. 


Reprinted  from  Morbidity  and  Mortality  Weekly  Report,  April  18,  1988:  Vol.  37,  No.  13. 


14  Pennsylvania  Medicine,  June  1988 


Ophthalmology 

(of  thal  mol'  a je) 


Ophthalmology  is  the  medical 
specialty  that  deals  with  the  structure, 
functions  and  diseases  of  the  eye. 

Recognized  by  the  ancient  Egyptians, 
ophthalmology  was  one  of  the  first 
medical  specialties.  By  1752,  Jacques 
Daviel  was  recommending  lens  extrac- 
tion to  treat  cataracts,  and  during  the 
next  half  century,  others  began  to 
recognize  conditions  such  as  glau- 
coma, night  blindness,  color  blindness 
and  astigmatism.  The  ophthalmoscope, 
invented  by  Hermann  von  Helmholtz 
in  1851,  enabled  physicians  to  examine 
the  interior  of  the  eye.  It  was  brought 
into  common  use  by  Albrecht  von 
Grafe,  who  became  known  as  the 
founder  of  modern  eye  surgery. 

Ophthalmologists  now  use  lasers  to 
treat  many  eye  diseases,  lens  implants 
as  part  of  cataract  surgery  and  new 
and  safer  drugs  for  a wide  range  of 
conditions.  For  example,  fast-acting 
solutions  to  prevent  infection  control 
glaucoma  and  combat  allergies. 

Thrift  Drug  pharmacists  not  only 
dispense  all  of  these  preparations,  but 
are  also  experts  on  how  they  work 
and  how  they  interact  with  other 
drugs.  Thrift  Drug:  specialists  backed 
by  a half  century  of  concern  and 
performance. 


Thrift  Drug 

The  One  You  Can  Trust 


newsfro'  % 


State  extends  assistance  to  patients  on  Retrovir 


More  AIDS  patients  on  Retrovir  will 
receive  financial  assistance  from  the 
state,  the  Department  of  Public  Welfare 
Office  of  Medical  Assist2ince  Programs 
recently  announced.  The  department 
has  raised  the  income  level  eligibility  re- 
quirements for  coverage  of  these  pa- 
tients. 

The  expanded  coverage  will  be 
funded  through  a grant  from  the  U.S. 
Public  Health  Service.  The  purpose  of 
the  grant  is  to  provide  coverage  for  low- 
income  individuals  with  AIDS  who  are 
not  covered  under  Pennsylvania’s  or  an- 
other state’s  Medicaid  program  or  un- 
der another  third  party  payor. 

Now,  an  individual  with  an  annual  in- 
come of  $25,000  or  a family  with  an  an- 
nual income  of  $30,000  is  eligible  to  re- 
ceive assistance  from  the  grant. 

The  coverage  will  last  as  long  as  Pub- 


In  an  effort  to  determine  the  need  for 
a Center  for  Physician  Leadership,  the 
PMS  Educational  and  Scientific  Trust 
held  a conference,  “Refining  the  Future 
of  Leadership  in  Medicine,”  in  March. 

Thirty  physicians  attended  the  con- 
ference and  discussed  the  role  leader- 
ship plays  in  medicine. 

After  hearing  presentations  on  “Em- 
powerment: Risk  Factors  in  Assuming 
Leadership,”  “Financial  Aspects  of  the 
Future  of  Medical  Practice,”  and  “Soci- 


lic  Health  Service  funds  are  available. 
This  is  not  a Medical  Assistance  Pro- 
gram, is  not  an  entitlement  program, 
and  no  state  money  is  involved. 

Application  forms  are  available  at  lo- 
cal county  assistance  offices  and  at 
AIDS  community  action  groups.  Eligi- 
bility win  be  determined  centrally,  in 
Harrisburg. 

To  receive  coverage,  patients  must 


The  Medical  College  of  Pennsylvania 
(MCP)  and  Allegheny  Health  Services, 
Inc.,  (AHSI)  of  Pittsburgh,  have  con- 
cluded the  final  phase  in  establishing  a 
partnership  affiliation. 

The  agreement,  which  closed  in  April, 
calls  for  the  investment  of  $40  million 


ological  and  Demographic  Effects  on 
the  Future  of  Medical  Practice,”  the 
physicians  broke  into  small  groups  to 
discuss  each  topic  in  greater  depth. 

The  results  of  the  conference  2md  of 
the  first  phase  of  the  Trust’s  study— 40 
personal  interviews  from  a cross-section 
of  Pennsylvania  physicians— will  be  re- 
leased in  May.  They  will  be  used  to  de- 
velop a proposal  to  seek  funds  from  a 
foundation  or  corporation  for  formal- 
ized leadership  trmning  for  physicians. 


present  their  confirmation  letter  of  eh- 
gibilty  and  a prescription  for  Retrovir 
to  a pharmacy  enrolled  in  the  MAPro- 
gram.  Eligibility  will  be  effective  from 
the  date  of  the  letter  through  Septem- 
ber 30,  1988,  or  until  funds  from  the 
grant  are  exhausted. 

For  more  information,  call  Richard  P. 
Madey  at  the  department,  (717)  657- 
4079. 


to  $60  million  in  MCP  over  the  next  five 
years.  The  funding  will  enable  MCP  to 
continue  its  mission  of  providing  qual- 
ity health  services,  medicad  education, 
and  research  to  the  Philadelphia  region. 

D.  Walter  Cohen,  DDS,  MCP  presi- 
dent, said  that  MCP  will  remain  in  Phil- 
adelphia and  open  a second  campus  in 
Pittsburgh. 

AHSI  has  committed  nearly  $1.4  mil- 
lion to  MCP’s  current  expansion  of  car- 
diology and  cardiothoracic  surgery  ser- 
vices. The  development  of  resources  to 
advance  programs  involving  tertiary 
level  medical  and  surgical  specialties  is 
a high  priority,  according  to  Sherif  S. 
Abdelhak,  president  and  chief  execu- 
tive officer  of  AHSI. 

AHSI,  a nonprofit  health  care  deliv- 
ery system,  is  the  parent  corporation  of 
Allegheny  General  Hospital  (AGH),  the 
Allegheny-Singer  Research  Institute, 
and  the  Allegheny  Health  Foundation. 

In  July,  third  and  fourth  year  MCP 
medical  students  will  begin  clinical  ro- 
tations at  Allegheny  General,  an  830- 
bed  tertiary  care  referral  hospital.  Hav- 
ing medical  student  rotations  will  help 
AGH  meet  accreditation  requirements 
and  insure  the  future  of  its  residency 
training  program.  AGH  was  one  of  the 
few  hospitals  in  the  country  with  a ma- 
jor research  division  that,  until  now, 
has  not  been  aligned  closely  with  a med- 
ical school. 

Dr.  Cohen  said  that  the  opportunity 
for  students  to  study  in  Pittsburgh  also 
will  make  MCP  more  competitive  in  at- 
tracting students. 

Groundbreaking  at  MCP  for  a medi- 
cal office  building  and  a parking  facility 
is  scheduled  to  take  place  within  the 
year.  MCP  also  is  developing  plans  to 
expand  its  research  space. 


Donald  E.  Harrop,  MD,  PMS  president,  shared  his  thoughts  on  the  leadership  skills  physi- 
cians need  most. 


Trust  studies  need  for  physician  leadership  center 


MCP,  AHSI  close  partnership  agreement 


16  Pennsylvania  Medicine,  June  1988 


There’s  simply  no  substitute  for  it.  At 
PMSLIC,  we’ve  offered  quality  service  to 
physicians  for  more  than  a decade.  We’re  a 
company  owned  and  directed  by  physicians 
just  like  you.  Physician  control— that’s  the 
PMSLIC  difference.  Today,  PMSLIC  insures 
more  than  7,000  practicing  physicians  in 
Pennsylvania,  and  we  can  give  you  a 
wide  range  of  coven^e  options  and 
accommodations.  Through  innovation, 
efficiency,  and  sensitivity,  we  can  provide 
coverage  that’s  right  for  you.  If  you’re  not 
currently  a PMSLIC  insured,  call  us  to  learn 
more  about  quality  protection. 


PMSLIC 
Box  303 

Lemoyne,  Pennsylvania  17043 

1800  445  1212 


newsfroilts 


Abortions  decline  as  legal  battles  continue 


The  number  of  abortions  performed 
in  Pennsylvania  has  declined  for  the 
seventh  year  in  a row,  the  state  health 
department  reported  recently. 

During  1987,  51,630  abortions  were 
performed,  compared  to  51,666  in 
1986— a decrease  of  0.1  percent.  The 
1987  figure  represents  a 21.5  percent 
decrease  from  the  1980  total  of  65,777. 
In  1981,  62,701  abortions  were  per- 
formed; in  1982,  60,772;  in  1983,  59,288; 
in  1984,  59,258;  and  in  1985,  53,465. 

Meanwhile,  a federal  court  judge  has 
put  a tempor^lry  restraining  order  on 
the  state’s  new  abortion  control  act 


The  latest  exhibit  at  the  Morani  Art 
Gallery  at  Medical  College  of  Pennsyl- 
vania showcased  art  created  by  women. 
Almost  all  of  the  art  on  display  was 
done  by  women  in  the  Delaware  Valley. 
None  of  the  works  had  been  displayed 
previously.  Most  pieces  were  for  sale. 

Highlights  of  the  exhibit  included  a 
quilt  assembled  by  18  women  in  the 
East  Falls  community,  a collection  of 
cat  carvings  by  Linda  Brenner,  and  a se- 
ries of  Ethel  Lunenfeld  paintings. 

Other  pieces  on  display  included: 
fused  glass  jewelry  by  Dawn  Adams, 
carved  porcelain  vases  by  Leora  Bre- 
cher,  ceramic  neck  pieces  by  Zola  Bryen, 
glass/mixed  media  and  ceramic  pieces 
by  Stephanie  Jaffee,  two  fabric  collages 


Hahnemann  University  and  its  Insti- 
tute for  Cancer  and  Blood  Diseases  re- 
cently opened  a new  Controlled  Envi- 
ronment Oncology  Unit  and  Bone 
Marrow  Transplantation  Center.  The 
opening  formalizes  Hahnemann’s  par- 
ticipation as  one  of  17  centers  recog- 
nized by  the  recently  created  National 
Bone  Marrow  Registry. 

The  $2.5  million  facility  provides  spe- 
cialized care  for  patients  receiving  bone 
marrow  transplants  and  for  those  un- 
dergoing extensive  chemotherapy  for 
malignant  diseases. 

With  the  estabhshment  of  the  new 
unit,  Hahnemann  is  now  recognized  by 
the  National  Bone  Marrow  Registry. 


that  was  to  be  implemented  April  24. 
Two  provisions  of  the  act  are  being 
challenged. 

Planned  Parenthood  of  Southeastern 
Pennsylvania  led  the  challenge  against 
the  provision  that  would  require  minors 
to  obtain  parental  consent  or  a court  or- 
der before  having  an  abortion.  Judge 
Daniel  H.  Huyett  III,  of  the  U.S.  Dis- 
trict Court  in  Philadelphia,  barred  the 
implementation  of  this  provision  be- 
cause he  said  the  state’s  67  county 
courts  were  not  prepared  to  enforce  it. 

The  health  department  said  that  pa- 
tients age  19  2md  under  accounted  for 


by  Israeli  artist  Ella  Ra’ayoni,  color 
and  black  and  white  photographs  by 
Helen  Ryesky,  clay,  paper,  and  plastic 
face  masks  by  Carole  Sivin,  and  plaster 
carvings  by  Beatrice  Fenton  and  Alma 
Dea  Morani,  MD,  founder  and  consul- 
tant of  the  gallery. 

Curator  Carolyn  Siegel  said  she 
started  planning  the  exhibit  last  Febru- 
ary. Ideas  for  the  future  include  a dis- 
play of  art  by  medical  students. 

“The  exhibit  is  proof  that  MCP  con- 
tinues to  support  art.  In  fact,  art  is  be- 
coming much  more  prevalent  in  medical 
education  and  medicine  as  a whole,  ” Dr. 
Morani  said.  Dr.  Morani  is  a semi- 
retired  plastic  surgeon  and  noted  sculp- 
tor in  Philadelphia. 


The  controlled  environment  in  the 
unit  enables  patients  to  be  immunosup- 
pressed.  The  unit’s  Laminar  Flow  Pa- 
tient Isolation  combines  a physical  bar- 
rier with  an  air  barrier  to  isolate  the 
patient  and  continually  clean  the  pa- 
tient’s environment.  The  air  is  filtered 
as  it  enters  the  patient  area  and  moves 
in  a laminar  flow  (one  direction)  out  of 
the  room  in  a continuously  repeated  cy- 
cle. 

Each  laminar  flow  patient  room  also 
has  a transparent  plastic  nursing  care 
wall,  which  enables  a nurse  to  render  as- 
sistance to  the  patient  without  having 
to  use  sterile  garb  and  without  entering 
the  room. 


26.9  percent,  or  13,908,  of  the  abortions 
performed  in  1987.  This  is  an  increase  of 
339,  or  2.5  percent,  from  1986. 

Pro-choice  activists  have  also  asked 
Commonwealth  Court  to  throw  out  a 
second  provision  of  the  act.  The  provi- 
sion calls  for  victims  of  rape  or  incest  to 
report  the  crime  to  the  police  before 
quahfying  for  an  abortion  through  Med- 
icaid. The  law  requires  hospitals  and 
other  facilities  where  abortions  are  per- 
formed to  keep  public  records  of  abor- 
tions paid  for  by  Medicaid. 

According  to  the  health  department, 
women  aged  20-24  accounted  for 
17,004  abortions,  or  32.9  percent  of  all 
1987  abortions.  This  was  the  single 
largest  age  group. 

Nearly  all  abortions  in  1987—48,923 
or  94.8  percent— were  performed  within 
the  first  three  months  of  pregnancy. 
Second  trimester  abortions  increased 
from  2,335  in  1986  to  2,540  last  year. 

Of  last  year’s  total,  48,931  were  per- 
formed on  Pennsylvania  residents.  Res- 
idents of  other  states  and  U.S.  territo- 
ries accounted  for  2,689  abortions. 
Residents  of  other  countries  accounted 
for  10  abortions  performed  in  Pennsyl- 
vania. 

Of  the  Pennsylvania  residents, 
15,591,  or  31.9  percent,  live  in  Philadel- 
phia. Other  counties  showing  a large 
number  of  resident  abortions  included 
Allegheny,  7,572;  Montgomery,  2,823; 
Delaware,  2,572;  and  Bucks,  1,947.  Of 
all  67  counties,  30  showed  a decline  in 
the  number  of  resident  abortions  com- 
pared to  1986. 

As  of  December  31,  1987,  147  facili- 
ties in  the  Commonwealth  were  ap- 
proved by  the  Department  of  Health  to 
perform  abortions. 


The  Educational  and  Scientific  Trust  of  the 
Pennsylvania  Medical  Society  provides 
you  with  a way  to  make  a significant  state- 
ment honoring  the  memory  of  and  paying 
tribute  to  your  colleagues  who  are  de- 
ceased. Send  your  tax-deductible  memo- 
rial gift  to  the  PMS  Educational  and  Scien- 
tific Trust,  20  Erford  Road,  Lemoyne,  PA 
17043.  All  gifts  will  be  acknowledged  to 
the  donor  as  well  as  to  the  family  of  the 
deceased. 


Morani  Gallery  features  ‘Designs  of  Women‘ 


Hahnemann  opens  cancer  unit 
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1000  Doctors  Recommend 


I 

Medical  Manager 

I Medical  Practice  Management  Software 


I Medical  Manager  is  currently  installed 
I in  more  doctors'  offices  than  any  other 
[practice  management  software. 

‘ Independent  reviews  consistently  rate 
I Medical  Manager  as  one  of  the  best 
I on  the  market  today.  It  is  used 
I successfully  in  both  general  and  about 
170  specialty  practices,  including: 


Family  Practice 
Internal  Medicine 
OB/GYN 
Surgery 
Oral  Surgery 


Pediatrics 
Ophthalmology 
Cardiology 
Orthopedics 
Emergency  Medicine 


Anesthesiology 
Otolaryngology 
Mental  Health 
Dermatology 
Radiology 


j ACCOUNTS  RECEIVABLE  - ages  patient  accounts  by 
j patient,  insurance  company,  physician,  and  practice,  and 
i maintains  full  open  item  detail  with  clear  audit  trails. 

I INSURANCE  BILLING  - Custom  Forms  Generator 
i allows  creation  of  all  types  of  patient  communications 
: including  encounter  forms,  super  bills,  statements, 

I insurance  claims,  and  recall  notices. 

i 

I ELECTRONIC  MEDIA  CLAIMS  MODULE  - allows 
I physicians  to  submit  and  track  "paperless"  claims  via 
i modem,  diskette,  or  tape  to  multiple  claim  centers 
nationwide. 

AUTOMATED  APPOINTMENT  SCHEDULER 
provides  instant  scheduling  of  and  access  to  patient 
appointments. 

CUSTOM  REPORT  GENERATOR  - permits  easy 
creation  of  both  simple  and  complex  custom  reports  from 
the  Medical  Manager  files  as  well  as  integration  of  the 
i reports  into  custom  menus. 

! 

i SUPPORTS  POPULAR  HARDWARE  AND  OPER- 
ATING ENVIRONMENTS  including  PC  DOS™, 
Concurrent  PC  DOS™,  NovelF*^  NetWare™,  Xenix™, 
and  Unix™. 


The  Medical  Manager  is  markelcd  nationally  by  Systems  Plus,  Inc.,  a California  corporation. 
Systems  Plus,  Inc.  is  a registered  trademark  of  Systems  Plus,  Inc.  Medical  Manger  is  a registered 
I trademark  of  Personalized  Progranuning,  Inc.  Unix  is  a trademark  of  AT&T  Bell  Labs.  Novell 
I an^/f^ctWarc  arc  trademarks  of  Novell,  Inc.  PC  DOS  is  a registered  trademark  of  IBM. 

I Concurrent  PC  DOS  is  a trademark  of  Digital  Research.  Xenix  is  a trademark  of  Microsoft  Corp. 


For  more  information  and  a thorough  demonstration  of  The  Medical 
Manager,  contact  your  local  Systems  Plus  representative. 

SOUTH  CENTRAL  PENNSYLVANIA 
Paper  Chase  Inc.,  5405  Jonestown  Road,  Harrisburg,  PA  17112 
Phone  (800)  327-8588  • Mr.  Curtis  Vreeland 

SCRANTON 

Office  Plus,  415  North  Washington  Avenue,  Scranton,  PA  18503 
Phone  (717)  961-6125  » Mr.  Dave  Caolo 

PHILADELPHIA 

Robert  Lee  & Associates,  160  Fernbrook  Ave.,  Wyncote,  PA 
19095 

Phone  (215)  576-6630  • Mr.  Robert  Lee 

NORTH  CENTRAL  PENNSYLVANIA 
Beaver  Computer  Center,  147  W.  Long  Ave.,  DuBois,  PA 
15801 

Phone  (814)  375-0700  * Mr.  Bryan  Taylor 

HAZLETON 

MCS  Consultants,  10  West  Broad  Street,  Hazleton,  PA  18201 
Phone  (717)  454-5450  • Mr.  Lew  Saras 

PITTSBURGH 

The  Oakland  Assoc.,  Inc.,  285  William  Pitt  Way,  Pittsburgh. 

PA  15238 

Phone  (412)  826-5530  • Mr.  Frank  Genovese 


newsfrc»iritis 


New  trustee  sees  no  easy  solutions  to  problems 


Patricia  L.  Hogg 

“Outside  influences  in  medicine  are 
phenomenal.  Everybody  wants  a bit  of 
control  over  physicians  and  hospitals. 
Too  often  physicians  are  trying  to  de- 
fend themselves  from  people  who 
should  not  be  involved  in  medicine, 
whether  they  represent  unions,  govern- 
ment, or  insurance  companies.”  This 
was  the  summation  of  PMS  Trustee 
Frederick  G.  Brown,  MD,  at  a recent  in- 
terview. 

Dr.  Brown,  a nephrologist  at 
Geisinger  Medical  Center  in  DanviUe,  is 
serving  his  first  term  as  the  Fourth  Dis- 
trict Trustee  of  the  State  Society.  He  re- 
placed J.  Mostyn  Davis,  MD,  a family 
practitioner  at  Geisinger,  on  the  PMS 
Board. 

Physician  reaction 

Dr.  Brown  thinks  physicians  should 
become  more  active  in  their  profes- 
sional organizations  to  deal  with  these 
outside  influences.  “Physicians  must 
use  county,  state,  and  national  levels  of 
organization  and  their  specialty  soci- 
eties. 

“It’s  very  important  for  physicians  to 
keep  up  with  what’s  going  on.  I think 
all  physicians  will  have  to  be  involved  in 
some  way,  although  not  aU  are  involved 
now.  If  more  physicians  were  individu- 
ally more  involved  we  would  get  a lot 
more  accomplished.  I think  physicians 
owe  it  to  themselves,  to  their  col- 
leagues, and  especially  to  their  patients 
to  be  involved  at  any  level.” 

He  said  that  not  only  do  physicians 
need  to  be  involved  in  organized  medi- 
cine to  have  an  impact  on  the  politics 
and  economics  of  medicine,  but  that 
physicians  also  need  to  be  active  in  pro- 
fessional organizations  to  keep  abreast 
of  the  scientific  advances  and  changing 
technology.  “Physicians  must  keep  up 
to  date  professionally  or  be  unable  to 
practice  medicine.  The  scientific 
changes  are  so  great  that  for  us  to  keep 
up  with  them  in  our  continuing  educa- 
tion is  our  biggest  chEiUenge.  A physi- 
ci^m’s  education  has  basically  only  be- 
gun in  medical  school.” 

However,  Dr.  Brown  said  physicians 
have  an  adv^mtage  over  the  others  try- 
ing to  solve  the  problems  in  medicine. 
“Physicians  realize  there  is  a difference 


between  a problem  and  its  solution.  We 
know  there  are  things  we  can’t  treat— 
we  know  we  have  to  help  patients  hve 
and  die  with  problems.  We’re  used  to 
that.  Other  people  aren’t.  They  think 
that  if  you  identify  a problem,  it  ought 
to  be  easy  to  identify  a solution. 

“That’s  where  we  are  today  with  out- 
side influences  trying  to  correct  what 
they  perceive  as  being  wrong  with  medi- 
cine. Everyone  thinks  they  have  a solu- 
tion, but  nobody  can  tell  us  that  they 
can  solve  the  problems.” 

Practice  management 

To  deal  effectively  with  the  influences 
affecting  every  physician’s  practice.  Dr. 
Brown  said  all  physicians  must  learn 


managerial  skills  whether  they  3ie  in  a 
solo  or  group  practice.  “Solo  and  group 
practices  should  be  run  by  physicians 
and  can  only  be  if  physicians  are  well 
trained  in  managerial  techniques  and 
give  time  to  perfecting  these  skills. 

“The  State  Society  has  suggested 
that  medical  schools  give  students 
more  formal  training  in  socioeconomic 
issues  and  I wholeheartedly  concur,” 
Dr.  Brown  said.  “Medical  students  need 
to  know  more  about  the  practice  envi- 
ronment to  which  they  will  be  exposed 
than  is  presented  during  their  training, 
but  I don’t  think  teaching  practice  man- 
agement is  necessarily  the  role  of  medi- 
cal schools.  I think  the  residency  pro- 
grams should  give  residents  that  kind 
of  education.  And  I think  it’s  easier  for 
the  residency  programs  to  do  that  be- 


cause the  residents  are  dealing  one-on- 
one  with  practicing  physicians.  You 
never  have  enough  managerial  skills,” 
Dr.  Brown  said. 

Improvements  in  medicine 

Despite  the  pressures  on  physicians 
today.  Dr.  Brown  said  he  thinks  the 
practice  of  medicine  has  improved  as 
compared  with  when  he  first  started 
practicing.  “The  practice  of  medicine  is 
a lot  more  open  now,”  Dr.  Brown  s^lid, 
pointing  to  the  higher  level  of  patient 
involvement  in  patient  care  as  an  im- 
provement. “Patients  participate  much 
more  in  their  care  now  than  before.  I 
think  that’s  good.” 

He  also  said  that  medicine  has  more 
to  offer  patients  now  than  before  in 
terms  of  drugs,  surgery,  new  tech- 
niques, and  preventive  headth  care.  “We 
no  longer  just  hold  h^mds  and  suffer 
with  the  patient.  We  can  intervene  in 
patient  care  and  do  a lot  of  positive 
things.  Nowadays,  we  know  that  many 
future  problems  can  be  prevented  with 
attention  to  cholesterol,  blood  pressure, 
smoking,  diet,  and  exercise.” 

Medicine  as  a career 

“Despite  everything,  medicine  is  a 
fun  profession,”  Dr.  Brown  said.  “Very 
few  careers  give  people  the  satisfaction 
physicians  get  from  the  one-on-one  con- 
tact they  have  with  their  patients.  Even 
the  government  can’t  take  that  away 
from  us.” 

Out  of  all  his  duties  as  director  of  the 
Department  of  Nephrology  and  director 
of  the  Kidney  Center  at  Geisinger,  Dr. 
Brown  said  he  enjoys  the  patient  con- 
tact most.  He  said  he  doesn’t  mind  the 
time  commitment  because  he  hkes  to 
keep  busy  and  he  especially  likes  the 
challenges  practicing  medicine  offers. 
He  said  he  ^llso  likes  the  opportunity  he 
has  to  teach.  There  are  almost  as  many 
residents  as  physicians  at  Geisinger. 

Although  Dr.  Brown  did  not  consider 
going  into  medicine  until  he  was  in  col- 
lege, he  said  he  has  never  regretted  his 
decision.  He  decided  on  medicine  be- 
cause he  was  interested  in  zoology  and 
medicine  was  one  field  where  he  could 
use  that  knowledge. 

Dr.  Brown  graduated  from  Dart- 
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MR  UPDATE ^ — 

MRI  Advances  the  Detection  of  Musculoskeletal  Disease 


KNEE  EXAMINATION 

HISTORY:  This  44-year-old  female  recently  sus- 
tained a knee  injury  and  has  clinical  evidence  of  abnormal 
laxity  of  the  posterior  cruciate  ligament. 

SCAN:  This  parasagittal  view  near  the  midline  clearly 
demonstrates  avulsion  of  the  posterior  cruciate  ligament 
(large  arrow).  The  ligament  is  normally  attached  at  its 
femoral  origin.  Total  avulsion  of  the  ligament  has  occured 
near  its  tibial  insertion,  the  expected  position  of  which  is 
marked  by  the  small  arrow.  The  higher  intensity  (lighter) 
material  at  the  tip  of  the  small  arrow  represents  hemarthro- 
sis  consequent  to  the  recent  injury. 


MRI  HIGHLIGHTS:  The  ligamentous  structures  of  the  knee  are  routinely  well  demonstrated  by  surface 
coil  MRI.  Surface  coil  imaging  is  essential  for  the  special  resolution  needed  in  this  area.  Surface  coil  MRI  is  also  useful 
for  demonstrating  meniscal  injuries.  Frank  meniscal  disruption  may  be  seen  and  confirmed  at  arthroscopy.  Since 
the  articular  surfaces,  bone  detail,  and  extra-articular  structures  are  also  shown  by  MRI,  MRI  is  highly  competitive 
with  contrast  arthrography.  MR  requires  no  painful  injection  and  no  ionizing  radiation.  MRI  is  also  the  procedure 
of  choice  for  imaging  aseptic  necrosis  of  the  hip  and  other  musculoskeletal  diseases. 


LANCASTER 
MAGNETIC 
IMAGING,  LTD. 

213  College  Avenue 
Lancaster,  Pennsylvania  17603 

(717)  394-2693 


PHILADELPHIA 
MAGNETIC 
IMAGING,  LTD. 

1336  Wolf  Street 


Philadelphia,  Pennsylvania  19148 

(215)  271-0028 


CENTRAL  PA 
MAGNETIC 
IMAGING,  LTD. 

800  Campbell  Street 
Williamsport,  Pennsylvania  17701 

(717)  322-4300 


NORTHEASTERN 
MAGNETIC 
IMAGING,  LTD. 

5090  Summerdale  Avenue 
Philadelphia,  Pennsylvania  19124 

(215)  288-8100 


Health  Images  facilities  operate  their  MRI  systems  with  all  available  upgrades  including  contiguous  thin  slices, 
high  resolution  head  and  body  coils,  state  of  the  art  surface  coils,  and  cardiac  gating. 


3nc. 


Health  Images  facilities  are  a community 
resource  available  to  all  area  physicians. 


newsinritts 


louth  College  in  New  Hampshire  in 
1957  and  from  the  University  of  Pitts- 
burgh School  of  Medicine  in  1961.  From 
1961  to  1963,  Dr.  Brown  did  an  intern- 
ship and  his  residency  at  Geisinger, 
then  moved  to  Montana  to  work  on  the 
heart  disease  control  program  for  the 
department  of  health.  In  1965,  Dr. 
Brown  started  working  in  the  dialysis 
and  transplantation  division  at  the 
Cleveland  Chnic  Foundation  in  Cleve- 
land, Ohio.  He  stayed  there  two  years 
then  went  to  the  University  of  Utah, 
where  he  was  medical  director  of  the 
home  dialysis  training  center  and 
worked  under  Dr.  Willem  Kolff,  the  in- 
ventor of  the  artificial  kidney.  In  No- 
vember 1968,  Dr.  Brown  returned  to 
Geisinger. 

Opportunities  in  organized  medicine 
Since  joining  organized  medicine  in 
1969,  Dr.  Brown  said  he  has  enjoyed 
two  opportunities.  “I’ve  had  the  oppor- 
tunity to  keep  up  with  what’s  going  on 
in  the  socioeconomic  field.  I’ve  been 
able  to  see  the  problems  and  study 
them.  And  I’ve  had  the  opportunity  to 
do  something  about  the  problems.  Phy- 
sicians in  organized  medicine  are  able  to 


anticipate,  attack,  and  in  some  cases 
turn  around  some  of  the  problems. 

“Our  problems  never  go  away.  You 
just  whittle  away  at  them.  You  need  a 
lot  of  patience  to  be  active  in  organized 
medicine  because  you  rarely  solve  prob- 
lems once  and  for  aU.  There  are  very  few 
heroes  in  orgEuiized  medicine.  There  are 
just  people  who  put  in  an  enormous 
amount  of  time  and  sometimes  have 
nothing  to  show  for  it.  Organized  medi- 
cine is  a slow  process.” 

In  1969,  Dr.  Brown  joined  the  Mon- 
tour County  Medical  Society,  the  Penn- 
sylvania Medic£il  Society,  the  American 
Medical  Association,  and  the  American 
Society  of  Nephrology.  He  also  belongs 
to  the  International  Society  of  Nephrol- 
ogy, the  American  Society  for  Artificial 
Internal  Organs,  and  the  Pennsylvania 
Society  of  Nephrology. 

As  a member  of  the  county  medical 
society.  Dr.  Brown  served  on  the  Board 
of  Trustees,  and  as  secretary/treasurer 
and  delegate  to  the  PMS  House  of  Dele- 
gates. His  work  with  the  State  Society 
has  included  membership  on  the  Coun- 
cils on  Medical  Practice  and  Legisla- 
tion, and  on  numerous  committees  in- 
cluding the  Bylaws  Committee. 

Family  and  community  involvement 

Besides  staying  busy  in  his  practice 


and  professional  organizations.  Dr. 
Brown  finds  time  to  be  active  in  the 
community.  He  is  an  avid  piano  and  or- 
gan player  and  is  church  organist  for 
the  local  Presbyterian  church. 

Dr.  Brown  also  enjoys  the  outdoors. 
“As  soon  as  I can,  I get  outside  in  the 
spring.  I enjoy  working  around  the 
house  and  gardening.  That’s  my  sum- 
mer fun.” 

He  and  his  wife,  Jean,  a native  of 
Danville,  hve  in  Riverside,  a small  town 
across  the  Susquehanna  River  from 
Danville.  They  have  two  children,  a son 
and  a daughter.  Derick  is  an  aerospace 
engineer  in  California.  Jessica  is  a nurs- 
ing graduate  of  Penn  State. 

Saving  time  for  yourself  and  for  your 
family  and  learning  to  like  and  enjoy 
your  patients  are  very  important.  Dr. 
Brown  said.  “You  should  enjoy  your 
practice  as  much  as  possible.  That 
means  learning  to  hke,  respect,  and  en- 
joy the  people  you  deal  with.  You  can’t 
look  at  them  as  burdens.  You  have  to 
respect  the  way  they  deal  with  prob- 
lems and  help  them.  And  you  have  to 
arrange  your  time  so  you  can  enjoy 
your  family  and  hobbies.  It’s  importsmt 
to  give  ourselves  that  time.  We  must 
also  remember  that  medicine  is  a 
learned  profession.  We  must  remain  stu- 
dents aU  of  our  Uves.” 


Dx:  recurrent 
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HeRpecin-a: 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  ddS,  MN 

“HERPECIN-L''^.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-I proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  ctinicaf  evaluation,  write:  Campbell  Laboratories, 
Inc.  P.O.  box  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Pennsylvania,  HERPECIN-L  is  available  at  all  Brooks,  Eckerd, 
Rea  & Derick,  Revco,  RiteAid,  Thrift  and  other  select  pharmacies. 


Sheppand  PrattHospital. 


You  know— perhaps  firsthand— how  treating  a borderline 
patient  can  become  a vicious  circle.The  harder  you  try  to  help,  the 
more  resistant  or  even  abusive  your  patient  becomes,  until  both 
of  you  are  left  frustrated  and  e^austed. 

But  how  do  you  break  the  therapeutic  deadlock?  Changing 
therapists  may  only  begin  the  cycle  all  over  again.  And  a brief 
hospital  stay  usually  produces  only  temporary  improvement. 

At  Sheppard  Pratt,  our  experience  has  shown  that  specialized 
inpatient  treatment,  coupled  with  the  opportunity  for  a longer 
hospital  stay,  may  be  the  only  effective  way  to  interrupt  this  pattern 
of  behavior  and  uncover  and  resolve  the  deep-seated  problems 
underlying  the  patient’s  longstanding  difficulties. 

The  Personality  Disorder  Treatment  Program  at  Sheppard 
Pratt  is  designed  to  provide  such  long-term  care.  Our  objective  is 
to  bring  about  lasting  improvement  in  patients  with  personality 
disorders. 

The  process  is  not  easy.  Serious  personality  disorders  do  not 
lend  themselves  to  a “quick  fix.”  But  we  are  encouraged  by  the 
number  of  our  patients  who  have,  in  time,  broken  out  of  the 
vicious  circle. 

If  you  would  like  to  know  more  about  the 
Sheppard  Pratt  approach  to  the  borderline  patient 
and  other  patients  with  severe  personality 
disorders,  contact  the  Admissions  Office, 

(301)339-4070,  The  Sheppard  and  Enoch  Pratt 
Hospital,  6501  North  Charles  Street,  PO.  Box 
6815,  Bdtimore,  MD  21285-6815. 


SHEPPARD 


THE  PERSONALITY 
DISORDER  TREATMENT 
PROGRAM 


special  feature 


Cost  containment  forum  airs  differences 

Patricia  L.  Hogg 

With  purpose  and  determination,  the  Pennsylvania 
Health  Care  Cost  Containment  Council  is  forging  ahead. 
Data  collection  is  happening  now.  Public  release  is  immi- 
nent. A plan  to  care  for  the  indigent  will  be  finalized  this 
month.  You  need  to  know  how  you  will  be  affected.  Read 
on  to  find  out  what  PMS  leaders  learned  at  this  year’s 
Leadership  Conference. 


4 4 X T nlike  other  purchases  made  in 
the  economy,  health  care  has 
been  consumed  without  reference  to  the 
quahty  of  that  care.  Consumers  have 
had  httle  or  no  information  with  which 
to  compare  providers  and  base  purchas- 
ing decisions,”  Floyd  Warner,  chairman 
of  the  Pennsylvania  Health  Care  Cost 
Containment  Council,  said. 

“We  in  Pennsylvania  have  chosen  not 
to  create  a price  regulation  system  as 
other  states  have  done,  instead  we  have 
hoped  to  contain  costs  by  creating  a 
more  competitive  marketplace.  One  of 
the  basic  tenets  of  the  philosophy  un- 
derlying this  approach  is  that  hospitals 
and  physicians  who  are  good  at  what 
they  do  will  be  rewarded.  Those  who  are 
having  problems  will  have  to  solve 
them  in  order  to  be  competitive.  For  the 
first  time  employers  and  labor  leaders 
will  be  able  to  coordinate  benefit  pro- 
grams that  give  employees  incentives 
to  choose  those  providers  with  the  best 
care  and  the  lowest  cost.” 

Warner  was  one  of  the  participants  in 
the  cost  containment  forum  at  the  PMS 
Leadership  Conference  in  April.  He  ex- 
plained to  attendees  the  need  for  cost 
containment  and  brought  them  up  to 
date  on  the  council’s  activities. 

Other  forum  participants  included 
Donald  E.  Harrop,  MD,  PMS  president; 
Donald  Cutler,  vice  chairman  of 
AFSCME  Council  13;  David  J.  Jones, 
MD,  medical  consultant  for  the  Hospi- 
tal Association  of  Pennsylvania;  and 
Ernest  J.  Sessa,  executive  director  of 
the  Pennsylvania  Health  Care  Cost 
Containment  Council.  Timothy  J.  Mi- 


chals,  MD,  the  physician  representative 
on  the  cost  containment  council,  was 
the  moderator. 

Each  of  the  participants  spoke  on  the 
cost  containment  issue.  A question  and 
answer  session  followed. 

PMS  involvement 

“The  Pennsylvania  Medical  Society 
and  other  provider  groups  believed  then 
(in  1983  when  the  cost  containment  is- 
sue surfaced)  and  believe  now  that  com- 


^One  of  the  basic  tenets 
of  the  philosophy 
underlying  this  approach 
is  that  hospitals  and 
physicians  who  are  good 
at  what  they  do  will  be 
rewarded.  ’ 

—Floyd  Warner 


petition  in  the  free  marketplace  is  much 
more  effective  than  government  regula- 
tion. Health  care  is  not  a pubhc  utility. 
Rate  control  in  health  care  would  shield 
inferior  care  by  failing  to  reward  good 
care,”  Dr.  Harrop  said. 

He  said  that  free  market  competition 
in  health  care  only  works  when  con- 
sumers have  a choice  of  providers.  How- 
ever, consumers  of  health  care  can  only 
choose  providers  when  they  have  “accu- 
rate, meaningful  information.” 

The  State  Society  got  involved  in  the 


cost  containment  battle  in  late  1983 
when  the  Pennsylvania  Business 
Roundtable  invited  PMS,  the  hospital 
association.  Blue  Cross/Blue  Shield,  la- 
bor groups,  and  other  interested  parties 
to  work  on  cost  containment  strategies. 

“The  Society’s  main  concerns  were, 
first,  that  costs  are  not  held  down  at  the 
expense  of  quality;  second,  that  efforts 
to  contain  costs  are  themselves  cost  ef- 
fective; and  third,  that  efforts  to  con- 
tain costs  do  not  unfairly  single  out 
physicians  or  other  health  care  pro- 
viders,” Dr.  Harrop  said. 

To  strengthen  its  cost  containment 
efforts,  PMS  has  established  the  Task 
Force  on  Health  C^u•e  Cost  Contain- 
ment and  has  added  a full-time  staff 
person  who  is  trained  specifically  in  the 
cost  containment  arena,  he  said. 

Act  89  of  1986 

In  October  1986,  the  Pennsylvania 
General  Assembly  passed  Act  89,  the 
Health  Care  Cost  Containment  Act. 
The  purpose  of  the  act  is  to  contain 
health  care  costs,  increase  the  competi- 
tion among  health  care  providers,  and 
assure  every  Pennsylvanian  reasonable 
access  to  quality  care. 

The  act  created  the  Pennsylvania 
Health  Care  Cost  Containment  Council, 
a 21 -member  group  consisting  of  the 
secretaries  of  health  and  public  welfare, 
the  insurance  commissioner,  and  six 
business,  six  labor,  one  consumer,  one 
physician,  one  commercial  insurer,  one 
health  maintenance  organization,  and 
one  Blue  Shield/Blue  Cross  representa- 
tives. 
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Although  moved  principally  by  the 
business  community,  Act  89  was  sup- 
ported by  PMS. 

Data  collection  and  dissemination 

The  types  of  data  that  must  be  col- 
lected include:  patient  admission,  prin- 
cipal and  secondary  diagnoses  and  pro- 
cedures, name  of  facility,  admitting  and 
consulting  physicians,  total  charges  of 
and  payments  to  facility  and  physi- 
cian(s),  patient  discharge  status,  and 
“provider  service  effectiveness  and  pro- 
vider quahty.” 

Hospitals,  ambulatory  facilities,  phy- 
sicians, and  third  party  payors  are  the 
sources  of  the  data.  Cost  data  will  be 
collected  from  the  UB-82  form,  the  hos- 
pital billing  form.  Admission  severity 
and  morbidity  data  will  be  collected  us- 
ing MedisGroups  (Medical  Illness  Se- 
verity Grouping  System),  a computer- 
ized collection  system  developed  by 
MediQual  Inc.,  Cambridge,  MA. 

The  first  cost  data  will  be  collected  in 
the  first  quarter  of  1988.  Hospitals  with 
more  than  100  beds  are  required  to  re- 
port inpatient  discharge  data  beginning 
with  the  first  quarter  of  1988  and  out- 
patient services  beginning  with  the 
fourth  quarter  of  1988.  Hospitals  with 
less  than  100  beds  and  special  hospitals 
including  psychiatric  and  rehabilitation 
centers  are  required  to  report  both  inpa- 
tient and  outpatient  information  begin- 
ning with  the  fourth  quarter  of  1988. 

Admission  severity  and  morbidity 
data  will  first  be  collected  in  the  second 
quarter  of  1988.  Hospitals  with  100  or 
more  beds  will  start  collecting  with  the 


second  quarter  of  1988.  Hospitals  with 
less  than  100  beds  wUl  start  with  the 
fourth  quarter  of  1989.  Special  hospi- 
tals win  start  with  the  first  quarter  of 
1990. 

In  the  first  two  days  of  a patient’s 
hospitcd  stay,  a review  of  the  patient 
will  be  conducted.  From  this  review,  the 
patient’s  admission  severity  wUl  be  de- 
termined based  on  how  MedisGroups 
rates  the  severity  of  the  key  clinical 
findings.  The  second  round  of  data  wUl 


. . . one  million  or  8.6 
percent  of  Pennsylvania 
residents  are  uninsured 
and  approximately 
800,000  are  underinsured. 
More  than  half  of  these 
people  are  employed 
either  full  or  part  time. 


be  collected  three  to  seven  days  after 
the  patient  is  admitted.  A patient  who 
stays  less  than  three  days  will  not  be 
reviewed  the  second  time.  MedisGroups 
takes  the  data  from  the  second  review 
and  numerically  quantifies  the  patient’s 
response  to  treatment. 

According  to  the  act,  these  quarterly 
studies  must  be  released  to  the  pubhc. 
The  reports  will  include  comparisons  of 
charges,  admission  and  incidence  rates, 
and  provider  effectiveness,  grouped  by 
diagnosis  and  severity  and  identifying 


each  provider  by  neime  and  type  of  facil- 
ity or  specialty  of  physician.  The  num- 
ber of  physicians  by  specialty  on  the 
staff  of  each  hospital  or  ambulatory  fa- 
cility, those  physicians  who  accept 
Medicare  assignment  as  full  payment 
and  who  accept  Medicaid  patients,  hos- 
pital accreditation,  and  licensure  status 
also  will  be  reported.  Providers  will  be 
able  to  submit  clarifications,  dissents, 
and  explanations  for  inclusion  with  the 
reports. 

Currently,  the  cost  containment  coun- 
cil is  examining  37  reports  and  deciding 
on  a schedule  for  their  release. 

Quality  data  a must 

Although  PMS  supported  the  pas- 
sage of  Act  89,  PMS  opposes  the  re- 
lease of  cost  data  alone.  PMS  insists 
that  quality  data  accompany  the  cost 
data.  “We  will  oppose  releasing  raw 
data  even  if  it  means  taking  legal  action 
to  oppose  its  release.  We  believe  it  (re- 
leasing raw  data)  is  contr^lry  to  both  the 
word  of  the  law  and  also  the  spirit  of  the 
law,’’  Dr.  Harrop  said. 

Indigent  care  study 

Another  project  of  the  cost  contain- 
ment council  is  nearing  completion.  A 
study  on  indigent  health  care  in  Penn- 
sylvania, prepared  by  Lewin  and  Asso- 
ciates, Washington,  DC,  a consultant 
firm  hired  by  the  Council,  is  to  be  pre- 
sented to  the  General  Assembly  by 
July  1.  The  report  was  finished  by  Le- 
win in  early  April  and  is  under  review 
now  by  the  council,  legislators,  and 
other  interested  parties  such  as  PMS. 
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Warner  said  that  Lewin’s  study 
showed  that  one  million  or  8.6  percent 
of  Pennsylvania  residents  are  unin- 
sured and  approximately  800,000  are 
underinsured.  More  than  half  of  these 
people  are  employed  either  full  or  peirt 
time. 

He  said  that  the  report  also  held  phy- 
sicians less  responsible  for  the  medi- 
cally indigent  than  the  council  had  ex- 
pected. “The  greatest  burden  in 
Lewin’s  report  seemed  to  fall  in  the  area 
of  small  business,  a lesser  portion  to  the 
state,  lesser  still  to  the  medical  popula- 
tion, and  almost  no  component  to  the 
insurance  industry,”  Warner  said. 

The  PMS  Board  and  its  Cost  Contain- 
ment Task  Force  are  presently  review- 
ing the  report.  Dr.  Harrop  said  that  sev- 


^Rate  control  in  health 
care  would  shield  inferior 
care  by  failing  to  reward 
good  care.  ’ 

—Donald  E.  Harrop,  MD 


eral  modifications  will  be  conveyed  to 
the  council.  He  said  that  the  Lewin  plan 
sets  up  a trust  fund  for  the  medically 
indigent,  funded  by  employers,  con- 
sumers, health  care  professionals,  hos- 
pitals, and  insurers.  The  plan  involves 
purchasing  private  insurance  subsi- 
dized in  various  ways  to  provide  care 
for  all. 


He  said,  however,  that  PMS  insists 
on  two  fundamental  behefs,  one  con- 
cerning Medicaid,  the  second  concern- 
ing licensure.  “First,”  he  said,  “we  be- 
lieve that  medicaid— funding  for  the 
indigent,  not  the  medically  indigent— is 
a societal  problem.  Its  entire  funding 
should  come  from  state  and  federal 
funding,  not  from  private  sources  such 
as  the  funding  for  the  medically  indi- 
gent trust  fund.  And,  finally,  we  believe 
that  the  only  consideration  for  hcensure 
in  the  Commonwealth  of  Pennsylvania 
should  be  the  competence  and  training 
of  the  physician.  We  will  resist  manda- 
tory participation  in  Medicaid  or  any 
other  program  as  a condition  for  licen- 
sure and  we  will  resist  it  fuUy.” 

The  labor  perspective 

Labor  groups  have  been  active  in  the 
cost  containment  forum  since  the  begin- 
ning. Health  care  costs  have  affected 
greatly  fringe  benefit  packages  and 
workers’  wages.  “Working  men  and 
women  have  had  to  surrender  large 
chunks  of  their  wage  package  to  main- 
tain adequate  coverage,”  Cutler  said. 

He  said  that  insured  workers  have 
added  to  escalating  health  care  costs. 
Workers  have  sought  the  most  compre- 
hensive coverage  available  and  have 
been  accused  of  entering  into  and  per- 
mitting unnecessary  and  costly  medical 
treatment.  To  counter  rising  costs,  busi- 
ness leaders  have  opted  for  less  expen- 
sive and  less  comprehensive  insurance 
packages.  “Thus,  employees  becarhe 
unwary  victims  if  not  scapegoats  in  this 
bizarre  scenario.  On  the  one  hand,  they 
indirectly  subsidized  the  purchase  of 
their  own  health  insurance  through  re- 


Report on  indigent  care  draws  near  conclusion 


After  two  years  of  studying  the  health 
care  needs  of  Pennsylvania’s  medically  in- 
digent, Lewin  and  Associates,  Washing- 
ton, DC,  has  submitted  its  indigent  care 
plan  to  the  Pennsylvania  Health  Care  Cost 
Containment  Council. 

The  proposed  plan  was  submitted  to  the 
council  April  1.  It  presents  recommenda- 
tions to  expand  medical  care  for  low  in- 
come individuals  and  families,  encourage 
employer-based  insurance  coverage 
through  tax  incentives,  increase  the  num- 
ber of  providers  in  underserved  areas 
through  scholarships  and  loan  forgiveness 
programs,  and  assist  hospitals  that  care 
for  large  numbers  of  the  indigent  through 
a hospital  redistribution  plan. 

Funding  for  Lewin’s  plan  would  come 
from  state  and  federal  grants,  a payroll  tax 


levied  on  all  employers,  a fee  tied  to  physi- 
cian licensure,  an  assessment  on  all 
HMOs,  and  a hospital  assessment  on  net 
patient  revenues.  The  generated  funds 
would  be  controlled  by  a board  that  con- 
tains representatives  from  all  the  parties 
making  contributions. 

On  May  12,  Lewin’s  plan  will  be  pre- 
sented to  members  of  the  House  and  Sen- 
ate Health  and  Welfare  subcommittees.  A 
revised  plan  will  be  submitted  to  the  coun- 
cil on  May  25.  The  council  will  act  on  the 
proposed  plan  at  its  June  2 meeting.  A fi- 
nal plan  will  be  presented  to  the  governor 
and  the  legislature  July  1. 

After  the  April  PMS  Board  meeting,  PMS 
leaders  sent  a letter  to  the  cost  contain- 
ment council  and  Lewin.  The  letter  states 
the  State  Society’s  belief  of  the  following 


duced  wage  offers.  At  the  same  time 
they  were  accused  of  using  medical  ben- 
efits with  reckless  abandon  thus  con- 
tributing to  rising  costs,”  Cutler  said. 

Because  of  the  need  to  contain  costs. 
Cutler  said  that  health  C2ire  providers 
and  insurance  companies  will  no  longer 
be  the  sole  determiners  of  costs.  Act  89 


Employees  became 
unwary  victims  if  not 
scapegoats  in  this  bizarre 
scenario.  On  the  one 
hand,  they  indirectly 
subsidized  the  purchase 
of  their  own  health 
insurance  through 
reduced  wage  offers.  At 
the  same  time  they  were 
accused  of  using  medical 
benefits  with  reckless 
abandon  thus 
contributing  to  rising 
costs.  ’ 

—Donald  Cutler 


wiU  permit  purchasers  and  consumers 
to  have  a say  in  setting  costs. 

HAP  focus 

“We  don’t  know  of  any  issue  in  recent 
times  where  the  interests  of  hospitals 


basic  concepts;  that  health  care  for  the  in- 
digent is  a necessity  and  a priority;  that 
health  care  providers  continue  to  be  en- 
couraged to  care  for  these  individuals;  that 
insurance  should  be  provided  with  accept- 
able minimum  benefits  at  the  least  cost; 
that  the  legislature  should  recognize  the 
social  and  fiscal  responsibility  to  subsidize 
the  indigent  care  program  to  all  levels;  that 
the  Society  would  not  support  establish- 
ment of  a new  insurance  entity  (state)  for 
employer  purchased  health  insurance; 
that  the  medically  indigent  should  have 
broad  access  to  health  care;  that  any 
health  care  standards  proposed  should  be 
nationally  accepted  quality  of  care  mark- 
ers; and  that  indigent  care  in  the  medically 
needy  category  should  be  subsidized  by  a 
Medicaid  buy-in  provision. 
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Before  prescribing,  see  eompiete  prescribing 
information  in  5K&F  LAB  CO.  Uterature  or  PDR. 
The  foiiowing  is  a brief  summary. 
Contraindications:  There  are  no  known  contraindi- 
cations to  the  use  of ‘Tagamet'. 

Precautions:  Whiie  a weak  antiandrogenic  effect 
has  been  demonstrated  in  animais,  'Tagamet'  has 
been  shown  to  have  no  effect  on  spermatogenesis, 
sperm  count,  motiiity,  morphoiogy  or  in  vitro  fertiiiz- 
ing  capaci ty  in  humans. 

in  a 24-month  toxicity  study  in  rats  at  dose  ieveis  ap- 
proximateiy  9 to  56  times  the  recommended  human 
dose,  benign  Leydig  ceii  tumors  were  seen.  These 
were  common  in  both  the  treated  and  controi 
groups,  and  the  incidence  became  significantly 
higher  only  in  the  aged  rats  receiving  ‘Tagamet 
Rare  instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  ‘Tagamet'  HCI  (brand  of  cimetidine  hy- 
drochloride) injection  by  intravenous  bolus. 
Symptomatic  response  to  'Tagamet'  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy. 
There  have  been  rare  reports  of  transient  healing  of 
gastric  ulcers  despite  subsequently  documented  ma- 
lignancy. 

Reversible  confusional  states  have  been  reported  on 
occasion,  predominantly  in  severely  Hi  patients. 
Tagamet'  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny- 
toin,  propranolol,  chiordiazepoxide,  diazepam,  lido- 
caine,  theophylline  and  metronidazole.  Clinically  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants;  therefore,  dose  monitor- 
ing of  prothrombin  time  is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  'Tagamet'  is  administered  concomitantly. 
Interaction  with  phenytoin,  iidocaine  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a crossover  study  in  healthy  subjects  re- 
ceiving either  'Tagamet'  300  mg.  q.i.d.  or  800  mg. 
h.s.  concomitantly  with  a 300  mg.  b.i.d.  dosage  of 
theophylline  (Theo-Dur'^,  Key  Pharmaceuticals,  Inc.), 


demonstrated  Jess  :alteratlon.  In  steady-state  theo- 
phylline peak  serumJeveis  with  theBOOmg.  h.s.  regi- 
men, particularly  In  subjects  aged  54  years  and  older. 
Data  beyond  ten  days  are  not  available.  (Note:  AH 
patients  receiving  theophylline  should  be  rhqnitored 
appropriately,  regardless  of  concomitant  drug:  ther- 
apy) 

Lack  of  experience  to  date  precludes  recommending 
'Tagamet'  for  j^ejihf pregnant  patients,  women  of 
chiidbearihg  potentiat,  nursing  mothers  or  children 
under  16  unless  Anticipated  be  outweigh  po- 

tential risks;  geriefa(ly,  nursing  should  not  be  under- 
taken in  patients  taking  the  drug  since  cimetidine  is 
secreted  in  human  M 

Adverse  Reactions:  Diarrhea^,  dizziness,  somno- 
lence, headache,,  rash.  Reversible  arthralgia,  myalgia 
andexacerbaiipn  df  joint  symptorns  in  patients  with 
preexisting  arthritis  have  been  reported.  Reversible 
confusional  states  (e.g.,  mental  confusion,  agitation, 
psychosis,  depression,  anxiety,  hallucinations,  disori- 
entation), predominantly  in  severely  Hi  patients, 
have  been  reported!.  Gynecomastia  and  reversible 
impotence  in  patients  with  pathological  hypersecre- 
tory disorders  receiving  'Tagamet',  particularly  in 
high  doses,  for  at  least  12  rhonths,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  ceil  counts  In 
'Tagamet'-treated  patients  (approximately  1 per 
100,000  patients),  including  agranulocytosis  (ap- 
proximately 3 per  million  patients),  have  been  re- 
ported, including  a few  reports  of  recurrence  on  re- 
challenge. Most  of  these  reports  were  in  patients 
who  had  serious  concomitant  illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  (approximately  3 per  million 
patients)  and  a few  cases  of  aplastic  anemia  have 
also  been  reported.  Increased  serum  transaminase 
and  creatinine,  as  well  as  rare  cases  of  fever,  intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
lergic reactions,  including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  in  nature,  have  been  reported  rarely. 
Because  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  injury  is  considered  highly  un- 


likely. A single,  case  of  biopsy-proven  periportal 
hepatic  fibrosis  in  a patient  receiving  'Tagamet'  has- 
been  reported. 

How  Supplied:  Tablets:  200  mg.  tablets  In  bottles 
of  100;  300  mg.  tablets  In  bottles  of  100  and  Single 
unit  Packages  of  100  (intended  for  Institutional  use 
only);  400  mg.  tablets  In  bottles  of  60  and  Single 
Unit  Packages  of.  100  (intended  for  Institutional  use 
only),  and  800  mg.  ^T^  tablets  in  bottles  of  30 
and  Single  Unit  Packages  of  100  (Intended  for  Insti- 
tutional use  only).  %■ 

Liquid:  300  mg./5  nil;;  ja  A fi.  oz.  (237  ml.)  amber 
glass  bottles  and  in  isIngfAkipse  units  (300  mg./5  ml.), 
in  packages  of  10  (iniAnA4d~  for  institutional  use 
only). 

Injection:  ^ ^ 

Vials:  300  mg./2  ml.  In  slngle-dh^fi  vials.  In  packages 
of  10  and  30,  and  In  8 mf  multiple-dose  vials,  in 
packages  of  10  and  25. 

Prefilled  Syringes:  300  mg./2  mi.  in  Single-dose  pre- 
filled disposable  syringes.  „ 

Plastic  Containers:  300  mg.  in  SO  mi-  of  0.9%  So- 
dium Chloride  In  single-dose  plastic  containers,  in 
packages  of  4 units.  No  preservative  has  been 
added.  r . v ; , 

ADD-Vantage^*  Vials:  300  mg./2  ml^lhsinglerdose^ 
ADD-Vantage*  Vials,  In  packages  of  25. 

Exposure  of  the  premixed  product  to  exejessiye  heat 
should  be  avoided,  it  is  recommended  the'prpdact  be 
stored  at  controlled  room  temperature.  Brjef.  expo- 
sure up  to  40  °C  does  not  adversely  affect  the  pre- 
mixed product.  , V :;’  ; - 

'Tagamet  HCI  (brand  of  cimetidine  hydrochlorlde)jn- 
jectlon  premixed  in  single-dose  plastic  containers  is 
manufactured  for  SK&F  Lab  Co.  by  Travenol  Labora: 
tories,  Inc.,  Deerfield,  IL  600 15. 

* ADD-Vantage^is  a trademark  of  Abbott  Laboratories. 
BRS-TC.L73B  Date  of  issuance  Apr.  1 987 

SKSF  LAB  C6: 

Cidra,  P.R.  00639 
©SK&F  Lab  Co.,  1988 


in  peptic  ulcer. 


REWARD 


cimetidine 

First  to  Heal 


brand  of 


special  feature 


aiid  doctors  have  been  so  in  line  be- 
cause, in  fact,  ultimately  it  is  the  inter- 
ests of  the  patient  as  well  as  the  pur- 
chasers that  are  at  stake,”  Dr.  Jones 
said. 

He  said  that  the  Hospital  Association 
of  Pennsylvania  has  supported  Act  89 
since  its  inception  because  it  beheves 
that  competition  is  superior  to  rate  reg- 
ulation. However,  he  said  that  if  any  is- 
sue cannot  be  resolved  in  the  best  inter- 
ests of  hospitals,  physicians,  and 


don't  know  of  any 
issue  in  recent  times 
where  the  interests  of 
hospitals  and  doctors 
have  been  so  in  line 
because,  in  fact, 
ultimately  it  is  the 
interests  of  the  patient  as 
well  as  the  purchasers 
that  are  at  stake.  ’ 

—David  J.  Jones,  MD 


patients,  HAP  will  take  legal  action. 

Dr.  Jones  said  that  HAP  also  has 
been  using  its  resources  and  expertise 
in  data  collection,  analysis,  cmd  inter- 
pretation to  assess  the  cost  of  imple- 
menting Act  89  in  the  hospitals  and  to 
evaluate  the  MedisGroups  system.  He 
said  that  HAP  supports  the  use  of  Me- 
disGroups, but  is  continuing  to  monitor 
and  review  the  system. 

“We  recognize  that  data  are  not  infor- 
mation and  that  the  process  of  convert- 
ing data  into  good,  useful  information 
without  being  destructive  is  a challenge 
to  us  all,”  Dr.  Jones  said. 

Competition  is  goal 

The  goal  of  the  cost  containment 
council  is  to  provide  a free  marketplace 
environment  for  health  care  delivery, 
Sessa  said.  He  noted  that  Pennsylvania 
is  the  first  state  to  try  to  set  up  compe- 
tition among  health  care  providers  and 
that  in  doing  so  the  state  agency  is  act- 
ing in  an  open  environment.  “All  of  our 
meetings  are  open  to  the  general  public 
and  audience  participation.  Normally 
we  have  between  50  and  100  people  at- 
tend each  meeting.  It’s  a forum  to  find 


out  what  will  best  work  in  Pennsylvania 
with  the  deUvery  of  health  care. 

“We  can’t  succeed  in  spite  of  the  sup- 
port of  physicians;  we  can  only  succeed 
with  their  support,”  Sessa  said. 

Who  will  pay? 

After  each  representative  on  the 
panel  spoke,  the  audience  had  a chance 
to  ask  the  panehsts  questions.  Richard 
T.  Bell,  MD,  a pulmonary  disease  spe- 
cialist from  West  Reading,  asked  the 
panel  who  wUl  pay  for  the  data  collec- 
tion and  dissemination  and  what  the 
savings  of  cost  containment  aire  in  rela- 
tion to  the  costs  of  implementing  the 
law.  Sessa  said  the  1988  budget  for  the 
cost  containment  council  is  $3.3  million, 
which  will  be  used  to  support  data  col- 
lection 2md  staff  activities.  The  council 
projects  that  information  on  more  than 
800,000  discharges  will  be  collected  this 
year  and  that  next  year  about  20  mil- 
lion outpatient  discharges  will  be  ana- 
lyzed as  well.  Sessa  said  the  informa- 
tion wUl  enable  hospitals  to  look  at  their 
efficiency  and  quality  and  make 
changes  where  necessary,  thus  cutting 
cutting  their  costs.  The  savings  would 
then  be  passed  on  to  the  patients.  How- 
ever, the  cost  of  data  coUection  would 
fall  on  the  hospitals,  he  said 

Lewin’s  plan  affects  physicians 

Although  Lewin  and  Associates’  plan 
to  provide  care  for  the  medically  indi- 
gent assigns  less  financial  responsibUty 
to  physicians  than  the  council  had  ex- 
pected, physicians  wiU  stiU  bear  a part 
of  the  cost.  Donald  C.  Brown,  MD,  a 
general  surgeon  in  Irwin,  asked  what 
the  council  has  planned.  Warner  said 
that  the  councU  has  no  plan  as  yet,  but 
that  one  will  be  developed  in  the  next 
few  months,  taking  into  consideration 
what  Lewin  has  suggested.  “Quite 
frankly,  the  cost  is  going  to  have  to  be 
shared,”  he  said.  “Lewin  made  a first 
attempt  at  dividing  those  costs.  Where 
it  wUl  go  in  the  next  few  months  I’m  not 
at  hberty  to  say.  It  wiU  be  a process  of 
ongoing  dialogue.” 

Dr.  Michals  outlined  the  Lewin  plan 
as  it  stands  now.  First,  physicians 
would  pay  a sort  of  occupational  tax 
with  their  Ucensure.  Second,  physicians 
would  pay  a business  t^lx,  regardless  of 
whether  they  offer  any  insurance  cover- 
age to  their  employees.  Third,  physi- 
cians would  be  asked  to  give  a discount 
to  patients. 

Dry  runs  may  be  helpful 

Donald  H.  Smith,  MD,  a general  sur- 


geon from  Easton,  pointed  out  that  er- 
rors and  bugs  are  normal  any  time  a 
new  system  is  being  implemented.  Ac- 
cording to  a hand  survey,  nearly  half  of 
the  attendees  were  from  hospitals  that 
already  have  MedisGroups.  However, 
only  a handful  of  the  hospitals  had  run 
the  data  through  the  system  to  check 
its  accuracy  and  to  look  for  problems. 
Dr.  Smith  asked  if  the  cost  containment 
councU  had  a record  of  hospitals  who 
had  tested  MedisGroups  and  if  the  test 
results  could  be  released  so  others  could 
learn  from  previous  problems  and  mis- 
takes. 

Sessa  said  that  the  council  has  no  for- 
mal record  of  which  hospitals  have  tried 


^We  can't  succeed  in 
spite  of  the  support  of 
physicians;  we  can  only 
succeed  with  their 
support ' 

—Ernest  J.  Sessa 


the  system.  The  first  data  are  not  due 
to  the  council  until  September  30,  and 
the  council  did  not  want  to  impose  any 
hardship  on  the  collectors  to  get  the  in- 
formation ready  ahead  of  schedule,  he 
said. 

Other  concerns 

Attendees  also  expressed  concern 
over  other  issues.  Sessa  assured  the  au- 
dience that  the  council’s  efforts  are  not 
duplicating  the  efforts  of  the  Joint 
Commission  on  Accreditation  of  the 
Healthcare  Organizations  (formerly 
JCAH).  Dr.  Jones  said  that  some  hospi- 
tals are  offering  employees  HMO  and 
PPO  plans  and  some  are  now  self- 
insured. 

Dr.  Jones  also  said  that  the  cost  of  ab- 
stracting one  patient  file  will  depend  on 
the  amount  of  time  it  takes  to  do  the 
file.  He  noted  that  the  cost  will  go  down 
with  experience  and  that  some  files  will 
take  longer  to  abstract  than  others  (i.e.. 
Medicare  files). 

Cutler  said  that  although  the  compe- 
tition may  hurt  some  hospitals,  experts 
predict  that  10  to  15  percent  of  the 
state’s  hospitals  will  close  by  the  early 
1990s  regardless  of  the  increased  com- 
petition. 

Dr.  Michals  closed  the  forum  with 
two  suggestions;  one,  be  informed;  two, 
challenge  the  system  and  make  sure  it 
works.  □ 
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Pleasure  reading  an  ill  afforded  luxury 

Naomi  Bluestone,  MD 


. . . or  is  it  a dirty  little  habit  to  be  kept  a secret  from  family 
and  friends?  Read  on  for  the  answer. 


If  you  are  reading  this  sentence  with 
casual  interest  and  a mild  curious- 
ity  as  to  what  the  article  is  aU  about, 
you  may  be  a bit  weird.  Since  you  know 
that  it  bears  no  direct  chnical  relevance, 
does  not  adhere  to  a research  format, 
and  promises  no  economic  advantage, 
why  would  you  not  flip  on  by,  victim  of 
the  overactive  superego  and  chronic 
anxiety  state  of  the  busy  practitioner? 
Haven’t  you  learned  by  now  that  read- 
ing for  its  own  sake  is  a luxury  you  can 
ill  afford,  and  lingering  over  papers 
with  no  particular  professional  signifi- 
cance will  only  make  you  farther  behind 
in  your  work?  Have  you  not  been  condi- 
tioned to  think  of  reading  for  pleasure 
as  a dirty  httle  habit  you  hide  from  your 
next  of  kin? 

You  are  still  reading!  Then  welcome! 
You  are  someone  after  my  own  heart. 
As  a matter  of  fact,  we  were  discussing 
just  this  topic  in  the  car  coming  home 
yesterday. 

He  said  that  there  were  no  books  in 
his  impoverished  childhood  home.  If 
there  was  a hbrary  in  the  Brooklyn  He- 
brew Orphan  Asylum,  he  wasn’t  aware 
of  it.  It  wasn’t  until  he  was  picked  to 
spend  a summer  at  camp,  like  regular 
children,  that  he  was  befriended  by  a 
book.  A week  after  his  8irrival,  he  devel- 
oped a blister  under  his  arm  and  was 
sent  to  the  infirmary  to  languish  away 
his  precious  childhood  summer.  There 
he  discovered  a box  of  books,  which  he 
slowly  and  methodically  ravaged.  No 
one  could  tear  him  away  from  his  writ- 
ten world.  He  even  made  it  through  a 
book  called  “Sky  Pilot,”  although  it 
was  not  about  what  he  thought  it  was 
about,  but  rather  the  ministry  and  its 
preachers.  In  aU  his  foster  homes  after- 
wards, he  read  and  read  and  read.  He 
even  read  under  the  covers  at  night, 
hiding  his  dirty  little  habit,  and  using 
the  weakest  flashlight  he  could  find.  Of 
course,  now  he  has  no  time  to  read.  He 
is  looking  forward  to  his  retirement,  so 
he  can  start  reading  again. 

I felt  the  upsurge  of  pity  for  him  that 


one  feels  for  a born-again  diabetic  at  a 
bar  mitzvah.  The  man  had  had  to  dis- 
cover his  own  books,  beg  them,  steal 
them,  root  them  out  Uke  truffles  under 
the  nose  of  the  searching  pig.  How  easy 
I had  had  it  by  comparison!  My  mother 
arranged  for  a hbrary  card  as  soon  as  I 
could  read,  probably  even  before  kinder- 
garten. It  was  my  hterary  credit  card 
for  many  years  after.  I remember  the 
great  silent  halls  of  the  hbrary  as  other 
people  vaguely  recah  their  nurseries  or 
early  playgrounds.  I remember  story 
telling  time,  and  ah  that  sort  of  thing. 

My  mother  was  great.  She  knew  the 
world  of  children’s  hterature  and  made 
sure  to  be  my  travel  agent  ah  the  way 
around  it.  She  knew  the  best  books  and 
the  best  age  to  read  them,  and  fihed  me 
with  such  enthusiasm  and  excitement 
for  what  I was  about  to  read,  there  was 
no  way  I could  not  have  enjoyed  what- 
ever she  brought  home  for  me. 

And  then,  in  the  fifth  grade,  some 
guardian  angel  let  me  win  the  hterary 
lottery  of  a hfetime.  It  was  a simple 
country  school,  busting  with  some  sort 
of  local  baby  boom.  Grades  3,  4,  and  5 
all  had  to  triple  up  and  be  housed  in  the 
room  that  had  formerly  been  the  school 
hbrary.  One  whole  wah  was  books,  and 
my  desk  was  flush  up  against  them.  We 
had  the  desks  whose  tops  picked  up  to 
reveal  a hide-away  for  books  and  pen- 
cils. How  convenient!  For  a whole  year, 
I read  my  way  up  one  shelf  and  down 
the  other,  like  a methodical  mouse 
gnawing  ^m  ear  of  corn  kernel  by  kernel. 
My  teachers  knew,  of  course,  and  were 


Dr.  Bluestone  is  in  the  private  practice  of  psy- 
chiatry in  Great  Neck,  New  York.  A freelance 
writer,  she  contributes  frequently  to  PENN- 
SYLVANIA Medicine.  Besides  her  medical  de- 
gree from  the  Medical  College  of  Pennsylva- 
nia, Dr.  Bluestone  has  a master’s  degree  in 
public  health.  She  is  the  author  of  the  book 
“So  You  Want  to  be  a Doctor,  ” and  has  writ- 
ten and  published  over  150  articles  on  various 
health  care  topics. 


probably  very  grateful  to  me  for  shut- 
ting up  and  leaving  them  alone.  It 
would  have  been  nice  if  they  would  have 
told  me,  though,  so  that  I would  not 
have  felt  so  guilty,  reading  while  pre- 
tending to  mind  what  was  going  on. 
When  I became  myopic  and  developed 
the  need  for  glasses  at  the  end  of  that 
year,  I was  convinced  that  it  was  God 
punishing  me  for  reading  in  class,  right 
under  the  nose  of  the  daunting  Miss 
KeUer. 

What  puzzles  me  is  whether  or  not  I 
was  reading  junk.  Maybe  it  was  junk! 
But  I loved  it,  learned  from  it,  devel- 
oped good  habits  from  it.  So  how  could 
it  have  been  junk?  I read  Nancy  Drew, 
and  the  Dana  Girls,  and  the  Five  Little 
Peppers,  and  Honey  Bunch  Morton.  I 
read  Little  Women  and  Little  Men.  and 
just  about  everything  else  from  the  pen 
of  the  great  Louisa  May,  with  exception 
of  her  penny  dreadfuls  (which  I would 
gladly  have  read,  too.)  I read  Rebecca  of 
Sunnybrook  Farm,  and  The  Four  Story 
Misteike,  and  Pollyanna,  and  Daddy- 
Long-Legs.  I read  the  Wonderland  of 
Knowledge,  and  a great  book  called 
Brave  Mr.  Buckingham,  about  an  In- 
dian who  gets  aU  his  body  parts  cut  off 
one  at  a time,  while  bravely  reciting 
“That  didn’t  hurt!”  I read  aU  the  child- 
hood classics,  and  aU  the  other  Victo- 
rian horror  that  found  its  way  onto 
those  shelves,  including  a shocker 
called  The  Lamplighter,  which  had  a 
nightmare-evoking  scene  in  it  where  a 
nasty  old  lady  throws  a kitten  into  boil- 
ing water.  Over  forty  years,  and  I stiU 
remember  that  kitten  dying  in  agony.  I 
learned  how  to  solve  mysteries  from  the 
Dana  Girls.  I learned  Haitian  history 
from  a girls’  book  called  The  Charle- 
mont  Crest.  I learned  about  British 
girls’  school  hfe  from  yellowing  paper- 
backs imported  years  before.  I may 
have  learned  the  traditional  schoolwork 
of  the  fifth  grade  in  between  putting 
books  up  and  down  on  the  shelves,  but 
if  so,  I certainly  don’t  remember  it. 

Reading  for  pleasure,  serendipitous 
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enlightenment,  relaxation,  escapism, 
and  sheer  excitement  did  not  become 
laced  with  guilt,  shame,  and  perfidy  un- 
til I decided  to  take  pre-med.  At  that 
moment,  the  boom  fell,  and  it  has  never 
been  raised.  From  that  point  onward, 
reading  became  a stolen  pleasure,  a 
waste  of  time,  an  activity  that  somehow 
had  to  be  excused,  rationalized,  earned, 
accounted  for  in  some  way  I had  to  con- 
vince myself  that  it  was  somehow  re- 
lated to  a course  under  way,  that  it 
might  provide  insights  that  would  score 
points  for  me  on  a test,  or  that  the  book 
was  of  such  redeeming  social  or  literary 
significance  even  God  would  excuse  me 
for  having  taken  the  time  to  read  it. 

I will  never  forget  the  guilt  I felt 
when  a girlfriend  slipped  me  a copy  of  a 
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recently  published  book  called  The 
Catcher  in  the  Rye.  It  was  the  night  be- 
fore a big  chemistry  exam,  but  I could 
not  put  it  down.  I shamelessly  sat  there 
reading  untU  2:00  a.m.,  leaving  myself 
too  tired  to  study.  The  book  took  an  es- 
pecially long  time  to  knock  off  because 
it  was  liber^lIly  peppered  with  all  the 
marginal  commentary  of  the  five  stu- 
dents who  had  preceded  me.  It  was  the 
first  of  all  too  few  books  that  slipped 
past  my  superego,  which  was  no  slouch. 
To  this  day,  my  “leisure”  reading  is  gen- 
erally confined  to  paperbacks  that  C2m 
be  hidden  in  my  pocketbook  to  be 
whipped  out  in  dental  offices,  waiting 
rooms,  or  stolen  moments  between  pa- 
tients. Even  these  books  tend  to  be 
brief  or  divided  into  brief  segments  that 
can  be  read  all  at  one  gulp.  Becoming 
immersed  in  a book,  and  having  to  put 
it  abruptly  aside,  remains  for  me  a 
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shocking  ordeal,  sort  of  like  having  the 
water  run  cold  in  the  shower. 

How  sad,  that  medicine  should  tear 
this  away  from  us!  I am  so  grateful  we 
did  not  have  television  when  I was  do- 
ing my  years  of  reading.  My  folks 
agreed  with  Alexander  Pope  that  they 
should  not  be  “the  first  by  whom  the 
new  is  tried,  nor  yet  the  last  to  lay  the 
old  aside,”  and  so  television  came  into 
our  living  room  when  I was  about  13.  It 
was  the  end  of  an  era  of  bliss. 

Nevermore  could  I imagine  anything. 
Nevermore  could  I stop  the  action  in 
mid-stream,  and  savor  it  over  and  over 
again.  Nevermore  could  I turn  it  on  or 
off,  interpret  it  with  different  eyes  each 
time  I dipped  in.  As  soon  as  I stopped 
reading,  my  spoken  and  written  En- 
glish began  to  feel  the  deprivation.  I 
found  myself  having  to  read  the  com- 
plete novels  of  Jane  Austen  over  and 
over  and  over  again  to  remember  what 
the  English  language  was  all  about.  My 
blood  pressure  rose,  my  muscle  tension 
increased,  and  my  eyeballs  fell  out. 
There  was  nothing  left  to  do  but  watch 
television. 

I suppose  it  wouldn’t  have  been  so 
bad  had  we  had  educational  television 
in  those  early  years.  After  Sid  Caesar 
and  Ernie  Kovacs,  there  were  years  of 
drought.  But  even  now,  with  all  the 
goodies  at  our  fingertips,  all  those  old 
films,  2md  document2iries,  and  live  op- 
eras and  exotic  travelogues,  we  still  are 
left  damaged  by  television.  We  are 
spoiled  for  reading  forever,  in  some  way, 
and  always  torn  by  the  competition  be- 
tween Masterpiece  Theater  and  the  lat- 
est great  book  we  always  meant  to  read. 

Unlike  the  outhouse  and  the  icebox 
and  the  horse-drawn  carriage,  remem- 
bered with  nostalgia,  but  pretty  uncom- 
fortable at  the  time,  books  2ire  still  with 
us,  a theoretical  option  for  us  during 
those  rare  moments  of  relaxation.  They 
compete  with  television,  raising  our 
families,  writing  our  own  compositions, 
and  continuing  medical  education.  I 
continue  to  buy  them  for  the  day  when 
I can  read  them,  and  stubbornly  refuse 
to  stop  buying  because  I never  read 
what  I already  bought.  I have  two 
whole  bookcases  full  of  books  awaiting 
my  retirement,  my  next  operation,  or 
sudden  dismemberment  that  leaves  my 
reading  comprehension  and  two  hands 
intact.  I am  cheered  knowing  that  there 
are  still  a few  people  out  there  who  read, 
even  articles  like  this,  and  who,  for  a 
moment,  feel  as  if  they  are  in  the  com- 
pany of  someone  who  has  shared  one  of 
their  greatest  joys.  □ 


A HELPING  HAND  FOR  THE 
TROUBLED  PHYSICIAN 


Alcoholism.  Drug  abuse.  Mental  and  physical  disability.  The  problems  of 
aging.  All  take  their  toll  on  the  medical  community. 

But  there’s  help — through  the  Impaired  Physician  Program  of  the 
Pennsylvania  Medical  Society.  The  program  offers  peer  support  . . . referral  to 


professional  treatment  agencies 
the  rehabilitation  process. 

All  efforts  are  voluntary  and 
strictly  confidential. 

If  you  need  help — or  know 
someone  who  does — call  the 
Impaired  Hotline:  (717) 
763-7937. 


. and  compassionate  follow-up  throughout 


To  learn  more  about  the 
Impaired  Physician  Program, 
write:  Impaired  Physician 
Program,  Pennsylvania  Medical 
Society,  20  Erford  Road, 
Lemoyne,  PA  17043. 
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^ PENN  TOWER  HOTEL 

on  the  University  of  Pennsylvania  campus 
Civic  Center  Boulevard  at  34th  Street 
Philadelphia,  PA  19104-4385 
1-800-356-PENN 
215-387-8333 


A WEEKEND  FOR  ALL  OCCASIONS 


WEDDINGS 

ANNIVERSARIES 


GRADUATIONS 
ROMANTIC  ESCAPE 


BIRTHDAYS 

OR.  . . SIMPLY  JUST  BECAUSE  YOU  NEED  TO  GET  AWAY! 
WE  DO  ALL  THE  WORK  - YOU  ENJOY  THE  FUN! 

• Deluxe  accommodations  for  two 

• Views  overlooking  the  city  lights 

• Chocolates  and  wine  at  check-in 

• Candlelight  dinner  for  two  or 
Champagne  breakfast  on  Sunday 

• Late  check-out,  5:00  RM. 

• Complimentary  parking 


$99.00 

PER  COUPLE,  PER  NIGHT 
$159.00 
TWO  NIGHTS! 


SHOPPING,  MUSEUMS,  GALLERIES  AND 
HISTORICAL  PHILADELPHIA  AT  YOUR  DOOR  STEP! 


VALID  FRIDAY,  SATURDAY  OR  SUNDAY 
BASED  UPON  AVAILABILITY 
TAX  & GRATUITY  NOT  INCLUDED 
RESERVATIONS  MUST  BE  MADE  24  HOURS  IN  ADVANCE 
CALL  THE  SALES  OFFICE  FOR  DETAILS! 

NOT  APPLICABLE  TO  GROUPS 
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ILLION 

■ like  the  more  than  one  million  patients  who  have 
received  INDERAL®  LA  for  all  its  indications. 


In  an  unprecedented  program/  over  9,000  physi- 
cians nationwide  profiled  234,505  patients  receiving 
INDERAL  LA  for  hypertension.  In  a subsequent 
survey,  4,120  of  these  participating  physicians  gave 
us  their  views  on  the  performance  of  INDERAL  LA. 

The  consensus^ 

Nearly  three  out  of  four  physicians  responding  to  the 
survey  consider  INDERAL  LA  their  preferred  beta 
blocker  for  hypertension -preferring  to  prescribe  it 
before  ACE  inhibitors,  calcium  channel  blockers,  and 
alpha  blockers.  Forty-nine  percent  of  these  physi- 
cians also  preferred  to  prescribe  INDERAL  LA  before 
diuretics. 

Nearly  all  physicians  cited  INDERAL  LA  for  its  good 
to  excellent  tolerability  and  rated  INDERAL  U\  good 
to  excellent  in  promoting  patient  compliance. 

Surprising? 

Not  really  Evaluate  INDERAL  lA  in  your  own  practice 
and  see.  Expect  your  next  INDERAL  LA  patient  to 
feel  like  a million. 


INDERAL  LA  should  not  be  used  in  the  presence  of  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree,  and  bronchial  asthma. 


B ONCE-DAILY  m H 

INDERAL  LA 

IFROFKANOLOL  h;|) 


LONG  ACTING 
CAPSULES 
60,80,120, 160  mg 


The  one  you  know  best 
keeps  looking  better 

Please  see  next  page  for  brief  summary  of  prescribing  information 


IVriOL  L I O N 

_ ONCE-DAILY  _ _ 

INDERAL  LA 


LONG  ACTING 
CAPSULES 

60,80.120. 160  mg 


(PROPRANOLOL  HOI) 

The  one  you  know  best 
keeps  looking  better 


60  mg  80  mg  120  mg  160  mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 


INDERAL'  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  of  propranolol  hydro- 
chloride INDERAL  LA  is  available  as  60  mg,  80  mg,  120  mg,  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective,  beta-adrenergic  receptor-blocking 
agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  competes  with  beta-ad- 
renergic receptor-stimulating  agents  for  available  receptor  sites.  When  access  to  beta-receptor  sites 
is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  responses  to  beta- 
adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (60.  80,  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours  and  the 
apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24-hour  period  the 
areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the  capsules  are  approxi- 
mately 60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  ot  INDERAL  Tablets.  The  lower 
AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of  propranolol,  resulting  from  the  slower 
rate  of  absorption  of  propranolol.  Over  a fwenty-four  (24)  hour  period,  blood  levels  are  fairly  constant 
for  about  twelve  (12)  hours  then  decline  exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional  propranolol 
and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four  times  daily  dosing 
with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional  propranolol,  a possible  need 
for  retitration  upwards  should  be  considered  especially  to  maintain  effectiveness  at  the  end  of  the 
dosing  interval.  In  most  clinical  settings,  however,  such  as  hypertension  or  angina  where  there  is  little 
correlation  between  plasma  levels  and  clinical  effect.  INDERAL  LA  has  been  therapeutically  equiva- 
lent to  the  same  mg  dose  of  conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure 
and  on  24-hour  exercise  responses  of  heart  rate,  systolic  pressure,  and  rate  pressure  product. 
INDERAL  LA  can  provide  effective  beta  blockade  for  a 24-hour  period. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  management  of 
hypertension:  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive  agents, 
particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of  hypertensive 
emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache.  The 
efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been  established 
and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hypertrophic 
subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced  angina,  palpitations, 
and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The  effectiveness  of  propranolol 
hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of  the  elevated  outflow  pressure 
gradient  which  is  exacerbated  by  beta-receptor  stimulation.  Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  t)  cardiogenic  shock;  2)  sinus  bradycar- 
dia and  greater  than  first-degree  block;  3)  bronchial  asthma;  4)  congestive  heart  failure  (see  WARN- 
INGS) unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL. 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  supporting 
circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in  overt  congestive  heart 
failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patienfs  with  a history  of  failure  who  are 
well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not 
abolish  the  inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or  INDERAL 
should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina  and, 
in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  INDERAL  therapy. 
Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage  should  be  gradually  re- 
duced over  at  least  a few  weeks,  and  the  patient  should  be  cautioned  against  interruption  or 
cessation  ot  therapy  without  the  physician's  advice.  If  INDERAL  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  INDERAL  therapy  and  take 
other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since  coronary 
artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients 
considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for 
other  indications. 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  — PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS.  INDERAL 
should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by  endogenous 
and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

INDERAL  (propranolol  HCI).  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor 
agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg.  dobutamine  or  isopro- 
terenol. However,  such  patients  may  be  subject  to  protracted  severe  hypotension.  Difficulty  in  start- 
ing and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA:  Beta  blockers  should  be  used  with  caution  in  diabetic  patients  if 
a beta-blocking  agent  is  required.  Beta  blockers  may  mask  tachycardia  occurring  with  hypoglycemia, 
but  other  manifestations  such  as  dizziness  and  sweating  may  not  be  significantly  affected.  Rtllowing 
insulin-induced  hypoglycemia,  propranolol  may  cause  a delay  in  the  recovery  of  blood  glucose  to 
normal  levels. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  Therefore, 
abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of  hyperthyroid- 
ism, including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests,  increasing  T4  and 
reverse  T3,  and  decreasing  Tj. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  reported  in 
which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a demand 
pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

PRECAUTIONS.  GENERAL:  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of  hyperten- 
sive emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be  told 
that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a return  of 
increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  (propranolol  HCI)  is  administered.  The  added 
catecholamine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic 
nervous  activity  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks, 
or  orthostatic  hypotension. 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a calcium- 
channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  depress  myocardial 
contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomitant  intravenous  use  of  a 
beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions,  especially  in  patients  with 
severe  cardiomyopathy,  congestive  heart  failure,  or  recent  myocardial  infarction. 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol. 

Ethanol  slows  the  rate  of  absorption  of  propranolol. 

Phenytoin,  phenobarbitone,  and  rifampin  accelerate  propranolol  clearance. 

Chlorpromazine,  when  used  concomitantly  with  propranolol,  results  in  increased  plasma  levels  of 
both  drugs. 

Antipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with  propranolol. 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly  with 
propranolol. 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and  increasing 
blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol. 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in  both 
rats  and  mice,  empioying  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant  drug-in- 
duced toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels.  Reproduc- 
tive studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be  used 
during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rareiy 
required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia;  congestive  heart  failure:  intensification  of  AV  block;  hypotension; 
paresthesia  of  hands;  thrombocytopenic  purpura:  arterial  insufficiency,  usually  of  the  Raynaud  type. 

Central  Nervous  System:  Light-headedness;  mental  depression  manifested  by  insomnia,  lassitude, 
weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual  disturbances;  hallu- 
cinations: vivid  dreams:  an  acute  reversible  syndrome  characterized  by  disorientation  for  time  and 
place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychometrics.  For  immediate  formulations,  fatigue,  lethargy,  and  vivid  dreams 
appear  dose  related. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  constipa- 
tion, mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  and 
sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm. 

Hematologic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 

Auto  immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 

Miscellaneous:  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence,  and 
Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes  and  conjunctivas  reported  for  a beta  blocker  (practolol)  have  not  been  associated 
with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  effect  is 
maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  INDERAL. 
INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may  be  necessary, 
especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

HYPERTENSION  — Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg  INDERAL  LA 
once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be  increased  to  120  mg  once 
daily  or  higher  until  adequate  blood  pressure  control  is  achieved.  The  usual  maintenance  dosage  is 
120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640  mg  may  be  required.  The  time  needed  for 
full  hypertensive  response  to  a given  dosage  is  variable  and  may  range  from  a few  days  to  several 
weeks. 

ANGINA  PECTORIS— Dosage  must  be  individuaiized.  Starting  with  80  mg  INDERAL  LA  once  daily, 
dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal  response  is 
obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the  average  optimal  dosage 
appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and  safety  of  dosage  exceeding  320  mg 
per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS). 

MIGRAINE —Dosage  must  be  individualized.  The  inifial  oral  dose  is  60  mg  INDERAL  LA  once  daily. 
The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be  increased  gradually  to 
achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not  obtained  within  four  to  six 
weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should  be  discontinued.  It  may  be 
advisable  to  withdraw  the  drug  gradually  over  a period  of  several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS-80-160  mg  INDERAL  LA  once  daily. 

PEDIATRIC  DOSAGE — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  limited  to 
permit  adequate  directions  for  use. 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Wyefh-Ayerst  Laboratories. 


Reference: 

1.  Data  on  file,  Wyeth-Ayerst  Laboratories. 

fBased  on  response  of  4,120  participating  physicians  to  questionnaire  survey. 
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physicians  in  the  news 


Nancy  E.  Cooke,  MD,  assistant  profes- 
sor of  medicine  in  the  Endocrine  Sec- 
tion in  the  Department  of  Medicine  at 
the  University  of  Pennsylvania  School 
of  Medicine,  has  been  awarded  the 
Merck  Faculty  Development  Grant. 

Robert  C.  Aber,  MD,  Hershey,  has  been 
appointed  assistant  dean  for  external 
relations  and  continuing  medical  educa- 
tion at  Penn  State’s  Milton  S.  Hershey 
Medical  Center.  Dr.  Aber  has  been  at 
the  medical  center  since  1976. 

Robert  W.  McDermott,  MD,  medical  di- 
rector for  the  PMS  Impaired  Physician 
Program,  has  been  appointed  as  chair- 
man of  the  American  Psychiatric  Asso- 
ciation’s Committee  on  the  Impaired 
Physician. 

James  P.  Hoffman,  MD,  has  been  ap- 
pointed vice  president  of  medical  ser- 
vices for  Merck  Sharp  & Dohme.  He 
has  been  with  MSD  since  1971,  most  re- 
cently serving  as  director  of  profes- 
sional communications. 

Nicholas  K.  Gonatas,  MD,  director  of 
neuropathology  in  the  Department  of 


Pathology  and  Laboratory  Medicine  of 
the  University  of  Pennsylvania  School 
of  Medicine,  has  been  named  vice  chair- 
man for  academic  affairs  of  the  dep^lrt- 
ment. 

Sankey  V.  Williams,  MD,  Haverford, 
has  been  appointed  to  the  Prospective 
Payment  Assessment  Commission, 
which  advises  Congress  on  payment  to 
hospitals  for  Medicare  services.  Dr.  Wil- 
hams  is  associate  professor  of  medicine 
at  the  Hospital  of  the  University  of 
Pennsylvania  and  associate  director  for 
medical  affairs  of  the  Leonard  Davis  In- 
stitute of  Health  Economics. 

Rocky  Tuan,  MD,  has  been  appointed 
professor  of  orthopedic  surgery  at  Jef- 
ferson Medical  College.  He  wiU  be  the 
director  of  Jefferson’s  Orthopedic  Re- 
search Laboratory. 

Arthur  K.  Asbury,  MD,  Van  Meter  pro- 
fessor of  neurology  at  the  University  of 
Pennsylvania  School  of  Medicine,  re- 
ceived the  Daniel  Drake  Award  from 
the  University  of  Cincinnati  College  of 
Medicine.  This  is  the  highest  award  the 
college  confers  on  its  living  current  and 


past  faculty  members  and  former  stu- 
dents. 

Alan  E.  Hibberd,  MD,  is  working 
through  Orthopaedics  Overseas  to  es- 
tablish an  orthopedic  department  at 
Black  Lion  University  Hospital  in  Ad- 
dis Ababa,  Ethiopia.  Dr.  Hibberd  is  an 
orthopedic  surgeon  at  Mercy  Catholic 
Medical  Center,  Darby. 

George  R.  Simms,  MD,  Palmyra,  has 
been  appointed  Hershey  Foods  Profes- 
sor and  chairman  of  the  Department  of 
Family  and  Community  Medicine  at 
Penn  State’s  Hershey  Medical  Center. 

Lawrence  L.  Altaker,  MD,  has  been 
named  director  of  psychiatry  for  Poly- 
chnic  Medical  Center.  He  has  been  in 
private  practice  in  Harrisburg  for  17 
years. 

Thomas  L.  Dent,  MD,  chairman  of  the 
Department  of  Surgery  at  Abington 
Memorial  Hospital,  was  one  of  five  in- 
ternational guest  speakers  at  the  88th 
annual  congress  of  the  Japan  Surgical 
Society  in  April.  Dr.  Dent  presented  a 
lecture  on  “Surgical  Endoscopy.’’ 


Over  100  Practices  in  the  Philadelphia 
Metropolitan  area  chose  the  Perfect  Care 
Medical  System  from  STI  for  office 
automation.  Call  us  and  we’ll  show  you 
why. 


STI  Computer  Services 
251  W.  DeKalb  Pike;  C-107 
King  of  Prussia,  PA  19406 


(215)  768-9030 


Is  Your  Practice  Having 
Problems  With  . . . 
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• Mounting  Accounts  Receivable 

• Third  Party  Reimbursement 
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PHYSICIAN  INTERNATIONAL'S  PRACTICE 
MANAGEMENT  REVIEW  WILL  HELP  SOLVE 
THESE  AND  OTHER  MANAGEMENT  PROBLEMS 

Call  our  staff  of  over  fifty  dedicated 
professionals; 


Physician  International 

Four  Vermont  Street 
Buffalo,  NY  14213-2498 
(716)  884-3700 


“Physician  International  is  an 
Approved  Membership  Benefit  Program 
of  the  Medical  Society  of  the  state  of  New  York.  ’’ 
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There’s  never  been  a better  time  for  her... 


ind  PREM  ARIN' 


Proven  benefits  beyond  relief 
of  vasomotor  symptoms 


No  other  estrogen  proven 
effective  for  osteoporosis 

Only  conjugated  estrogens  tablets  have 
established  efficacy  in  both  osteoporosis’  and 
vasomotor  symptoms*  at  0.625  mg/day.  No 
other  estrogen,  oral  or  transdermal,  has  estab- 
lished clinical  evidence  or  minimum  effective 
dose  in  both  indications. 

No  estrogen  proven  safer 

PREMARIN  is  the  most  extensively  tested 
estrogen,  with  an  unsurpassed  record  of 
long-term  safety. 

And  clinical  evidence  shows  a significantly 
reduced  risk  of  endometrial  hyperplasia  when 
cycled  with  a progestin.^ 


PREMARIN* 

(conjugated  estrogens  tablets) 

Most  trusted  for  more  reasons 


*PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 

Please  see  following  page  for  brief  summary 
of  prescribing  information. 


For  inoderate-to-severe 
vasomotor  syrnptoms  and 
for  osteoporosis 

PREMARIN* 

(conjugated  estrogens  tablets) 

0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 

The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT 
CIRCULARS ) 


INFORMATION,  SEE  PACKAGE 


PREMARIN*  Brand  of  conjugated  estrogens  tablets.  USP 

PREMARIN*  Brand  ot  conjugated  estrogens  Vaginal  Cream,  in  a nonliquelying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 
Three  Independenl,  case-controlled  studies  have  reported  an  increased  risk  ol  endometrial  cancer  in 
postmenopausal  vromen  exposed  to  exogenous  estrogens  lor  more  than  one  year  This  risk  was  independent 
ot  the  other  known  risk  factors  lor  endometrial  cancer  These  sludies  are  lurlher  supported  by  the  finding 
lhal  incidence  rates  ol  endomelrial  cancer  have  increased  sharply  since  1969  in  eighi  different  areas  ol  fhe 
United  Slates  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to  the 
rapidly  expanding  use  ol  esirogens  during  ihe  Iasi  decade  The  fhree  case-conirolled  sludies  reported  that 
the  risk  ol  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  ol  tiealmenl  and  on  estrogen  dose  In  view  ol  these  findings  when 
estrogens  are  used  tor  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment 
is  medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semi-annual  basis  to  determine  the 
need  tor  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  lhal 
cyclic  administration  ol  low  doses  ol  estrogen  may  carry  less  risk  than  continuous  administration  it 
Iherelore  appears  prudent  to  utilize  such  a regimen  Glose  clinical  surveillance  ol  all  women  taking 
estrogens  is  important  In  all  cases  ol  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy  There  is  no  evidence  at  present 
lhal  "naturar  esirogens  are  more  ot  less  hazardous  than  "synthetic"  estrogens  at  enui-estroaenic  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  ol  female  sex  hormones,  both  estrogens  and  progeslogens,  during  early  pregnancy  may  seriously 
damage  Ihe  offspring  It  has  been  shown  that  females  exposed  in  utero  to  diethylslilbeslrol  a nonsteroidal 
estrogen,  have  an  increased  risk  ol  developing,  in  later  life,  a form  ol  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 pet  1 000  exposures 
Furthermore,  a high  percentage  ol  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  ol  Ihe  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  ot  malignancy  Although  similar  data  are  not  available 
with  the  use  ol  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  delects  and  limb-reduction  delects  Dne  case-controlled  study 
estimated  a 4 7-told  increased  risk  ot  limb-reduclion  detects  in  inlanis  exposed  in  utero  to  sex  hormones 
(oral  contraceptives,  hormone  withdrawal  tests  lor  pregnancy,  or  attempted  treatment  tor  threatened 
abortion)  Some  ot  these  exposures  were  very  short  and  involved  only  a few  days  ot  treatment  The  data 
suggest  that  the  risk  ol  limb-reduction  delects  in  exposed  fetuses  is  somewhat  less  than  1 per  1 000  In  the 
past,  lemale  sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual 
abortion  There  is  considerable  evidence  lhal  esirogens  are  inetteclive  tor  these  indications  and  there  is  no 
evidence  Irom  well-controlled  studies  that  progeslogens  are  elleclive  lor  these  uses  It  PREMARIN  is  used 
during  pregnancy,  or  it  the  patient  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  ol  Ihe 
potential  risks  to  the  letus,  and  Ihe  advisability  ol  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (coniugaled  estrogens,  LISP)  contains  a mixture  ot  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  ot  material  derived  Irom  pregnant  mares' 
urine  It  contains  estrone,  equilin.  and  17a-dihydroequilin,  together  with  smaller  amounts  ot  17a-eslradiol 
eguilenin,  and  17a-dihydroequilenin  as  salts  ol  their  sulfate  esters  Tablets  are  available  in  0 3 mg  0 625  mg  0 9 
mg,  125  mg,  and  2 5 mg  strengths  ot  coniugated  estrogens  Cream  is  available  as  0 625  mg  coniugaled 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets,  USP):  Moderate-to-severe  momolor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  ellective  lor  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions ) Osteoporosis  (abnormally  low  bone  mass)  Atrophic  vaginitis  Kraurosis  vulvae  Female  castration 
PREMARIN  (coniugaled  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  ol  atrophic  vaginitis  and 
kraurosis  vulvae 


PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREGNANCY  AND  ITS 
USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

ConcDinltant  Progestin  Use:  The  lowest  effective  dose  appropriate  tor  Ihe  specific  indication  should  be 
utilized  Sludies  ot  the  addition  ol  a progestin  lor  7 or  more  days  ot  a cycle  ot  estrogen  admimslralion  have 
reported  a lowered  incidence  ol  endometrial  hyperplasia  Morphological  and  biochemical  studies  ot  Ihe 
endometrium  suggest  lhal  10  to  13  days  ol  progestin  are  needed  lo  provide  maximal  maturation  ol  the 
endometrium  and  to  eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  from  endometrial 
carcinoma  has  not  been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the 
inclusion  ol  progestin  in  estrogen  replacement  regimens.  (See  PRECAUTIONS ) The  choice  ot  progestin  and 
Josage  may  be  irnportant.  product  labeling  should  be  reviewed  to  minimize  possible  adverse  etiects 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  ol  Ihe  following  conditions 
1 Known  or  suspected  cancer  ol  Ihe  breast  except  in  appropriately  selected  patients  being  treated  lor  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (see  Boxed 
Warning).  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  ot  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  ot  breast  or  prostalic  malignancy) 

WARNINGS:  Estrogens  have  been  reported  to  increase  the  risk  ol  endometrial  carcinoma  (see  Boxed  Warning) 
However,  a recent  large,  case-conirolled  study  indicated  no  increase  in  risk  ol  breast  cancer  in  postmenopausal 
women  A recent  study  has  reported  a 2-  to  3-lold  increase  in  the  risk  ot  surgically  confirmed  gallbladder  disease 
in  women  receiving  postmenopausal  estrogens 

Adverse  eltecis  ol  oral  coniraceplives  may  be  expected  at  the  larger  doses  ot  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement,  it  has  been  shown  that  there  is  an  increased  risk  ot  thrombosis 
in  men  receiving  estrogens  tor  prostatic  cancer  and  women  tor  postpartum  breast  engorgement  Users  ol  oral 
contraceptives  have  an  increased  risk  ot  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  slroke,  and 
myocardial  inlarction  Cases  of  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  ot  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  ol  oral  coniraceplives  It  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  belore 
surgery  ol  Ihe  type  associated  with  an  increased  risk  ot  thromboembolism,  or  during  periods  ol  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis  thromboembolic 
disorders,  or  in  persons  with  a history  ol  such  disorders  in  association  with  estrogen  use  They  should  be  used 
with  caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  conjugated 
estrogens  per  day),  comparable  to  those  used  to  treat  cancer  ot  Ihe  prostate  and  breast  have  been  shown  lo 
increase  Ihe  risk  ot  nontalal  myocardial  inlarction,  pulmonary  embolism,  and  Ihrombophlebilis  When  doses  ol 
this  size  are  used,  any  ot  the  thromboembolic  and  thrombotic  adverse  eltecis  should  be  considered  a clear  risk 
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1 VAGINAL  CREAM 

Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  lendernes 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  repotted  in  women  taking  estroqe 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  ot  esirogens  in  the  menopause  ai 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  ot  glucose  tolerance  has  been  observed 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  careful 
hypercalcemia  in  patients  with  breast  cancer  and  bone  melaslases 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  lamily  history  should  be  taken  prior  to  tl 
initiation  ot  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organ 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  lor  longer  iht 
one  year  without  another  physical  examination  being  performed  Conditions  influenced  by  lluid  retention  sut 
as  asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation  Certain  patients  mi 
develop  manilestations  ol  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleedin 
maslodynia,  etc  Prolonged  administration  ol  unopposed  estrogen  therapy  has  been  reported  to  increase  the  lii 
ol  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  to  be  associated  with  an  mcreast 
incidence  ot  mental  depression  Patients  with  a history  ol  depression  should  be  carefully  observed  Pre-existir 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  ol  eslrogt 
therapy  when  relevant  specimens  are  submitted  It  jaundice  develops  in  any  patient  receiving  estrogen  if 
medication  should  be  discontinued  while  the  cause  is  investigated  Esirogens  should  be  used  with  care  i 
patients  with  impaired  liver  function,  renal  insufliciency,  metabolic  bone  diseases  associated  with  hypercaicemii 
or  in  young  patients  in  whom  bone  growth  is  not  yet  complete  It  concomitant  progestin  therapy  is  used  potentii 
risks  may  include  adverse  efiecis  on  carbohydrate  and  lipid  metabolism 
The  lollowing  changes  may  be  expected  with  larger  doses  ot  estrogen 
a Increased  sullobromophihalein  relenlion 

b Increased  prothrombin  and  factors  VII,  VIII,  IX,  and  X,  decreased  antithrombin  3,  increased  norepinephrine 
induced  platelet  aggiegability  k p ^ 

c Increased  thyroid  binding  globulin  (TBG)  leading  lo  increased  circulating  total  thyroid  hormone  a 
ineasured  by  PBI,  T.  by  column,  or  T<  by  radioimmunoassay  Free  T,  resin  uptake  is  decreased  rellectinq  th 
elevated  TBG,  tree  T,  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanedlol  excretion 
I Reduced  response  lo  melyrapone  test 
g Reduced  serum  lolale  concentration 
h Increased  serum  triglyceride  and  phospholipid  conceniralion 
As  a general  principle,  Ihe  administration  ol  any  drug  lo  nursing  mothers  should  be  done  only  when  clear!  i 
necessary  since  many  drugs  are  excreted  in  human  milk 
Long-term,  continuous  administration  ot  natural  and  synthetic  estrogens  in  certain  animal  species  increase 
the  trequency  ot  carcinomas  of  the  breast,  cervix,  vagina,  and  liver  However,  In  a recent,  large  case-controlle 
« increase  in  risk  ol  breast  cancer  with  use  ol  conjugated  eslrogent 

ADVERSE  REACTIONS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  con 
traceplives  breakthrough  bleeding,  spoiling,  change  in  menstrual  flow,  dysmenorrhea:  premensirual-lik 
syndrome,  amenorrhea  during  and  after  treatment.  Increase  in  size  of  uterine  fibromyomata,  vaginal  candidiasis 
change  in  cervical  erosion  and  in  degree  ol  cervical  secretion,  cystitis-like  syndrome,  tenderness  enlargement 
secretion  (ol  breasts),  nausea,  vomiting,  abdominal  cramps,  bloating,  cholestatic  jaundice,  chloasma  o 
melasma  which  may  persist  when  drug  is  discontinued,  erythema  mullilorme,  erythema  nodosum,  hemorrhagi 
eruption,  loss  ot  scalp  hair,  hirsutism;  steepening  ot  corneal  curvature:  intolerance  lo  contact  lenses  headache  i 
migraine,  dizziness,  mental  depression,  chorea,  increase  or  decrease  in  weight:  reduced  carbohydrate  tolerance 
aggravation  ol  porphyria,  edema,  changes  in  libido 

ACUTE  DVERDOSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  lemales 
DOSAGE  AND  ADMINISTRATION: 

PREMARIN*  Brand  ol  conjugated  esirogens  tablets.  USP 

1 Given  cyclically  !of  shofl-leim  use  only  For  treatment  ol  moderate-to-severe  vasomotof  symptoms  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  Ihe  menopause  (0  3 mg  lo  1 25  mg  or  more  daily)  The  lowesi  dost 
thal  wilt  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Admimslralion  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off)  Attempts  to  discontinue  or  lapei 
medication  should  be  made  at  three-  lo  six-month  intervals 

2 Given  cyclically  Osleoporosis  Female  castration  Osteoporosis  —0  625  mg  daily  Administration  should  be 

cyclic  (eg,  Ihree  weeks  on  and  one  week  oil)  Female  castration— 1 25  mg  daily,  cyclically  Adjust  upward  or 
downward  according  lo  response  ol  Ihe  patient  For  maintenance,  ad|usl  dosage  to  lowesi  level  lhal  will  provide 
effective  control  i-  "n 


Patients  with  an  intact  uterus  should  be  monitored  lor  signs  ol  endometrial  cancer  and  appropriate  measuiesl 
malignancy  in  the  event  ol  persistent  or  recurring  abnormal  vaginal  bleeding 
PREMARIN*  Brand  ol  conjugated  esirogens  Vaginal  Cream  | 

Given  cyclically  lor  shorl-lerm  use  only  For  trealmeni  ot  alrophic  vaginitis  or  kraurosis  vulvae 
The  lowesi  dose  lhal  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Admimslralion  should  be  cyclic  (eg,  Ihree  weeks  on  and  one  week  ott) 

Allempts  lo  discontinue  or  taper  medication  should  be  made  at  three-  to  six-month  intervals 
Usual  dosage  range  2 g lo  4 g daily,  iniravaginally,  depending  on  the  severity  ol  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  tor  signs  ot  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  Ihe  event  ol  persistent  or  recurnnq 
abnormal  vaginal  bleeding 
References: 

1.  Lindsay  R,  Hart  DM,  Clark  DM  The  minimum  ellective  dose  ol  estrogen  tor  prevention  ol  postmenopausal 
bone  loss  Obslel  Gynecol  1984,63  759-763  2.  Sludd  JWW,  Thom  MH,  Paterson  MEL,  el  al  The  prevention  and 
treatment  ol  endometrial  pathology  in  postmenopausal  women  receiving  exogenous  esirogens  in  Paselto  N 
Paolelli  R,  Ambrus  JL  (eds)  The  Menopause  and  Postmenopause  Lancaster,  England,  MTP  Press  Lid  1980 
chap  13 
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5pare  your  patients  the  extra  cost 
in  calories,  sodium  and  dollars. 

5pare  your  patients  the  rigors  of 
dietary  h->- supplementation. 


Before  prescribing,  see  complete 
prescribing  information  in 
SK&F  CO.  literature  or  PDR, 
The  following  is  a brief  summary. 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing  agents  such  as  spironolactone  or  amiloride.  Further  use 
in  anuria,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake  of 
potassium  is  markedly  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia  can 
occur,  and  has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  in  the  severely  ill.  with  urine  volume  less  than  one  titer/ 
day.  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insutliciency  Periodically,  serum  K'  levels  should  be  determined. 
If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict  K’’ 
intake.  Associated  widened  DBS  complex  or  arrhythmia 
requires  prompt  additional  therapy.  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benelits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other  adverse 
reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should 
stop  nursing.  Adequate  information  on  use  in  children  is  not 
available.  Sensitivity  reactions  may  occur  in  patients  with  or 


* Not  for  initial  therapy.  See  brief  summary. 

without  a history  of  allergy  or  bronchial  asthma.  Possible 
exacerbation  or  activation  of  systemic  lupus  erythematosus  has 
been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide 
component  of'Dyazide'  is  about  50%  of  the  bioavailability  of  the 
single  entity.  Theoretically,  a patient  transferred  from  the  single 
entities  of  triamterene  and  hydrochlorothiazide  may  show  an 
increase  in  blood. pressure  or  fluid  retention.  Similarly,  it  is  also 
possible  that  the  lesser  hydrochlorothiazide  bioavaitability  could, 
lead  to  increased  serum  potassium  levels.  However,  extensive 
cTmicaf experience  with  *Dyazlde'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice:  Angio-  ■ 
tensin-converting  enzyme  (ACE)  inhibitors  can  elevate  serum 
potassium:  use  with  caution  with  'Dyazide'.  Do  periodic  serum 
electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during 
. concurrent  use  with  amphotericin  B or  corticosteroids  or  ■ , 
corticotropinlACTHj).  Periodic  BUN  and  serum  creatinine 
determinations  should  be  made,  especially  in  the  elderly,  diabetics 
or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma 
in  patients  with  severe  liver  disease.  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  other  idiosyncratic  reactions: 
Blood  dyscrasias  have  been  reported  in  patients  receiving 
triamterene,  land  leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplasticand  hemolytic  anemia  have  been  reported  with 
thiazides.  Thiazides  may  cause  rhanifestation  of  latent  diabetes 
mellitus.  The  effects  of  orat  anticoagulants  may  be  decreased 
when  used  concurrently  with  hydrochlorothiazide;  dosage 
adjustments  may  be  necessary.  Clinically  insignificant  reductions 
in  arterial  responsiveness  . to  norepinephrine  have  been  reported. 
Thiazides  have  also  been  shown  to  Increase  the  paralyzing  effect 
of  nondepolarizing  muscle  retaxants  such  as  tubocurarine. 
Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic  blood 
studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cau- 
tiously in  surgical  patients.  Triamterene  has  been  found  in  renal 
. stones  in  association  with  the  other  usual  calculus  components. 
Therefore.  ‘Dyazide ' should  be  used  with  caution  in  patients  with 
histories  of  stone  formation.  A lew  occurrences  of  acute  renal 
failure  have  been  reported  in  patients  on  ‘Dyazide ' when  treated 
with  indomethacin.  Therefore,  caution  is  advised  in  administering 
nonsteroidal  anti-inflammatory  agents . with  'Dyazide '.  The 
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'imZIDE' AS  WRITTEtl. 


following  may  occur:  transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in 
hypokalemia),  decreasing  alkali  reserve  with  possible  metabolic 
acidosis.  'Dyazide'  interferes  with  fluorescent  measurement  of 
quinidine.  Hypokalemia  is  uncommon  with  'Dyazide',  but  should  it 
develop,  corrective  measures  should  be  taken  such  as  potassium 
supplementation  or  increased  dietary  intake  of  potassium-rich 
foods.  Corrective  measures  should  be  instituted  cautiously  and 
Serum  potassium  levels  determined.  Discontinue  corrective 
measures. and  'Dyazide ' should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase 
the  risk  of  severe  hyponatremia.  Serum  PBI  levels  may  decrease 
without  signs  of  thyroid  disturbance.  Calcium  excretion  is 
decreased  by  thiazides.  'Dyazide  ‘ should  be  withdrawn  before 
conducting  tests  lor  parathyroid  function.  Thiazides  may  add  to  or 
potentiate  the  action  of  other  antihypertensive  drugs.  Diuretics 
reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensi- 
tivity, purpura,  other  dermatological  conditions;  nausea  and 
vomiting,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances: postural  hypotension  (may  be  aggravated  by  alcohol, 
barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including 
pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone. 
Triamterene  has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components.  Rare  Incidents  of  acute 
interstitial  nephritis  have  been  reported.  Impotence  has  been 
reported  in  a lew  patients  on  'Dyazide  although  a causal 
relationship  has  not  been  established. 

Supplied:  ‘Dyazide ' is  supplied  as  a red  and  while  capsule,  in 
hollies  of  WOO  capsules;  Single  Unil  Packages  (unil-dose)  of 
WO  (inlended  lor  inslilulional  use  only):  In  Palienl-Pak™  unil- 
of-use  hollies  of  WO. 
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Triam  terene/5tiF 

Effective  antihypertensive* 
therapy...without 
the  bananas 


WARNING 

This  drug  is  not  indicated  lor  initial  therapy  of  edema  or 
hypertension.  Edema  or  hypertension  requires  therapy 
titrated  to  the  Individual.  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management.  Treatment  of  hypertension  and  edema 
is  not  static,  out  must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


m my  opimon 


Forethought  best  method  of  preservation 


Ernest  L.  Abernathy,  MD 

Beauty  helps  us  retain  sanity  and  bal- 
ance in  a world  that  seems,  at  times,  in- 
sane. But  this  beauty  is  constantly  en- 
dangered, and  so  we  must  constantly 
deal  with  preservation  of  the  environ- 
ment in  which  we  hve. 

The  basic  consideration  here  is  that 
our  science  is  incomplete  and  its  pro- 
gess  has  not  been  even.  Some  sciences 
have  progressed  very  far,  while  others 


are  as  yet  ill-developed. 

It  seems  to  me  that  a common  failure 
of  science  is  a failure  to  think  things 
through  to  a true  conclusion.  We  tend  to 
solve  the  immediate  problem,  without 
considering  the  long-term  conse- 
quences. The  classic  case  in  point  is 
that  of  dichlorodiphenyltrichloroe- 
thane,  known  more  popularly  as  DDT. 
It  was  designed  to  wipe  out  mosquitoes 


Billing  Medicare  for  pennies 


George  R.  Fisher  III,  MD 

If  you  are  one  of  the  60  percent  of 
Pennsylvania  physicians  who  refused 
to  join  the  Medicare  pairticipating  phy- 
sician program,  you  have  surely  re- 
ceived a letter  teUing  you  your  maxi- 
mum charges  must  be  some  odd 
number  like  $22.84.  Good  news  for  you 
is  that  you  are  permitted  to  round  up  to 
$23.  Like  all  bureaucratic  goodies,  this 
has  a small  catch.  If  your  aggregate  an- 
nual “round  up”  amounts  come  to  more 
than  $100,  you  are  subject  to  sanction. 

There  may  be  a silver  lining  of  a dif- 


Dr.  Fisher  is  an  endocrinologist  in  Philadel- 
phia. 


ferent  sort,  however.  Pennsylvania  doc- 
tors who  have  adjusted  their  Medicare 
charges  since  April  1,  1988,  have  experi- 
enced the  outrage  that  their  patients 
feel  for  being  billed  in  pennies.  No 
doubt  harried  secretaries  of  the  doctors 
encourage  and  sympathize  with  this  in- 
dignation. 

That  may  be  what  we  need.  If  our  pa- 
tients would  write  their  representatives 
in  Congress,  something  might  get 
changed  here.  If  you  don’t  know  who 
else  to  write,  try  Representative 
Fortney  “Pete”  Stark  of  California.  No 
doubt  he  would  be  proud  to  acknowl- 
edge the  authorship  of  his  brain  child, 
the  MAAC  program. 


PMS  endorsement  in  question 


Henry  L.  Kreider,  MD 

Last  year,  PMS  decided  to  endorse  a 
magazine  subscription  agency.  Physi- 
cians are  able  to  buy  subscriptions  to  a 
wide  variety  of  magazines  at  reduced 
rates.  However,  I contend  that  maga- 
zines that  contain  tobacco  or  cigarette 
advertising,  such  as  Newsweek,  Time, 
and  U.S.  News  and  World  Report, 


Dr.  Kreider  is  a general  practitioner  in  Eliza- 
bethtown. 


should  not  be  included  in  the  list  of 
publications  offered. 

Possibly  your  including  the  above 
tobacco-  or  cigarette-advertising  maga- 
zines in  your  list  was  an  error.  I'll  as- 
sume it  was,  for  1 cannot  believe  that 
the  PMS,  with  its  strong  stand  ag2iinst 
cigarette  advertising,  would  even  con- 
sider helping  its  members  purchase 
those  periodicals  that  are  undermining 
the  health  of  our  patients  through  ciga- 
rette advertising. 


from  tropical  islands  during  World  War 
II,  so  that  troops  would  have  less  risk 
of  malaria  and  other  crippling  tropical 
diseases.  It  worked— but  it  also  per- 
sisted in  the  environment  wherever 
used.  It  ended  up  disrupting  food 
chains  by  gradually  concentrating  as  it 
went  up  the  chain  until  the  predators  at 
the  top  of  the  ch2iin  ingested  toxic  lev- 
els. Hence,  fragile  egg  shells  in  eagles, 
precipitous  declines  in  populations,  and 
large  disturbances  in  the  balance  of  na- 
ture occurred. 

Another  sequela  of  uneven  progress 
has  been  transportation  of  various 
pests  by  artificial  means  to  environ- 
ments where  no  natural  control  existed. 
Western  Pennsylvania  is  facing  the  re- 
lentless advance  of  the  gypsy  moth, 
with  no  effective  natural  predator  to 
control  it.  A host  of  other  examples 
come  to  mind.  Obliteration  of  island 
species  by  imported  competitors  (or 
predators)  in  historic  times  has  deci- 
mated Australian  species,  Caribbean 
species,  and  many  others. 

The  point  here,  aside  from  the  loss  of 
beauty  to  the  environment  is  that  we  do 
not  know  that  any  particular  species 
might  not  be  the  precise  biologic  entity 
necessary  to  control  a new  pest,  arising 
either  by  importation  or  mutation.  Why 
should  we  make  strenuous  efforts  to 
preserve  the  whooping  crane,  or  the  Cal- 
ifornia condor,  or  the  giant  panda?  We 
should  try  to  save  them  because  we 
have  not  completely  thought  through 
what  might  happen.  They  might  turn 
out  to  be  the  only  efficient  and  non- 
toxin-producing  means  of  control. 

The  same  applies  to  tropical  rain  for- 
ests. “Our”  song-birds  are  really  tropi- 
cal species  that  spend  the  summer  with 
us.  We  again  do  not  know  whether  any 
of  these  may  be  the  ideal  means  of  con- 
trol of  a new  pest.  Another  aspect,  by 
the  way,  of  the  forest  obliteration  is  that 


Dr.  Abernathy  is  a pathologist  of  Washing- 
ton, PA.  He  is  also  a former  Eleventh  District 
Trustee  of  the  PMS  Board  of  Trustees. 
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each  human  being  on  this  earth  needs 
the  equivalent  of  40  trees  to  produce 
sufficient  oxygen  for  breathing.  This 
may  be  in  the  form  of  trees  or  phyto- 
plankton, or  other  plants,  but  the  trees 
are  by  far  the  most  efficient  and  year- 
round  producers  of  our  oxygen.  So  “sen- 
timental” efforts  to  preserve  forests  in 
the  long  run  have  a super-practical  ba- 
sis. 

Another  concern  about  preserving 
various  environments  is  the  matter  of 
“sinks.”  They  are  the  places  where 
things,  specifically  atmospheric  impuri- 
ties, end  up.  For  instance,  sulfur,  as  sul- 
furic acid  is  a large  part  of  acid  rain.  It 
eventually,  however,  ends  up  in  wet- 
lands, mostly  coastal  swamps,  as  sul- 
fides, which  is  why  certain  marshes 
have  a “rotten  egg”  odor.  Similarly,  car- 
bon monoxide  from  incomplete  combus- 
tion ends  up  in  the  desert  plants.  We 
need,  therefore,  to  be  sure  that  we  have 
enough  desert  and  swamp  to  accommo- 
date these  impurities,  and  gradually 
feed  them  back  to  the  environment  in 
usable  and  non-toxic  forms. 

Humility  is  a great  virtue,  it  be- 
hooves us  aU,  scientist  and  nonscientist 
alike,  to  think  very  hard  before  we  dash 
about  “developing”  things.  We  may  end 
up  developing  ourselves  out  of  a Uvable 
planet. 

One  further  thought:  It  follows  that  it 
is  the  responsibUity  of  every  person  on 
this  planet,  whatever  be  his  or  her  back- 
ground or  occupation,  to  become  a 
“bridge.”  This  term  was  coined  by  C.  P. 
Snow,  the  British  philosopher-scientist, 
who  stated  some  years  ago  that  we 
were  in  danger  of  trying  to  hve  simulta- 
neously in  two  worlds — the  world  of  sci- 
ence and  the  world  of  humanities.  If 
that  were  ever  possible,  it  was  certainly 
never  desirable,  and  now  I do  not  think 
it  is  possible  for  our  continued  survival 
for  any  one  to  be  unaware  of  both 
worlds,  and  to  try  to  bridge  between 
them. 

This  means  the  scientist  must  think 
through  the  social  and  human  conse- 
quences of  his  discoveries  and  inven- 
tions, and  the  rest  of  us  must  think 
through  what  the  work  of  the  scientist 
means. 

We  can  no  longer  not  know.  We  have 
bitten  small  bites  of  the  fruit  of  the  Tree 
of  Knowledge,  and  now  we  cannot  go 
back.  We  must  keep  on  learning— all  of 
us,  and  all  of  us  must  be  aware  of  the 
dire  results  that  may,  and  often  have, 
followed  incomplete  thinking  and 
shipshod  study.  Ask  any  nuclear  physi- 
cist. □ 


We  help  Physicians  stay  in  touch. 

I'  he  Solution. 

It’s  easy  to  understand,  simple  to  operate,  and  quick 
to  install.  It’s  guaranteed  to  make  the  business  of 
practicing  medicine  easier,  conserving  what  you  need 
most... 

Time. 

Management  Technologies  has  been  quietly  perfect- 
ing practice  management  in  hundreds  of  physicians 
offices  across  the  country  for  years.  We  provide  the 
total  package:  planning  and  consultation,  hardware, 
software,  installation,  training,  supplies  and  ‘Aftercare’ 
support  services.  So  don’t  waste  another  minute.  Call 
MTI  now  at  800-777-7MTI. 

mi. 

• Electronic  Claims  • Integrated  Appointments  • Integrated 
Word  Processing  • Graphics  • Patient  Recall  • Multiple  Fee 
Schedules  • Walkout  Receipts  • Windowing  • On  Demand  Bill- 
ing & Reporting 


9790  Patuxent  Woods  Drive  • Columbia.  MD.  21046  • 800-7  /7-7MTI 
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practice  management 

How  OBRA  ’87  will  affect  your 


The  Health  Care  Group 

The  Omnibus  Reconciliation  Act  of 
1987  (OBRA  ’87)  is  a continuation 
of  the  government’s  efforts  to  control 
Medicare  spending.  As  in  the  past, 
these  changes  will  have  an  impact  on 
practices  providing  services  to  Medi- 
care beneficiaries. 

Payment  updates 

As  you  are  aware,  for  the  first  quarter 
of  1988  (January  1 to  March  31),  pre- 
vaihng  and  customary  profiles  for  phy- 
sicians’ services  furnished  during  that 
quarter  were  frozen  at  their  1987  levels. 
In  addition,  the  maximum  allowable  ac- 
tual charges  (MAACs)  in  effect  for  non- 
participating physicians  during  1987 
continued  to  apply  until  March  31, 
1988. 

However,  effective  April  1,  1988,  and 
continuing  until  December  31,  1988, 
new  customary  profiles  wiU  apply.  They 
have  been  calculated  using  physicians’ 
actual  charges  to  Medicare  (beneficia- 
ries) between  July  1,  1986,  and  June  30, 
1987,  and  the  Medicare  Economic  In- 
dex (ME I),  which  controls  increases  in 
the  prevaihng  profiles.  This  results  in 
increases  of  3.6  percent  for  primary  care 
services  and  1.0  percent  for  “other”  ser- 
vices for  participating  physicians,  and 
3.1  percent  and  0.5  percent,  respec- 
tively, for  nonparticipating  physicians. 

For  the  purpose  of  reimbursement, 
these  primary  care  services  have  been 
defined  in  terms  of  the  following  proce- 
dure codes:  office  visits,  codes  90000  to 
90080;  home  visits,  codes  90100  to 
90170;  skilled  nursing  facility,  interme- 
diate care  facihty,  and  long  term  care  fa- 
cility visits,  codes  90300  to  90370; 
boairding  home  or  domiciliary  visits, 
codes  90400  to  90470;  and  emergency 
room  visits,  codes  90500  to  90570. 

When  tracking  your  reimbursements, 
keep  in  mind  that  the  higher  update  ap- 
phes  to  the  visit  only.  If  a procedure  is 
done  at  the  same  time  as  a visit,  the 
procedure  will  only  increase  by  the 
lesser  amount. 

According  to  OBRA  ’87,  a bonus  pay- 


ment system  for  primary  care  services 
furnished  by  physicians  in  rural  or 
health  manpower  shortage  areas  will 
also  be  implemented.  Although  this  bo- 
nus system  will  not  go  into  effect  until 
January  1,  1989,  it  is  anticipated  that 
payments  will  rise  5 percent  based  on 
the  amount  Medicare  will  pay. 

HCEA  will  also  be  conducting  a study 
on  the  feasibility  of  offering  similar  bo- 
nuses to  physicians  in  underserved  ur- 
ban areas.  The  results  of  this  study  are 
not  due  until  January  1990. 

MAAC  changes 

By  now,  nonparticipating  physicians 
should  have  received  their  1988 
MAACs.  These  MAACs  go  into  effect 
April  1,  1988. 

Although  no  dramatic  changes  were 
made  to  the  format  for  calculating 
MAACs,  some  changes  were  made  in 
the  enforcement  of  these  charges. 

1.  Maximum  actual  allowable  charges 
will  now  apply  to  each  service  rather 
than  the  average  charge  limit  for  the 
service.  This  is  an  important  chsmge. 
Previously,  a physician  could  occasion- 
ally charge  above  his/her  MAAC  as 
long  as  the  average  chairge  for  the  ser- 
vice equaled  or  was  less  than  the 
MAAC  at  year  end.  Now,  the  specified 
MAAC  amount  must  be  billed  for  each 
service.  No  variance  above  that  amount 
is  allowed  throughout  the  year.  Any  vio- 
lation of  this  rule  could  expose  the  prac- 
tice to  sanctions. 

2.  Under  the  original  MAAC  regula- 
tions, physicians  who  did  not  bill  Medi- 
care for  a service  to  a beneficiary  during 
the  base  period  April  1 to  June  30, 
1984,  were  required  to  calculate  the 
MAAC  for  that  service  by  using  the 
50th  percentile  of  customary  charges 
for  nonparticipating  physicians.  OBRA 
’87  has  changed  that  requirement.  Now, 
if  a nonparticipating  physician  did  not 


The  authors  are  several  of  the  principal  medi- 
cal management  consultants  with  The 
Health  Care  Group  in  Plymouth  Meeting. 


reimbursement 


have  a ch2irge  to  a Medicare  beneficiary 
for  the  service  during  the  base  period 
but  the  physician  can  prove  that  he/she 
did  have  a charge  for  that  service  prior 
to  the  base  period,  then  that  charge 
may  be  used  to  calculate  the  MAAC. 
This  will  help  you  and  Medicare  to  set 
MAACs  for  procedures  where  Medicare 
does  not  provide  the  MAAC  on  your 
profile. 


Reduction  for  overprice  procedures 
The  new  law  decreases  prevailing 
charges  on  cataract  extractions  by  2 
percent.  Fees  will  be  reduced  further  ac- 
cording to  a shding  scale.  The  net  reduc- 
tion of  this  sliding  scale  will  be  equal  to 
3/13  percent  for  each  percentage  point 
that  the  prevailing  charge  exceeds  85 
percent  of  the  national  average. 

This  reduction  will  go  into  effect 
April  1,  1988.  The  sliding  scale  reduc- 
tions also  will  apply  to  a number  of 
other  procedures.  They  include: 
Corontay  artery  bypass 
surgery  (33510-33528) 

Total  hip  replacement  (27130-27132) 

TURs  (52601) 

Suprapubic  prostatectomy  (55821) 

Diagnostic  & therapeutic 
D & Cs  (58120) 


Carpal  tunnel  neuroanalysis 
and/or  transposition  (64721) 

Pacemaker  implantation  (33206-33208) 
Bronchoscopy  (31622-31626) 

Upper  GI  endoscopy  (43235-43239) 
Arthroscopy  (29880-29881) 

Arthroplasty  (27446-27447) 

In  addition,  reimbursement  for  oph- 
thalmologic A-scans  will  be  reduced  to  5 
percent  of  the  prevailing  charge  for  cat- 
aract surgery  with  intra-ocular  lens  im- 
plantation. 


RAP  update 

Anesthesiology:  Effective  April  1, 
1988,  any  anesthesiologist’s  concurrent 
medical  direction  of  Certified  Regis- 
tered Nurse  Anaesthetists  (CRNAs) 
will  result  in  the  reduction  of  allowed 
base  units.  Reductions  will  be  10  per- 
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YOCON* 

YOHIMBINE  HCI 


DescriptiOfl:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions;  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce'  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pre^re  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  SweaUng,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'' '2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.''  ’^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' ■3  '^  1 tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tabiet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  3 
How  Supplied;  Oral  tablets  of  Yocon'®  1/12  gr.  5.4  mg  in 


AVAILABLE  EXCLUSIVELY  FROM 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 

53159-001-10. 
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PALISADES 

PHARMACEUTICALS,  INC. 

21 9 County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
Outside  NJ  1-800-237-9083 


Doctor! 

Thinking  about  automating  your  office? 
Don’t  invest  in  old  technology,  discover 


PULSE  POINT 

Orion’s  Total  Office 


Management  System  for 
the 

Macintosh™  Computer 


PUT  THESE  OUTSTANDING  FEATURES  TO 
WORK  IN  YOUR  OFFICE 


• Patient  History 

• Insurance  and  Patient  Billing 

• Electronic  Claim  Transmission 

• Practice  Analysis  Reports 

• Electronic  Scheduling 

• Word  Processing 

• Accounts  Receivable 

• Accounts  Payable 

• Patient  Recall 

• Multi-user  Network 

• Aged  Receivables 

• Daily  Bank  Deposit  Ticket 

• Financial  Analysis  and  Budgeting 

Orion’s  system  is  so  easy  to  use,  even  for  the  first 
time  computer  user,  yet  it  utilizes  the  most  powerful 
microcomputer  system  available.  Our  training  pro- 
gram ensures  that  your,  staff  will  be  comfortable  and 
proficient.  All  this  at  an  unbelievably  low  price.  Call 
us  today! 


Orion  Computer  Systems,  Inc. 

2591  S.  Queen  Street 
York,  PA  17402 
Phone:  (717)  741-4536 


ORION 


Macintosh  is  the  trademark  of  Apple  Computer  Inc. 
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cent  for  two  CRN  As  concurrently  di- 
rected; 25  percent  for  three  CRN  As  con- 
currently directed;  and  40  percent  for 
four  CRNAs  concurrently  directed. 

In  addition,  the  claim  forms  must 
now  disclose  the  number  and  type  of 
cases  directed  and  the  names  of  the 
CRNAs.  If  your  anesthesiology  bilhng 
is  done  via  computer,  program  changes 
will  be  needed  to  accommodate  this.  If 
your  vendor  has  not  already  imple- 
mented the  changes,  speak  with  him/ 
her  about  it. 

Further  reductions  in  anesthesia  pay- 
ments seem  to  be  in  the  wings  for  1989 
and  1990.  The  new  Act  requires  the 
General  Accounting  Office  to  conduct 
studies  to  examine  whether  payments 
for  physicians’  direction  of  CRNAs  are 
excessive  in  relation  to  payment  for 
physicians’  services  as  well  as  the  way 
modifiers  Eire  used  in  physicians’  billing 
for  carrier  reimbursement. 

Radiology:  OBRA  ’87  requires  the  de- 
velopment of  a fee  schedule  for  radiol- 
ogy services  that  would  apply  to  a 
board  certified  and  board  eligible  radiol- 
ogist. It  will  be  updated  by  the  ME  I 
and  should  go  into  effect  in  1990. 

Pathology:  A similar  fee  schedule  will 


be  developed  for  pathology  services. 
This  should  go  into  effect  April  1,  1989. 

Purchased  diagnostic  services 

OBRA  ’87  introduces  new  rules  for 
billing  for  diagnostic  tests  purchased 
from  outside  suppliers.  These  rules  go 
into  effect  April  1,  1988,  and  could  have 
a significant  effect  on  practices  that 
“purchase”  diagnostic  tests  from  out- 
side suppliers.  Basically,  the  Act  pro- 
hibits a physician  from  marking  up  the 
cost  of  the  purchased  diagnostic  ser- 
vices rendered  (to  the  practice)  when 
billing  Medicare  or  a beneficiary. 

Therefore,  effective  April  1,  1988, 
global  billing  for  diagnostic  services 
such  as  x-rays,  EKGs,  bolters,  echocsir- 
diograms,  etc.  is  allowed  only  if  the  phy- 
sician or  an  employee  he/she  personally 
supervised  performs  the  test  incident  to 
the  physician’s  services,  the  physician 
(or  technician)  interprets  it,  and  the 
physician  renders  some  service  on  those 
patients. 

Reimbursement  from  Medicare  will 
be  based  on  the  lower  of  the  actual 
charge  paid  by  the  physician  for  the  di- 
agnostic service  or  the  reasonable 
charge  (based  on  the  supplier’s  profile) 
for  that  service.  The  standai'd  deducti- 
ble and  co-insurance  rules  will  apply. 

Our  interpretation  of  this  new  Act  is 


that  if  a supplier  provides  the  service, 
be  it  the  “professional”  or  “technical” 
component,  the  physician  should  bill 
Medicare  or  the  beneficiary  only  for  the 
Eimount  charged  to  the  practice  by  the 
supplier.  Billing  in  excess  of  that  fee  will 
be  a violation  and  leave  the  practice 
open  to  sanctions. 

In  addition,  claims  filed  for  the  above 
described  scenario  must  identify  the 
outside  supplier’s  name  (and/or  pro- 
vider number)  and  the  amount  the  sup- 
plier billed  the  physician.  For  your  own 
protection,  we  recommend  keeping 
these  bills  in  the  event  you  are  ever  au- 
dited. 

Based  on  our  experience,  many  prac- 
tices will  fall  under  the  restrictions  this 
aspect  of  OBRA  ’87  sets  forth.  If  you 
are  using  anyone  outside  your  employ- 
ment (such  as  an  independent  contrac- 
tor) to  provide  diagnostic  services  and 
you  are  billing  for  that  service,  then 
these  regulations  (and  possibly  others) 
probably  will  apply. 

Summary 

While  the  MedicEire  changes  continue 
to  be  more  complicated,  the  enforce- 
ment of  the  sanctions  for  violating 
these  regulations  are  becoming  a real- 
ity. Providers  must  approach  these  is- 
sues seriously.  □ 


Marketing  That 
Means  Business! 

Hoover  Anwar  Associates  is  a full  .service  profe.ssional 
marketing  organization  .serving  the  Medical  community. 

We  design  marketing  programs  to  build  and  maintain  the 
patient  tiase  you  want  and  insure  the  revenue  you  require. 
We  specialize  in: 


• Marketing  Plans 

• Practice  Management 

• F’ut)lic  Relations  and  Promotion 

• Demograjihic  and  Market  Research 

• Location  and  Competition  Asse.ssment 

• Patient  Sati.sfaction  and  Attraction 

• Referral  Development 

• Human  Relations 

• Revenue  and  Reimbursement  Management 

• Personnel  and  Staffing  Requirements 

• Graphic  Design  and  Adveidising 

• Exhibits  and  Audio  Visual  Shows 


HOOVER  ANWAR  ASSOCIATES 

PVrst  F’enn.sylvania  Ftank  Ftuilding 
Seven  East  Lancaster  Avenue 
Ardmore,  F>A  ISiOOd 

For  information  contact; 

Fh‘l)ecca  Anwar.  PFi  F). 
21.').h49.8770 
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The  vital  sign  is  your  bottom  line! 


INSURANCE  AUDITS 

Doctor: 

Are  your  medical  hills  subjected  to  audits? 
Are  your  claims  rejected  by  carriers? 

Are  your  fees  denied  by  auditors? 

WE  ARE  HERE  TO  HELP  YOU! 

We  are  an  insurance  audit  preparation  and 
claim  rejection  review  service.  We  will 
prepare  you  and  your  staff  for  the  audit 
with  planning  and  strategy,  review  your 
bill,  defend  your  fees  and  be  present  with 
you  and  your  staff  during  the  audit. 

We  are  a network  of  professionals  who  have 
an  established  successful  track  record  in 
this  field. 

Contact  Deborah  Weiss  (215)  977-0924 
Health  Care  Management  Consultants,  Inc. 
Suite  203,  2401  Walnut  Street 
Philadelphia,  PA  19103 
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Effective  once-nightly 

duodenal  Ulcer  therapy  available  in  a 


for  better  patient  compliance 


AXID® 

nizatidine  capsules 

Briet  Summary.  Consult  the  package  insert  for  prescribing  information. 
Indications  and  Usage:  Axld  is  indicated  for  up  to  eight  weeks  tor  the  treatment 
of  active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  four  weeks 

Axid  IS  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients,  at 
a reduced  dosage  of  150  mg  h.s  after  healing  of  an  active  duodenal  ulcer 
The  consequences  of  continuous  therapy  with  Axid  for  longer  than  one  year 
are  not  known 

Contraindication:  Axid  is  contraindicated  in  patients  with  known  hypersensitivity 
to  the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to 
other  H2-receptor  antagonists 

Precautions:  General— ^ Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy. 

2 Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency 

3.  Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not 
been  done  Part  of  the  dose  of  nizatidine  is  metabolized  in  the  liver.  In  patients 
with  normal  renal  function  and  uncomplicated  hepatic  dysfunction,  the 
disposition  of  nizatidine  is  similar  to  that  in  normal  subjects 

Laboratory  Tests  — False-positive  tests  for  urobilinogen  with  Multistix  * may 
occur  during  therapy  with  nizatidine. 

Drug  Interactions-fio  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide.  lorazepam,  lidocaine.  phenytoin,  and  warfarin. 
Axid  does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyme 
system;  therefore,  drug  interactions  mediated  by  inhibition  of  hepatic 
metabolism  are  not  expected  to  occur  In  patients  given  very  high  doses  (3,900 
mg)  of  aspirin  daily,  increases  in  serum  salicylate  levels  were  seen  when 
nizatidine,  150  mg  b.i  d..  was  administered  concurrently. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility— two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80 
times  the  recommended  daily  therapeutic  dose)  showed  no  evidence  of  a 
carcinogenic  effect  There  was  a dose  related  increase  in  the  density  of 
enterochromaffin-like  (ECL)  cells  in  the  gastric  oxyntic  mucosa.  In  a two-year 
study  in  mice,  there  was  no  evidence  of  a carcinogenic  effect  in  male  mice, 
although  hyperplastic  nodules  of  the  liver  were  increased  in  the  high  dose  males 
compared  to  placebo.  Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day, 
about  330  times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of  hepatic 
carcinoma  in  the  high  dose  animals  was  within  the  historical  control  limits  seen 
for  the  strain  of  mice  used.  The  female  mice  were  given  a dose  larger  than  the 
maximum  tolerated  dose,  as  indicated  by  excessive  (30%)  weight  decrement 
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determine  whether  these  were  caused  by  nizatidine. 

tfepaf/c— Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests 
(SGOT  [AST],  SGPT  [ALT],  or  alkaline  phosphatase),  occurred  in  some  patients 
possibly  or  probably  related  to  nizatidine  In  some  cases,  there  was  marked 
elevation  of  SGOT,  SGPT  enzymes  (greater  than  500  lU/L),  and  in  a single 
instance.  SGPT  was  greater  than  2,0()0  lU/L.  The  overall  rate  of  occurrences  of 
elevated  liver  enzymes  and  elevations  to  three  times  the  upper  limit  of  normal, 
however,  did  not  significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in 
placebo-treated  patients  All  abnormalities  were  reversible  after  discontinuation 
of  Axid 

Cargiovascular~\n  clinical  pharmacology  studies,  short  episodes  of 
asymptomatic  ventricular  tachycardia  occurred  in  two  individuals  administered 
Axid  and  in  three  untreated  subjects 

fndocrme  — Clinical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  Axid  Impotence  and 
decreased  libido  were  reported  with  equal  frequency  by  patients  who  received 
Axid  and  by  those  given  placebo  Rare  reports  of  gynecomastia  occurred 

Wemafo/og/c— Fatal  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  Axid  and  another  Hj-receptor  antagonist.  On  previous  occasions, 
this  patient  had  experienced  thrombocytopenia  while  taking  other  drugs. 

/nfegumenfa/— Sweating  and  urticaria  were  reported  significantly  more 
frequently  in  nizatidine  than  in  placebo  patients  Rash  and  exfoliative  dermatitis 
were  also  reported 

Of/rer— Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported. 

Overdosage;  There  is  little  clinical  experience  with  overdosage  of  Axid  in 
humans  It  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavcge 
should  be  considered  along  with  clinical  monitoring  and  support. /e  therapy. 
Renal  dialysis  for  four  to  six  hours  increased  plasma  clearance  by  approximately 
84%. 

Test  animals  that  received  large  doses  of  nizatidine  have  exhibited  cholinergic- 
type  effects,  including  lacrimation,  salivation,  emesis,  miosis,  and  diarrhea. 
Single  oral  doses  of  800  mg/kg  in  dogs  and  of  1,200  mg/kg  in  monkeys  were  not 
lethal  Intravenous  LD50  values  in  the  rat  and  mouse  were  301  mg/kg  and  232 
mg/kg  respectively  PV  2091  AMP  (041288) 

Axid*  (nizatidine.  Lilly) 
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Indianapolis,  Indiana 
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compared  to  concurrent  controls,  and  evidence  of  mild  liver  injury 
elevations)  The  occurrence  of  a marginal  finding  at  high  dose  only  in  animals 
given  an  excessive,  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to  360  mg/kg/ 
day,  about  60  times  the  human  dose),  and  a negative  mutagenicity  battery  is  not 
considered  evidence  of  a carcinogenic  potential  for  Axid 
Axid  was  nof  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis, 
sister  chromatid  exchange,  and  the  mouse  lymphoma  assay. 

In  a two-generation,  perinatal  and  postnatal,  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 
Pregnancy -Teratogenic  Effects— Pregnancy  Category  C— Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose,  and  in  Dutch  Belted 
rabbits  at  doses  up  to  55  times  (he  human  dose,  revealed  no  evidence  of  impaired 
fertility  or  teratogenic  effect;  but,  at  a dose  equivalent  to  300  times  the  human 
dose,  treated  rabbits  had  abortions,  decreased  number  of  live  fetuses,  and 
depressed  fetal  weights  On  intravenous  administration  to  pregnant  New  Zealand 
White  rabbits,  nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctation 
of  the  aortic  arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and 
enlarged  heart  in  one  fetus.  There  are,  however,  no  adequate  and  well-controlled 
studies  in  pregnant  women  It  is  also  not  known  whether  nizatidine  can  cause 
fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction 
capacity.  Nizatidine  should  be  used  during  pregnancy  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers  — Nizatidine  is  secreted  and  concentrated  in  the  milk  of 
lactating  rats  Pups  reared  by  treated  lactating  rats  had  depressed  growth  rates 
Although  no  studies  have  been  conducted  in  lactating  women,  nizatidine  is 
assumed  to  be  secreted  in  human  milk,  and  caution  should  be  exercised  when 
nizatidine  is  administered  to  nursing  mothers 
Pediatric  i/se— Safety  and  effectiveness  in  children  have  not  been  established. 
Use  in  Elderly  Patients— U\cer  healing  rates  in  elderly  patients  are  similar  to 
those  in  younger  age  groups.  The  incidence  rates  of  adverse  events  and 
laboratory  test  abnormalities  are  also  similar  to  those  seen  in  other  age  groups. 
Age  alone  may  not  be  an  important  factor  In  the  disposition  of  nizatidine.  Elderly 
patients  may  have  reduced  renal  function 


Adverse  Reactions:  Clinical  trials  of  nizatidine  included  almost  5.000  patients 
given  nizatidine  in  studies  of  varying  durations  Domestic  placebo-controlled 
trials  included  over  1.900  patients  given  nizatidine  and  over  1.300  given  placebo 
Among  the  more  common  adverse  events  in  the  domestic  placebo-controlled 
trials,  sweating  (1%  vs  0.2%).  urticaria  (0.5%  vs  <0  01%).  and  somnolence 
(2  4%  vs  1 3%)  were  significantly  more  common  in  the  nizatidine  group  A 
variety  of  less  common  events  was  also  reported,  it  was  not  possible  to 
Axid*  (nizatidine,  Lilly) 


lanes 


• Denotes  PMS  membership  at  time  of  death. 

S.  Stanley  Barr,  Wyncote;  Hahnemann  Uni- 
versity School  of  Medicine,  1933;  age  82,  died 
February  18,  1988.  Dr.  Barr  was  an  obstetri- 
cian and  gynecologist.  • 

Edward  W.  Bixby  Jr.,  Drexel  HiU;  University 
of  Pennsylvania  School  of  Medicine,  1943; 
age  70,  died  March  10,  1988.  Dr.  Bixby  spe- 
ciedized  in  internal  medicine.  • 

Hugh  M.  Crumay,  Camp  HiU;  Harvard  Medi- 
ceU  School,  1933;  age  80,  died  February  27, 
1988.  Dr.  Crumay  was  a dermatologist.  • 

Loretta  M.  DeLaites,  Boca  Raton,  FL; 
Hahnemann  University  School  of  Medicine, 
1948;  age  70,  died  March  31,  1988.  Dr.  De- 
Laites was  a pediatrician.  • 

Woodrow  S.  Dellinger,  Red  Lion;  Jefferson 
Medical  College,  1937;  age  75,  died  Metfch  21, 
1988.  Dr.  Dellinger  was  a genertd  practi- 
tioner. • 

George  A.  Dobosh  Jr.,  Bethlehem;  Univer- 
sity of  Pennsylvania  School  of  Medicine, 
1929;  age  84,  died  March  9,  1988.  Dr.  Dobosh 
specialized  in  cardiology  and  arthritis.  • 

William  L.  Hauk,  Oakmont;  University  of 


Pittsburgh  School  of  Medicine,  1937;  age  75, 
died  February  13,  1988.  Dr.  Hauk  was  an 
ophthcJmologist.  • 

David  N.  Ingram,  Houston;  University  of 
Maryland  School  of  Medicine,  1922;  age  89, 
died  March  25,  1988.  Dr.  Ingreun  was  a sur- 
geon. • 

Richard  E.  Jones,  Beaver;  Ohio  State  Univer- 
sity College  of  Medicine,  1950;  age  66,  died 
March  24,  1988.  Dr.  Jones  was  an  anesthesi- 
ologist. • 

Alfred  J.  Land,  Minersville;  Hahnemann 
University  School  of  Medicine,  1938;  age  77, 
died  AprU  13,  1988.  Dr.  Land  was  a general 
practitioner.  • 

Ralph  Lyons,  Cressona;  Jefferson  Medical 
CoUege,  1932;  age  82,  died  March  26,  1988. 
Dr.  Lyons  was  a general  practitioner.  • 

Edward  M.  McNicholas,  Blue  BeU;  Jefferson 
Medical  College,  1942;  age  72,  died  March  4, 
1988.  Dr.  McNicholas  specialized  in  occupa- 
tional medicine.  • 

Robert  E.  Moylan,  Scranton;  Georgetown 
University  School  of  Medicine,  1935;  age  84, 


died  February  28,  1988.  Dr.  Moylan  was  a 
general  practitioner.  • 

Pum  Koo  Park,  New  York,  NY;  University  of 
Pennsylvania  School  of  Medicine,  1926;  age 
89,  died  January  31,  1988.  Dr.  Park  was  a 
general  surgeon.  • 

William  Baczkowski,  McDonald;  University 
of  Pittsburgh  School  of  Medicine,  1933;  age 
79,  died  February  28,  1988.  Dr.  Baczkowski 
was  an  edlergist. 

George  Fazekas,  Erie;  University  of  Debre- 
cen in  Hungary,  1935;  age  78,  died  March  11, 
1988.  Dr.  Fazekas  was  a pathologist. 

Gilbert  C.  Hartman,  Erie;  Baldwin  Wallace 
College;  age  76,  died  March  20,  1988.  Dr. 
Hartman  was  an  osteopathic  pathologist. 

Charles  A.  Hauber,  St.  Mary’s;  University  of 
Pittsburgh  School  of  Medicine,  1942;  age  71, 
died  FebruEU-y  29,  1988.  Dr.  Hauber  speciEil- 
ized  in  geriatrics. 

Russell  M.  Johnston,  Sehnsgrove;  Univer- 
sity of  Pennsylvania  School  of  Medicine, 
1941;  age  74,  died  March  22,  1988.  Dr.  John- 
ston was  Em  ophthalmologist. 
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Radon:  what  should  physicians  know? 


David  R.  Brill,  MD 
J.  Ward  Donovan,  MD 
John  P.  Maher,  MD,  MPH 


George  D.  Lumb,  MD 
David  L.  Hawk,  MD,  MPH 
Theodore  L.  Yarboro,  MD 


Kenneth  D.  Rogers,  MD 
Richard  B.  Birrer,  MD,  MPH 


Unusually  high  levels  of  radon  gas  detected  in  the  Read- 
ing  area  have  caused  many  people  to  ask  about  radon 
exposure.  This  report,  prepared  in  large  part  by  the  PMS 
Commission  on  Public  Health  and  Toxic  Substances,  ex- 
plains what  radon  is,  how  it  affects  people,  how  to  detect 
and  abate  radon  exposure,  and  why  you  should  under- 
stand the  issue. 


Background 

Shortly  before  Christmas  1984,  radia- 
tion health  officers  at  the  Limerick 
Power  Plant  in  Montgomery  County, 
Pennsylvania,  became  alarmed  at  the 
presence  of  significant  levels  of  radioac- 
tivity in  the  hair  of  one  of  their  con- 
struction engineers.  This  was  especially 
puzzHng  because  the  radioactive  fuel 
had  not  yet  been  delivered  to  the  plant. 
The  discovery  was  made  during  envi- 
ronmental testing  prior  to  fuel  loading. 
Investigations  finally  led  to  the  base- 
ment of  the  man’s  home  in 
Coalbrookdale  Township,  Berks  County, 
where  levels  of  radon  gas  were  detected 
higher  than  ever  measured  before,  in 
any  dwelling. 

The  Pennsylvania  Department  of  En- 
vironmental Resources  (PA-DER)  was 
contacted  immediately.  They  investi- 
gated, confirmed  the  findings,  and  be- 
gan an  immediate  search  for  other 
homes  in  the  vicinity  similarly  affected. 
During  the  next  two  years,  more  than 
18,000  dwellings  were  screened.  Nearly 


Dr.  Brill  is  the  chairman  of  the  PMS  Commis- 
sion on  Public  Health.  He  practices  nuclear 
medicine  at  Geisinger  Medical  Center,  Dan- 
ville. Drs.  Donovan,  Maher,  Lumb,  Hawk, 
Yarboro,  and  Rogers  are  members  of  the  PMS 
Commission  on  Public  Health.  Dr.  Birrer  is  a 
family  practitioner  at  Geisinger.  All  inquiries 
should  be  directed  to:  David  R.  Brill,  MD, 
Chief,  Section  of  Nuclear  Medicine,  Geisinger 
Medical  Center,  Danville,  PA  17822 


60  percent  exceeded  the  0.02  working 
level  (WL)  guideline,  but  curiously, 
some  were  almost  radon  free.* 

As  the  distribution  of  the  problem 
was  studied,  the  etiology  became  appar- 
ent as  well.  The  pattern  conformed 
closely  to  a geologic  formation  of  black 
shale  called  the  Reading  Prong,  a 10 
mile  wide,  35  mile  long  structure 
stretching  from  southeast  of  Reading 
through  parts  of  Berks,  Bucks,  Lehigh, 
and  Northampton  counties  (Figure  1). 
Black  shale  is  rich  in  uranium  and  ra- 
dium, the  precursors  of  radon,  and  was 
obviously  the  source  of  the  problem. 

Within  weeks  the  story  spread,  and 
radon  became  a part  of  the  language 
^md  everyday  experience  in  Pennsylva- 


nia. Because  httle  was  known  about  the 
distribution  and  effects  of  environmen- 
tal radon,  considerable  confusion  en- 
sued. The  present  article  seeks  to  place 
the  radon  issue  in  its  proper  scientific 
and  health  care  context. 

Radon 

Radon  222  is  a noble  gas,  similar  in 
many  respects  to  neon,  argon,  and 
krypton.  It  is  odorless,  tasteless,  and 
detectable  only  because  of  its  radioac- 
tivity. It  is  part  of  the  decay  scheme  of 
naturally  occurring  Uramum  238.  Its 
immediate  parent  is  Radium  226.  Ura- 
nium and  radium  are  present  to  an  ex- 
tent in  aU  rock  and  soils,  but  are  espe- 
cially abundant  in  certain  formations 
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such  as  black  shale  (as  in  the  Reading 
Prong),  phosphates,  and  granite.^  As  ra- 
dium decays,  radon  is  formed.  Radon  is 
gaseous  and  chemically  inert,  so  it  can 
move  through  the  ground.  Its  availabil- 
ity to  the  atmosphere  is  proportional  to 
the  degree  of  fracturing  of  bedrock  (the 
surface  available  for  exhalation)  and  the 
porosity  of  soil. 

Radon  can  be  impeded  by  physical 
barriers  such  as  sohd  walls.  Its  abihty 
to  penetrate  homes  depends  on  many 
factors.  Gaps  in  a home’s  foundation 
are  probably  the  most  important  path- 
way. Below  grade  cracks,  conduits,  and 
unfinished  basement  floors  present 
ready  portals  for  penetration  of  the  gas. 
Radon  can  be  drawn  into  any  relative 
vacuum.  Barometric  lows  can  increase 
the  amount  of  radon  exhaled  from  soil, 
and  lower  interior  pressures  of  homes 
caused  by  interior  heating,  wind,  and 
exhaust  fans  can  accelerate  radon  entry. 
To  a lesser  extent,  radon  can  be  gener- 
ated from  trace  precursors  in  building 
materials  (i.e.,  cinder  block,  stone, 
brick)  and  also  may  be  present  in  very 
large  concentrations  in  well  water.^  ^ ^ 

Further,  studies  show  that  “radon 
tends  to  leave  water  on  contact  with  air, 
especially  if  the  water  is  heated  or  agi- 
tated. Given  a sufficient  radon  concen- 
tration and  typical  American  indoor 
water-use  patterns,  water  can  be  an  im- 
portant source  of  indoor  radon.’’® 

By  itself.  Radon  222  is  not  particu- 
lEirly  hazardous.  Although  it  is  an  alpha 
emitter,  its  physical  half-hfe  is  only  3.8 
days.  While  it  is  quite  mobile  because  of 
its  nonreactivity,  this  s^mle  property  en- 
sures httle  tissue  deposition.  The  real 
pubhc  health  problem  is  with  its  daugh- 


ters, specifically  Polonium  218  and  Po- 
lonium 214  (Figure  2).  These  are  ex- 
tremely reactive  species  that  also  decay 
by  alpha  emission  and  that  have  very 
short  half-lives  of  3.05  minutes  and 
0.164  milliseconds  respectively.  They 
can  adhere  to  bronchial  mucosa  and  can 
deliver  large  radiation  doses  to  that 
very  sensitive  tissue.  Because  direct 
deposition  and  local  irradiation  are  the 
major  source  of  exposure,  radon  is  not  a 
serious  problem  in  pregnancy  or  in 
other  body  systems.  Alpha  particles  are 
highly  ionizing  but  have  poor  penetrat- 
ing power.  They  are  hazardous  only 
when  present  internally.  Radiation 
doses  are  in  direct  proportion  to  the 
amounts  of  radioactivity  deposited,  so 
some  terms  must  be  defined. 


By  itself,  Radon  222  is 
not  particularly 
hazardous.  . . . The  real 
public  health  problem  is 
with  its  daughters, 
specifically  Polonium  218 
and  Polonium  214. 


Radon  gas  concentration  is  measured 
in  picoCuries  per  hter  (pCi/L).  A picoCu- 
rie  represents  about  two  radioactive  de- 
cays per  minute.  Radon  daughters  are 
measured  in  working  levels  (WL).  One 
WL  corresponds  to  200  pCi/L.  Because 
the  mere  presence  of  radon  daughters  is 
not  hazardous,  one  must  consider  accu- 
mulated exposure,  generally  measured 
in  working  level  months  (WLM),  de- 
fined as  the  continuous  exposure  to  one 
working  level  for  170  hours  (based  upon 


a 40-hour  workweek).  One  WLM  is 
roughly  equivalent  to  14  rem.®  A stan- 
dard chest  radiograph,  by  contrast,  de- 
livers about  0.02  rem.  Finally,  the  rate 
of  exposure  may  be  expressed  as  work- 
ing level  months  per  year  (WLM/y).’ 

Nationwide,  the  average  content  of 
radon  in  homes  is  about  1.5  pCi/L  with 
about  21  percent  exceeding  4 pCi/L  and 
about  1 to  3 percent  exceeding  8 pCi/L. 
Prehminary  data  suggest  that  Pennsyl- 
vania homes  may  be  at  a shghtly  higher 
risk. 

The  actual  hazard  to  home  owners  of 
a given  level  of  radon  is  not  known.  Al- 
though epidemiologic  studies  are 
planned,  there  are  no  reliable  data  re- 
lated to  environmental  exposure  to  this 
agent.  AU  risk  estimates  are  either  ex- 
trapolated or  derived  from  other  popu- 
lations, especially  studies  of  miners  in 
Europe  emd  North  America.^  Some  ^mi- 
mal  studies  have  also  been  performed. 

Immediate  and  obvious  problems  oc- 
cur with  the  extrapolation  of  mining 
and  animal  data  to  the  general  popula- 
tion. With  animals,  interspecies  differ- 
ences may  influence  results.  Further- 
more, most  of  the  experiments  involve 
the  use  of  much  leirger  radiation  doses 
and  dose  rates  than  are  found  in  the  en- 
vironment.’ 

Epidemiology 

With  miners,  epidemiologic  studies 
are  retrospective  and  thus  rather  poorly 
controlled.  Radon  exposures  in  mines 
tend  to  be  significantly  greater  than 
found  in  the  environment  and  impor- 
tant cofactors,  such  as  dust,  organic 
fumes,  and  much  higher  rates  of  to- 
bacco use  than  in  the  general  popula- 
tion, are  present.  Flawed  as  these  data 
cire,  they  still  represent  the  best  we  cur- 
rently have.  The  National  Council  on 
Radiation  Protection  and  Measurement 
(NCRP)  quotes  a hfetime  risk  rate  of 
one  additional  fatal  lung  cancer  per 
10,000  persons  for  every  WLM  (range 
0.15-4.5).’ 

The  U.S.  Environmental  Protection 
Agency  (EPA),  assuming  an  average 
ambient  level  of  radon  in  homes  of  1.5 
pCi/L,  estimates  that  between  5,000 
and  20,000  of  the  spontaneous  fatal 
lung  cancers  occurring  annually  in  the 
U.S.  are  radon-induced.®  The  NCRP  es- 
timates that  one-fifth  of  such  tumors 
are  radiogenic.’  Compared  to  other 
risks,  exposure  to  4 pCi/L  for  70  years 
presents  the  same  chance  of  premature 
fatahty  as  about  five  cigarettes  per  day 
or  200  chest  radiographs  per  year.® 

Tobacco  smoke,  of  course,  remains 
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Figure  2.  Simplified  decay  scheme  of  Radon  222 
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the  most  serious  etiologic  agent  for 
lung  cancer.  The  interplay  between  to- 
bacco smoke  and  radon  is  not  clearly 
understood,  but  the  consensus  among 
reports  in  the  literature  is  that  the  two 
factors  are  at  least  additive.^  Ironically, 
tobacco  concentrates  a medium-lived 
radon  daughter.  Polonium  210,  to  levels 
three  times  background.  This  is  an  addi- 
tional source  of  lung  radiation.® 

Based  on  the  foregoing,  several  agen- 
cies have  issued  recommendations.  The 
EPA  recommends  that  ambient  levels 
of  radon  be  maintained  below  4 pCi/L.® 
They  assume  constant  levels  of  expo- 
sure and  an  occupancy  of  75  percent  for 
70  years.  About  21  percent  of  the  na- 
tion’s homes  appear  to  have  levels 
greater  than  this.  Aside  from  the  valid- 
ity of  some  of  their  assumptions,  a 
problem  with  this  number  is  that  it  is 
often  taken  as  a regulation  rather  than 
a recommendation.  The  NCRP  recom- 
mends levels  be  maintained  below  8 
pCi/L.’  Canada  and  Sweden’s  recom- 
mended maximum  is  20  pCi/L.® 

Detection  and  abatement 
Numerous  means  exist  both  for  the 
detection  and  abatement  of  radon.  Re- 
garding detection,  the  two  most  com- 
monly employed  methods  are  the  alpha 
track  detector  and  the  activated  char- 
coal cannister.®  ® In  the  former,  a plastic 
disc  is  exposed  to  the  atmosphere  for  a 
period  of  one  to  three  months.  The  al- 
pha particles  of  radon  cause  submicro- 
scopic  damage  in  the  form  of  tiny 
tracks.  These  tracks  become  microscop- 
ically visible  when  treated  with  acid. 
They  can  then  be  counted,  and  the  dam- 
age related  to  levels  of  radon.  Activated 
charcoal  can  also  trap  radon.  As  radon 
decays  into  its  daughters,  the  daughter 
products  accumulate.  They  are  then  de- 
tectable by  external  counting.  It  is  also 
possible  to  measure  directly  either  ra- 
don or  daughter  products  by  means  of  a 
“grab  sample,’’  a very  rapid  means  of 
measurement. 

All  methods  are  extremely  precise. 
However,  two  problems  exist.  First, 
there  are  considerable  seasonal  and  di- 
urnal variations  in  radon  levels.  Each 
means  of  measurement  can  detect  only 
what  was  present  during  the  time  of 
sampling.  Second,  levels  vary  consider- 
ably, depending  on  the  location  in  the 
home  where  measurements  are  carried 
out.  Typically,  below  grade  locations 
tend  to  be  highest.  A high  reading  in  a 


basement  may  not  necessarily  correlate 
with  a high  level  elsewhere,  and  an  un- 
alarming  level  in  the  basement  does  not 
totally  exclude  high  readings  in  laundry 
rooms,  bathrooms,  or  kitchens,  where 
radon  could  be  exhaled  from  well  water. 

Abatement  follows  three  strategies— 
prevention  of  entry,  diversion,  and  re- 
moval of  the  source.®  The  last  is  rarely 
practical,  because  it  would  involve  re- 
placing soil  around  and  under  a home. 
Radon  ingress  can  often  be  ameliorated 
to  a significant  extent  simply  by  seahng 
below  grade  gaps  in  the  foundation. 
Capping  sump  drains,  repairing  cracks, 
finishing  dirt  floors,  and  sealing  con- 
duits may  help  to  retard  radon  entry 
significantly.  However,  it  is  almost  im- 
possible to  eliminate  radon  by  such 
methods  because  even  the  most  micro- 
scopic cracks  will  readily  admit  the  gas. 
Keeping  a home  at  a slightly  positive  in- 
terior pressure  will  often  reverse  the 
natural  gradient  and  dramatically  lower 
levels.  This  can  be  done  by  a window 
fan  blowing  outside  air  into  the  base- 
ment. 

Diversion  of  the  gas  can  be  accom- 
plished by  venting  the  foundation  or 
the  basement.  Paradoxically,  using  ex- 
haust fans  in  a basement  has  some- 
times increased  radon  levels  because 
the  lowered  interior  pressure  draws  ra- 
don through  the  foundation.  Many 
means  exist  for  increasing  air  exchange 
while  stiU  conserving  energy  and  main- 
taining a positive  interior  pressure. 

One  should  realize  that,  just  as  no 
two  homes  are  alike,  radon  abatement 
strategies  may  differ  for  different  situa- 
tions. One  must  always  retest  to  see 
whether  the  program  worked. 

The  PA-DER  emd  the  U.S.  EPA  main- 
tain lists  of  reputable  testing  and  reme- 
diation services.  For  information,  call  or 
write: 

Pennsylvania  Department  of 
Environmental  Resources 
Bureau  of  Radiation  Protection 
P.O.  Box  2063 
Harrisburg,  PA  17120 
1-800-23-RADON 

U.S.  Environmental  Protection  Agency 
841  Chestnut  Street 
Philadelphia,  PA  19107 
215-597-4048 

Implications  for  physicians 
Radon  is  an  issue  for  physicians  for 
four  reasons.  First,  patients  may  ask 
questions.  A lot  of  attention  has  been 
paid  to  the  topic,  and  people  expect  an- 


swers from  their  doctors.  Second,  radon 
may  represent  a personal  health  threat 
to  physicians  and  their  families.  Given 
that  detection  and  remediation  are  of- 
ten very  simple  and  relatively  inexpen- 
sive to  perform,  doctors  almost  owe  it 
to  themselves  and  their  loved  ones  to 
take  this  step.  Thirdly,  radon  is  becom- 
ing a legEil/economic  issue.  The  real  es- 
tate community  is  in  turmoil  because  of 
the  potential  liability  involved  in  selling 
a home  in  which  they  knew  or  should 
have  known  that  radon  levels  were  un- 
acceptably high.  Many  are  refusing  to 
list  homes  unless  they  have  been  tested. 
Finally,  and  most  importantly,  radon  is 
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are  at  least  additive. 


a public  health  problem.  Millions  of  dol- 
lars are  spent  on  smoke  cessation  and 
automobile  safety  programs.  As  a na- 
tion, we  win  spend  about  $5  billion  per 
life  saved  on  cont^uning  our  low  level  ra- 
dioactive waste.  Radon  detection  and 
abatement  could  cost  as  little  as 
$23,000  per  life  saved.'®  This  is  a bar- 
gain for  what  former  Secretary  of  PA- 
DER,  Nicholas  J.  DeBenedictis,  called 
“the  second  greatest  environmental 
hazard  after  tobacco.’’*  □ 
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medical  feature 


Intracranial  lesions  and  metastatic  tumors 


Samuel  W.  Berkheiser,  MD 

A Ithough  there  are  numerous  stud- 
ies  of  metastatic  tumors  of  the 
brain,  there  are  relatively  few  compara- 
tive studies  with  respect  to  primary  in- 
tracranial lesions.'-^-® 

It  seemed  appropriate  that  a review 
of  craniotomies  done  from  1974  to  1986 
inclusive  in  an  average  teaching  com- 
munity hospital  might  provide  signifi- 
cant information  concerning  frequency 
and  the  type  of  lesion  encountered. 

Methods 

The  pathologic  material  from  aU  the 
craniotomies  performed  by  the  neuro- 
surgical service  of  this  hospital  from 
1974  to  1986  were  reviewed.  Cases  with 
inadequate  or  insufficient  material  for 
rehable  histologic  classification  were  ex- 
cluded. 

Adequate  material  was  available  on 
158  patients  who  underwent  open  crani- 
otomies during  this  period. 

Results 

The  t3q>e  emd  incidence  of  the  various 
mtracrani^ll  lesions  are  shown  in  Table 
I.  Eighty-four  patients  were  men 
(53.2%),  and  74  were  women  (46.8%). 

The  majority  (74%)  of  the  mahgnant 
ghomas  were  Grade  III  or  Grade  IV  as- 
trocytomas (ghoblastoma  multiforme). 
The  rem^under  were  Grade  I or  Grade  II 
astrocytomas. 

The  age  range  in  the  latter  group  was 
6 to  55  years,  with  an  average  age  of  31. 
In  contrast,  the  age  range  of  the  Grade 
III  to  Grade  IV  ghomas  was  6 1/2  to  83 
years,  with  an  average  age  of  51.  In  the 
mahgnant  ghoma  group  there  were  35 
men  (57.4%)  and  26  women TT2.6%). 

In  the  meningioma  series  there  were 
17  women  (68%)  and  8 men  (32%).  The 
ages  of  patients  in  this  group  ranged 
from  31  to  75  years,  with  an  average  of 
58. 

Patients  with  metastatic  lesions  had 
an  age  range  from  27  to  86  years,  with 
an  average  of  62.  An  equal  number  of 
men  and  women  had  these  lesions,  16 
men  and  16  women. 

Of  the  patients  with  acoustic  neuro- 
mas 6 were  men  (60%),  and  4 were 
women  (40%).  The  ages  ranged  from  19 
to  71  years,  with  an  average  of  45. 

Five  women  (62.5%)  and  3 men 


(37.5%)  had  pituitary  adenomas.  Their 
ages  ranged  from  34  to  70  years,  with 
an  average  of  47. 

Patients  with  benign  inclusion  cysts 
and  coUoid  cysts  of  the  third  ventricle 
were  much  younger.  Their  ages  ranged 
from  7 to  41  years,  with  an  average  of 
16. 

Patients  with  meduUoblastomas  and 
neuroblastomas  were  also  younger, 
their  ages  ranging  from  2 1/2  to  13 
years,  with  an  average  of  9. 

The  3 patients  with  oligodendrog- 
homas  had  an  average  age  of  52  years. 
Their  ages  ranged  from  50  to  53  years. 

The  average  age  of  the  patients  with 


Table  I 

Summary  of  158  Craniotomies 
1974-1986 


Lesion 

No.  Cases 

Percent 

Astrocytomas, 

Glioblastomas 

61 

38.6 

Metastatic  Carcinoma 

32 

20.3 

Meningioma 

25 

15.8 

Acoustic  Neuroma 

10 

6.3 

Pituitary  Adenomata 
Inclusion  Cysts  and 

8 

5.2 

Cyst — Third  Ventricle 

7 

4.4 

Medulloblastoma 

3 

1.9 

Oligodendroglioma 

3 

1.9 

Abscess 

3 

1.9 

A-V  Malformation 

3 

1.9 

Neuroblastoma 

1 

0.6 

Lymphoma 

1 

0.6 

Ependymoma 

1 

0.6 

Total 

158 

100 

Table  II 

Source  of  Metastatic  Intracranial  Tumors 


Primary  Source 

No.  Cases 

Percent 

Lung 

14 

43.8 

Melanoma 

6 

18.7 

Gl  tract  (colon) 

6 

18.7 

Breast 

3 

9.4 

Renal 

2 

6.3 

Bladder 

1 

3.1 

Total 

32 

100 

Dr.  Berkheiser  is  an  associate  pathologist  at 
Polyclinic  Medical  Center,  Harrisburg. 


intracerebral  abscesses  and  those  with 
A-V  malformations  was  38  years. 

The  primary  site  of  the  32  cases  of 
metastatic  tumors  of  the  brain  is  shown 
in  Table  II. 

The  one  case  of  primary  lymphoma  of 
the  brain  occurred  in  a 62-year-old  man. 

Survived  information  follows.  Such 
data  was  not  available  for  16  patients  in 
the  series  overall. 

With  respect  to  the  ghoma  group,  pa- 
tients with  Grade  I or  Grade  II  astrocy- 
tomas have  survived  from  1 to  10  years, 
with  an  average  of  4 years.  In  patients 
with  Grade  III  to  Grade  IV  lesions,  sur- 
vived ranged  from  1 to  6 years,  with  an 
average  of  3 years.  One  patient  with 
metastatic  carcinoma  of  the  brain  was 
known  to  have  survived  1 year  follov/- 
ing  surgery.  Patients  with  oligoden- 
droghomas  averaged  5 years  following 
surgery,  and  those  with  meduUoblasto- 
mas averaged  3 years.  The  one  patient 
with  large  ceU  lymphoma  was  ahve  2 
years  foUowing  surgery. 

This  study  shows  that  patients  with 
mahgnant  ghomas  survive  considera- 
bly longer  than  those  with  metastatic 
tumors  of  the  br2un.  The  length  of  sur- 
vival in  patients  with  Grade  I to  Grade 
II  ghomas  ranged  from  5 days  to  6 
years,  with  an  average  of  2.5  years. 
Those  with  Grade  III  to  Grade  IV  le- 
sions survived  from  3 days  to  2 ye2irs, 
surviving  an.  average  of  only  6 months. 
In  patients  with  metastatic  brain  tu- 
mors, the  survival  range  was  from  2 
days  to  3 years,  with  an  average  of  only 
5 months.  The  interval  between  diagno- 
sis and  subsequent  expiration  of  those 
with  intracranial  metastatic  melanoma 
was  even  more  brief,  varying  from  1 
week  to  8 months,  but  averaging  only  a 
httle  more  than  2 months.  The  one  pa- 
tient with  ependymmma  survived  just  3 
months  foUowing  surgery.  A 2 1/2-year- 
old  boy  with  cerebral  neuroblastoma 
hved  just  11  months  after  craniotomy. 

Note  also  the  time  between  the  diag- 
nosis of  the  original  primary  tumor  and 
the  development  of  the  intracerebral 
metastasis.  In  patients  with  primary 
colon  or  other  gastrointestinal  tract 
cancer  this  interval  ranged  from  2 
months  to  4 years,  with  an  average  of  1 
1/2  years.  In  patients  with  primary 
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breast  cancer  the  range  was  9 months 
to  5 years,  with  an  average  of  2 years,  5 
months.  For  those  with  primary  lung 
cancer  this  interval  ranged  from  2 
weeks  to  1 year,  with  an  average  of  only 
4 months.  In  the  83-year-old  man  with  a 
primary  invasive  bladder  carcinoma, 
the  intracerebral  lesion  occurred  2 years 
following  the  bladder  carcinoma  diagno- 
sis. 

The  incidence  or  number  of  cases 
found  of  prior  associated  diseases  was 
suprisingly  low  in  this  series.  It  was 
noted  in  just  4 patients  (2.5%).  A 73- 
year-old  woman  with  a glioblastoma 
multiforme  had  parathyroid  hyperpla- 
sia diagnosed  10  years  previously.  A 70- 
ye^lr-old  man  with  cerebral  metastasis 
from  gastrointestinal  cancer,  2 months 
previously  had  a bone  marrow  examina- 
tion that  disclosed  a plasma  cell  dyscra- 
sia.  A 26-year-old  man  with  a Grade  I 
astrocytoma  had  neurofibromatosis  di- 
agnosed 17  years  previously.  A 44-year- 
old  man  with  metastatic  colon  cancer 
had  a seminoma  of  the  testis  removed 
21  years  previously. 

Comment 

In  the  present  study  malignant  astro- 
cytomas were  the  most  frequent  intra- 
cerebral lesion  in  158  craniotomy  proce- 
dures. Metastatic  tumors  were  next 
most  frequent  (20.3%),  followed  by 


meningiomas  (15.8%). 

A review  of  the  literature  shows  some 
variation  in  the  incidence  and  type  of 
primary  lesion  that  produces  cerebral 
metastases.  This  incidence  seems  to 
vary  considerably  with  geographic  loca- 
tion and  institution  where  the  peirticu- 
lar  study  is  conducted.  In  an  extensive 
review  of  120  cases  of  cerebral  metas- 
tases, Chevalier  and  others  found  lung 
to  be  the  most  frequent  source  (45%) 
followed  by  gastrointestinal  tract 
(19%);  breast  comprised  less  than  5 per- 
cent (Source:  France,  USA).'  A similar 
study  by  Kishi  and  workers  (Source:  To- 
kyo) found  lung  as  the  most  common 
site  (58.4%),  followed  by  breast  (11.9%), 
gastrointestinal  tract  (6.9%),  and 
uterus  (5%).  Zimm  and  others  also 
found  lung  to  be  the  most  common  pri- 
mary site,  occurring  in  64  percent  of  the 
cases  (Source:  Richmond,  VA).  Primary 
breast  lesions  were  next  most  frequent 
(14%).  Metastases  from  melanoma  and 
colorectal  tumors  comprised  4 and  3 
percent  respectively. 

The  present  study  confirms  earlier 
studies  that  show  lung  to  be  the  most 
frequent  origin  of  intracranial  meta- 
static tumors.  With  respect  to  histo- 
logic type,  undifferentiated  carcinoma 
or  poorly  differentiated  adenocarcino- 
mas were  noted  in  about  69  percent  of 
the  cases,  and  squamous  Ccircinoma  in 


about  31  percent.  Surprisingly,  no  in- 
stances of  small  cell  undifferentiated 
carcinoma  (oat  cell  carcinoma)  were 
found  in  this  series.  Previous  autopsy 
studies  have  shown  that  primary  small 
cell  lung  tumors  comprised  from  28  to 
65  percent  of  intracranial  metastatic  le- 
sions.This  variation  may  be  the 
result  of  comparing  autopsy  material 
with  open  craniotomies  on  living  pa- 
tients, which  is  substantiated  by  Rubin- 
stein, who  found  the  incidence  of  proven 
metastatic  intracranial  tumors  to  vary 
greatly  according  to  whether  the  fig- 
ures are  from  neurosurgical  sources  or 
from  autopsy  material.  Variations  from 
as  low  as  4.2  percent  to  as  high  as  37 
percent  have  been  reported,  depending 
on  the  source.  A variation  of  15  to  25 
percent  in  pathologic  material  is  usually 
found.’  In  a review  of  CNS  involvement 
with  malignant  melanomas,  Amer  and 
others  found  the  incidence  diagnosed 
clinically  to  be  46  percent;  at  autopsy 
the  incidence  was  75  percent. 

In  the  present  study  CNS  metastasis 
from  a primary  breast  cancer  was  the 
fourth  most  common  site  (9.4%).  In  a 
study  of  100  breast  cancer  patients, 
DiStefano  and  others  found  CNS  in- 
volvement in  10  percent  of  stage  IV 
breast  cancer  patients.® 

CNS  that  spread  from  gastrointesti- 
nal tract  tumors  had  the  same  incidence 
as  malignant  melanoma  in  the  present 
review  (18.7%).  Other  workers  have 
shown  an  incidence  varying  from  3.0  to 
4.8  percent.'"  The  incidence  of  CNS 
spread  from  primary  renal  tumors  was 
also  found  to  be  quite  similar  (ranging 
from  2.0  to  4.8%).'  " 

Isolated  metastasis  to  the  brain  from 
a primary  transitional  cell  c^lrcinoma  of 
the  urinary  bladder,  however,  would 
seem  to  be  rare.  Davis  and  coworkers 
report  the  incidence  to  be  less  them  1.0 
percent.'"  In  most  cases  evidence  of 
widely  disseminated  disease  was  also 
present. 

Surprisingly,  the  current  series  shows 
no  instances  of  CNS  involvement  from 
prostatic  cancers.  In  a report  of  189  pa- 
tients with  prostatic  cancer,  Castaldo 
and  coworkers  found  an  incidence  of  4.2 
percent  with  cerebrad  metastases." 

Moreover,  there  is  no  doubt  that  CNS 
spread  of  choriocarcinoma  and  carci- 
noma of  the  testis  may  be  frequent.'"'" 
The  absence  of  such  lesions  in  the 
present  study  is  most  likely  due  to 
other  treatment  rather  than  to  open  cra- 
niotomy. 

CNS  involvement  with  other  rare  le- 
sions, such  as  Hodgkin’s  disease,  and 
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osteogenic  sarcoma  also  has  been  re- 
ported.'“'*  With  respect  to  osteogenic 
sarcoma  Danziger  and  others  found 
CNS  spread  in  only  1.5  percent  of  the 
cases  in  a review  of  152  cases.'® 

Summary 

The  main  objective  of  this  study  was 
to  compare  the  incidence  and  type  of 
primary  intracranial  lesions  and  meta- 
static tumors  of  the  brain. 

Malignant  gliomas  comprised  33.6 
percent  of  158  open  craniotomies  per- 
formed at  our  hospital,  while  metastatic 
tumors  were  next  most  frequent,  occur- 
ring in  20.3  percent.  Primary  lesions  of 
the  lung  were  the  most  frequent  source 
of  metastatic  lesions,  observed  in  about 
44  percent;  melanomas  and  GI  tract  tu- 
mors, each  were  found  in  about  19  per- 
cent of  the  cases. 

Incidental  lesions,  including  meningi- 
omas, acoustic  neuromas,  and  more 
rare  lesions,  ranged  from  0.6  to  about 
16  percent  in  this  series.  □ 
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3705  Fifth  Ave.,  Pittsburgh  15213 

Mark  Lega,  MD.  Internal  Med.,  605  Shady  Ave.,  Ste.  2A, 
Pittsburgh  15206 

Robert  I,  Leventhal,  MD,  Gastroenterology,  3154  Shady  Ave 
Extension,  Pittsburgh  15217 

James  T.  Love.  MD,  Critical  Care  Med.,  12  Bower  Hill  Rd,, 
Pittsburgh  15228 

Richard  C Lussky,  MD.  Neonatal  Perinatal  Med,,  4550 
Markiting  Blvd.,  #304,  St.  Louis  Park  55416 

Trevor  A,  MacPherson,  MD,  Pathology,  Magee  Women’s 
Hosp  , Pittsburgh  15213 

David  S.  Miller,  MD,  Internal  Med.,  918  S.  Braddock  Ave  , 
Pittsburgh  15221 

Eric  S,  Miller,  MD,  Ob/Gyn,  Shadyside  Hosp.,  5230  Centre 
Ave.,  Pittsburgh  15232 

Daniel  J.  Nalin,  MD,  Internal  Med  , 615  Washington  Rd.,  Mt. 
Lebanon  15220 

Ann  M,  Negri.  MD,  Psychiatry,  2357  Orlando  PI  , Pittsburgh 
15235 

Jairo  R Nunez,  MD,  Psychiatry,  Woodville  State  Hosp,,  #4, 
Thoms  Run  Rd  , Carnegie  15106 

Steven  D.  O'Marro,  MD,  Internal  Med,,  724  Little  Pine  Creek 
Rd.,  Pittsburgh  15223 

Paul  M.  Paris,  MD,  Emergency  Med  . 190  Lothrop  St..  Ste. 
113,  Pittsburgh  15213 

Lewis  B Rappaporl,  MD,  Cardiovascular  Diseases.  604  Ca- 
lais Dr,  Pittsburgh  152&7 

Robert  E.  Rothfield,  MD,  Otolaryngology,  151  N.  Craig  St,. 
#8A,  Pittsburgh  15213 

Timothy  R Shaver,  MD,  Gen.  Surg,,  100  Denniston  St.,  #2, 
Pittsburgh  15206 


Rupinder  D,  Singh,  MD,  Infectious  Diseases,  St,  Francis 
Med  Ctr,  Infection  Control  Office,  Pittsburgh  15201 

Carl  H Snyderman,  MD,  Otolaryngology,  Eye  & Ear  Hosp  , 
230  Lothrop  St.,  Pittsburgh  15213 

Jose  A.  Suarez  Jr,  MD,  Internal  Med.,  1300  Virginia  Ave., 
#501,  McKeesport  15135 

Janet  H.  Tabas,  MD.  Diagnostic  Radiology.  5631  Phillips 
Ave.,  #12,  Pittsburgh  15217 

Kenneth  P.  Vonderporten,  MD,  Psychiatry,  405  Summit  Dr, 
Mt  Lebanon  15228 

David  O,  Wilson,  MD,  Internal  Med.,  532  South  Aiken  Ave., 
Pittsburgh  15232 

Charles  A.  Yetsconish,  MD,  Physical  Med, /Rehab  , RD  1, 
Box  525A,  Belle  Vernon  15012 

BLAIR  COUNTY 

Ramesh  K,  Agarwal,  MD,  Otolaryngology,  716  24th  St.,  Al- 
toona 16602 

Peter  J,  Mascetta,  DO,  Radiology,  Howard  Ave.  & Seventh 
St.,  Altoona  16603 

BUCKS  COUNTY 

Aruna  Chivukula,  MD,  Anesthesiology,  Front  & Lehigh  Sts., 
Philadelphia  19125 

CAMBRIA  COUNTY 

David  M.  Evans,  MD.  Internal  Med.,  229  Mifflin  St.,  John- 
stown 15905 

Gregory  D.  Mock,  MD,  Family  Practice,  Box  406,  Davidsville 
15928 

Robert  L Rundorff,  MD,  Psychiatry,  1086  Franklin  St.,  John- 
stown 15905 

William  E,  Smeal,  MD,  Cardiovascular  Diseases,  951  Perry 
Highway,  #315,  Pittsburgh  15237 

CHESTER  COUNTY 

Alice  C.  Androkites,  MD,  Dermatology,  Paoli  Mem,  Med. 
Bldg  , Ste  104,  Paoli  19301 
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BETTER  CARE  MEANS 
GOING  THAT  EXTRA  MILE. 


From  the  moment  patients  arrive 
at  The  Mid' Atlantic  Kidney 
Stone  Center,  we  want  them  to 
feel  comfortable  and  at  ease.  We 
begin  by  showing  them  a video- 
tape explaining  the  lithotripsy 
treatment  process,  followed  by  a 
tour  of  our  facility.  Along  the  way 
we  introduce  them  to  the  staff 
who  will  be  providing  their  care. 

We  then  make  every  effort  to 
answer  patient  questions  and 
address  their  concerns.  Even 
though  they  are  in  our  care  for 


just  a few  hours,  we  do  our  best  to 
make  the  experience  as  pleasant 
as  possible.  Patients  appreciate 
the  personalized  care  at  the  Mid- 
Atlantic  Kidney  Stone  Center. 

In  nearly  three  years  of  experi- 
ence as  a lithotripsy  service,  we 
have  treated  more  than  3000  kid- 
ney stone  patients  from  New 
Jersey,  Eastern  Pennsylvania, 
metropolitan  New  York  and  Del- 


THE  MID-ATLANTIC 
KIDNEY  STONE  CENTER 

A UTHOTRIPTER  SERVICE 
One  Brick  Road,  Suife  103 
Marlton,  NJ  08053 


aware.  We  believe  that  our  exper- 
tise makes  us  uniquely  qualified  to 
serve  you  and  your  patients. 

If  needed,  we  offer  compli- 
mentary transportation  and  hotel 
accommodations  for  patients 
traveling  to  the  Mid- Atlantic 
Kidney  Stone  Center.  To  find  out 
more  about  our  service,  or  how 
you  can  obtain  staff  privileges  at 
the  Mid- Atlantic  Kidney  Stone 
Center,  call  (609)  983-7337. 
Outside  of  New  Jersey,  call 
(800)  53-LITHO. 


Managed  by  MEDIO  Healthcare  Resources,  Inc. 


new  men*l>ers 


Ilya  M Averbuch,  MD,  Anesthesiology,  PO  Box  933,  Hun- 
tingdon Valley  1 9006 

Shawn  J.  Bird,  MD,  Neurology,  1202  Stoneham  Dr,  West 
Chester  19382 

Patrick  J Brennan,  MD,  Internal  Med  , 702  Main  St  , 
Phoenixville  19460 

Rex  G Carr,  MD,  Physical  Med./Rehab.,  125  Bartholomew 
Rd  , Berwyn  19312 

Mario  Deguchi,  MD,  Diagnostic  Radiology,  ill  Colfax  Rd., 
Havertown  19083 

Robert  O Satriale,  MD,  Pulmonary  Diseases,  William  Henry 
Apts  , Ivy  316,  Malvern  19355 

H William  Schaal,  MD,  Orthopedic  Surg,,  400  Main  St., 
Phoenixville  19460 

Ekrem  S Turan,  MD,  Ob/Gyn,  12  S.  Wayne  St.,  West  Ches- 
ter 19380 

Annette  M Viola,  MD,  Oncology,  5200  Hilltop  Dr,  K3, 
Brookhaven  19015 

DAUPHIN  COUNTY 

Lon  Dunn,  DO,  Anesthesiology,  332  Regent  Rd  , Harrisburg 
17112 

Diana  K Fugate,  MD,  Internal  Med.,  25  West  Main  St , Shire- 
manstown  1701 1 

Gaspere  C.  Geraci,  MD,  Family  Practice,  721  Alberta  Ave  , 
Mechanicsburg  17055 

John  J.  Inzerillo,  MD,  Internal  Med  , 301  Chestnut  St., 
#1510,  Harrisburg  17101 

George  T Zahorian  III,  DO,  Urological  Surg  , 845  Sir 
Thomas  Ct . Harrisburg  17109 

DELAWARE  COUNTY 

Robert  J Geller,  DO,  1012  Kingston  Dr,  Cherry  Hill,  NJ 
08034 

Lolhar  McMillian,  MD,  Family  Practice,  41-12  Revere  Rd  , 
Drexel  Hill  19026 

Curtis  T Miyamoto,  MD.  Oncology,  941  South  Ave  , L-30,  Se- 
cane  19018 

Morion  Rubin,  DO,  Family  Practice,  113  Whitemarsh  Rd  , 
Ardmore  19003 

Kenneth  M Weisman,  MD,  Urological  Surg  , 23  Chester 
Pike,  Ridley  Park  19078 


ERIE  COUNTY 

Charles  R Joy,  MD.  Child  Psychiatry,  4406  Sunnydale  Blvd  , 
Erie  1 6509 

Aung  Pwmt,  MD.  Anesthesiology,  St  Vincent  Health  Ctr., 
232  West  25th  St,.  Erie  16544 

FRANKLIN  COUNTY 

Eric  M Levin,  MD.  Psychiatry,  166  S Main  St..  Chambers- 
burg  17201 

JEFFERSON  COUNTY 

Patrick  F Shilala,  DO.  T L Box  397,  DuBois  15801 

LACKAWANNA  COUNTY 

Ralph  C.  DeMario  Jr..  MD,  Internal  Med  , 312  River  St  , Old 
Forge  18918 

Kenneth  W.  Gentilezza,  MD,  1308  Roberts  Way.  Voorhees. 
NJ  08043 

Stephen  E.  Pascucci,  MD,  Ophthalmology,  600  Carnation 
Dr.,  Clarks  Summit  18411 

John  Paulish,  DO,  Internal  Med  , 100  Dunore  St  . Throop 
18072 

LANCASTER  COUNTY 

Alex  Feinstein,  MD,  Diagnostic  Radiology,  555  N,  Duke  St  , 
Lancaster  17603 

Michael  S,  Flood,  MD,  Plastic  Surg  , 554  N Duke  St , Lan- 
caster 17602 

Andrew  Langsam,  MD,  Emergency  Med  , 17  Stella  Dr  , 
Hockessin,  DE  19707 

Philip  J Spinuzza,  DO,  Orthopedic  Surg  . 703  Lampeter 
Rd  , Lancaster  17602 

Walter  D.  Steinke,  DO,  Family  Practice,  S.  Jackson  at  Funk 
St.,  Strasburg  17579 

Seth  J.  Worley.  MD,  Cardiovascular  Diseases.  217  Harris- 
burg Ave.,  Ste.  200,  Lancaster  17603 

LUZERNE  COUNTY 

John  J Kryston  Jr,  DO,  Pathology,  1010  E Mountain  Dr  , 
Wilkes  Barre  18702 

Stephen  W Marcella.  MD,  Pediatrics,  14  Timothy  Rd  . Wyo- 
ming 18644 

Deborah  J Mistal,  DO.  Family  Practice.  RD  1,  Box  218C, 
Drums  18222 

Nareshkumar  R Shah,  MD,  Diagnostic  Radiology,  562  Wyo- 
ming Ave.,  Kingston  18704 


LYCOMING  COUNTY 

Elizabeth  L Goodenow,  MD,  Ob/Gyn,  7 S Main  St.,  Muncy 
17756 

MIFFLIN-JUNIATA  COUNTY 

Jeffrey  P York,  MD,  Urological  Surg.,  3rd  St.  & Highland 
Ave.,  Lewistown  17044 

MONROE  COUNTY 

Stephen  J.  Pacetti,  MD,  Pediatrics,  Rte  611,  Bartonsville 
Prof.  Bldg  , Bartonsville  18321 

MONTGOMERY  COUNTY 

Wayne  V Arnold,  DO.  Cardiovascular  Diseases,  7109  Valley 
Ave.,  Philadelphia  19128 

Gail  O Berman,  MD,  Cardiovascular  Diseases,  30  Chatham 
Rd  , Ardmore  19003 

Milton  E,  Coll,  MD.  Urological  Surg..  551  Dreshertown  Rd., 
Dresher  19025 

Estella  F.  Graeffe,  MD,  Radiology,  Montgomery  Hospital, 
Dept,  of  Radiotherapy,  Norristown  19401 
Joel  N.  Maslow,  MD,  Internal  Med,,  314  S.  2nd  St.,  Philadel- 
phia 19106 

MONTOUR  COUNTY 

Robert  A Friedman,  MD,  Gen.  Surg  , 103  Highlands,  Dan- 
ville 17821 

Timothy  P Gaul,  DO,  Family  Practice,  7 Bloom  St.,  #6,  Dan- 
ville 17821 

Dianne  J Leonard,  MD,  Gen.  Surg  , N.  Academy  Ave.,  Dan- 
ville 17822 

Mark  P Lutness,  MD,  Physical  Med./Rehab.,  Geisinger  Med 
Ctr  , PMR  Dept  , Danville  17822 
Peter  B Taylor,  MD,  Ophthalmology,  Geisinger  Med.  Ctr., 
Danville  17822 

NORTHAMPTON  COUNTY 

Ronald  W Adelman,  MD,  Radiology,  1101  Northampton  St , 
Easton  18042 

Christopher  N Chapman,  MD.  Nuclear  Med.,  21st  & Lehigh 
Sts.,  Easton  18042 

Chih-Hung  Chen,  MD,  Internal  Med  . 2411  Exeter  Ct.,  Beth- 
lehem 18017 

Reynaldo  C Guerra.  MD.  Family  Practice,  1250  Greenwood 
Dr  , Bethlehem  18017 

Patricia  A Morris.  MD,  Anesthesiology,  2577  Madison  Ave., 
Bethlenem  18017 

George  J.  Motsay,  MD,  Gen,  Surg.,  32  Pheasant  Run,  Fo- 
gelsville  18051 

PHILADELPHIA  COUNTY 

Bernard  R Eisenfeld,  MD,  Radiology,  707  East  Code  Oro, 
Phoenix.  AZ  85020 

SCHUYLKILL  COUNTY 

Jayantilal  C.  Gajera,  MD.  Internal  Med.,  227  N.  Nice  St  , 
Frackville  17931 

UNION  COUNTY 

Michael  J.  Weisner,  MD,  Family  Practice,  900  Maxwell  Hill 
Rd  , Beckley,  WV  25801 

WAYNE-PIKE  COUNTY 

Victor  Janze,  MD.  Gen  Practice.  239  Belmont  St  , Waymarl 
18472 

YORK  COUNTY 

Santigo  A.  Jimenez.  MD,  Pediatrics,  25  Charles  SI.,  Ste  4, 
Hanover  17331 

Barbara  K.  O'Connell,  MD,  Neurology.  RD  1,  Box  175A, 
Hershey  17033 

STUDENTS 

Thomas  C Binzer,  2991  West  School  House  Ln  , #14-E  Oak, 
Philadelphia  19144 

Kevin  G Boehme,  417  Atwood  St.,  Pittsburgh  15213 
Jeffrey  A Gordon,  Chestnut  Hall,  #425,  Philadelphia  19104 
Joshua  A Hirsch,  3600  Chestnut  St.,  Box  613,  Philadelphia 
19104 

Kevin  V James,  1117  Rodman  St..  Philadelphia  19147 
William  I Levin,  3710  Henley  Dr  , Pittsburgh  15235 
Wayne  R Miller,  RD  1,  Box  C-312,  Paxinos  17860 
Polly  J Mirsky,  1000  Walnut  St  , Box  1605,  Philadelphia 
19107 

Eric  J.  Siegel.  58  Buckwaller  Rd  , Spring  City  19475 
Joseph  E Slawek  III.  950  Walnut  St  . #601,  Philadelphia 
19107 

Nancy  A Standler,  4600  Bayard.  #31 1,  Pittsburgh  15213 
Mary  M Zhu,  3441  West  Penn  St  , Philadelphia  19129 


Do  you  know  someone  who  needs  nursing  care 
In  their  home?  _ _ _ 

We  have  a 
special  person  to 
take  care  of  your 
special 
person. 

Medical  Personnel  Pool 


Are  your  patients  entitled  and/or  eligible  lor 
Medicare  benefits’  If  you  are  not  sure  call  MEDI- 
CAL PERSONNEL  POOL  and  we  will  help  you  get 
the  answer  Bear  m mind  thal  a person  need  not 
be  a Social  Security  recipient  or  over  65  to  re- 
ceive Medicare  services  People  who  are  dis- 
abled for  2 years  or  more  are  eligible,  as  are  peo- 
ple who  are  in  dialysis  for  6 months  or  longer 
MEDICAL  PERSONNEL  POOL  provides  a lull 
range  of  HOME  HEALTH  SERVICES,  as  well  as 
private  duty  nursing  We  provide  most  of  these 
services  in  the  home  as  well  as  m the  hospital 
and  nursing  home 


‘Allentown  434-7277 
Harrisburg  233-2444 


Lebanon  272-5214  ‘Philadelphia  663-0700 
Monroeville  824-6730  ‘Pittsburgh  683-2227 
‘Reading  372-4611 

‘Medicare  Certified  Home  Health  Agency 


ICrisis  in  black  and  whita 


Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 


Cl  Fgf  t j tM  ^ (icy  f f c y si  C.o^vcpA\^t  y 


Lester  R.  Wilson,  Jr.,  William  Waldron,  Suite  125,  Commerce  Plaza,  5100  Tilghman  Street,  Allentown,  PA  18104,  (215)  395-8888 
Eugene  P.  Ziemba,  William  J.  Carey,  Robert  J.  Zucosky,  James  1.  Frazer,  Jr.,  Suite  202,  Plymouth  Plaza,  Plymouth  Meeting,  PA  19462,  (215)  825-6800 

Sidney  B.  Elston,  Jr.,  1902  Market  Street,  Camp  Hill,  PA  17011,  (717)  737-99  00 

Ned  Wells,  Donald  C.  Hoffman,  R.  Grant  Stewart,  David  M.  Gusic,  Suite  212,  Manor  Oak  Two,  1910  Gochran  Road,  Pittsburgh,  PA  15220,  (412)  531-4226 


Understanding  your  finances  through  budgeting 


The  Health  Care  Group 

No  one  has  to  tell  you  that  practi- 
tioners of  medicine  face  an  in- 
creasing number  of  changes  and  obsta- 
cles as  the  competition  for  patients 
heats  up.  How  you  deal  with  these 
changes  over  the  next  few  years  will  de- 
termine, to  a great  extent,  the  shape  of 
your  future  practice. 

Instead  of  looking  at  “the  bottom 
line”  as  an  indication  of  how  you  are 
weathering  the  storm,  you  should  look 
at  the  numbers  that  determine  your  net 
income— your  patient  collections  and 


your  expenses.  By  knowing  and  predict- 
ing your  probable  income  and  expenses, 
you  can  begin  to  control  their  compo- 
nent items.  You  can  spot  trends  and  ab- 
errations before  they  become  problems 
that  only  radical  financial  actions  can 
control. 


The  contributing  authors,  Sandra  E.  D. 
Smith,  JD,  MBA,  and  Patricia  M.  Salmon, 
are  principal  attorneys  and  consultants  to 
The  Health  Care  Group,  Plymouth  Meeting. 


Practice  budgeting  presents  the  best 
way  to  understand  and  control  your  fi- 
nances. Over  time,  it  gives  you  a sys- 
tematic, disciplined  approach  from 
which  you  c^m  analyze  your  practice’s 
financial  picture. 

Budgeting  is  a means  of  anticipating 
various  items  that  comprise  both  your 
income  and  your  expenses  2ind  project-  | 
ing  these  figures  over  time.  By  using  i 
budgets  you  are  able  to  monitor  care-  ! 
fully  your  cash  flow  to  attain  the  proper 
amount  of  earnings  needed  to  provide  i 


Exhibit  A 


Physician  P.C.,  Master  Operating  Budget 
for  the  Period  (Month)  of 


Year  to  Date  Year  to  Date 

Actual  Budget  Variance  Year  Ago  Variance  Actual  Budget 

Total  Income: 

Office 

Hospital 

Outpatient 

Other  — — 

Total 

Total  Expenses: 

Admin.  Payroll 
Payroll  Tax 
Building  Rent 
Utilities  & Maintenance 
Equipment  Lease 
Office  Supplies 
Prof.  Supplies 
Office  Expenses 
Prof.  Insurance 
Admin.  Fringe  Benefits 
All  Other  Expenses 

Prof.  Fees  

Total 

Due  to  Non-Owner  Physicians  

Net  Profit  To  Owners: 

Salaries 

Medical  Expense  Reimbursement 

Retirement  Plans  

Total  Owner  Profit 

Retained  Earnings  

Project  1 ( ) 

Project  2(  ) 

Total  variance  

Reasons  for  variance  

Plan  of  action  
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funds  (or  financing)  for  your  plans. 
Other  benefits  include: 

• It  formalizes  your  planning  effort. 

• It  provides  definite  goals  and  objec- 
tives. 

• It  establishes  personal  practice 
benchmarks  with  which  to  evaluate 
subsequent  performance. 

• It  uncovers  potential  trends  on  an 
itemized  basis  before  they  become 
problems. 

• It  coordinates  the  activities  of  the 
entire  organization  by  integrating  the 
total  collections  and  expenses. 

Let’s  look  at  three  different  types  of 

budgets:  (1)  capital  budgets;  (2)  operat- 
ing budgets;  and  (3)  continuous  capital 


budgets. 

Capital  budgets  generally  have  a long 
time  horizon,  often  exceeding  ten  or 
more  years.  The  objective  of  a capital 
budget  is  to  provide  a steady  stream  of 
cash  to  purchase  or  otherwise  acquire 
capital  assets. 

Distinguish  this  from  an  operating 
budget,  ordinarily  set  to  cover  a one- 
year  period.  This  period  (generally)  cor- 
responds to  the  fiscal  year  upon  which 
the  corporation  is  based.  Typically,  op- 
erating budgets  are  further  divided  into 
quarters,  and  each  quarter  is  subse- 
quently divided  into  months.  As  the 
year  progresses  you  can  track  your 
progress  through  the  budget. 


The  third  most  common  type  of  bud- 
get, and  the  type  discussed  herein,  is 
the  continuous,  or  “perpetual”  budget. 
A continuous  budget,  like  an  operating 
budget,  covers  a 12-month  period,  ex- 
cept that  months  are  constantly  added 
and  deleted  as  the  current  month  ends. 

Advocates  of  continuous  budgets  ar- 
gue that  it  stabilizes  the  budgeting  ho- 
rizon by  narrowing  the  focus.  If  you  do 
use  a continuous  budget  you  should 
constantly  monitor  your  “year-to  date” 
progress  (based  upon  the  calendar 
year).  You  do  this  by  adding  all  your  ac- 
tual expenses  and  revenues  for  the  year 
to  date  and  comparing  these  figures  to 
the  expenses  and  revenues  you  have 


Exhibit  B 

Supporting  Master  Budget  Information 
for  the  Period  (Month)  of 


Year  to  Date 

Year  to  Date 

Actual 

Budget 

Difference 

Year  Ago 

Difference  Actual 

Budget 

Total  Collections 

Source  l-Cash/Check 
-Blue  Shield 
-Medicare 
-HMO 

-Commercial 
-Workers  Comp. 
-Other(  ) 

Total 

Source  ll-Cash/Check 
-Blue  Shield 
-Medicare 
-HMO 

-Commercial 
-Workers  Comp. 
-Other(  ) _ 

Total 

Lab-Total  Charges 

X-ray-Total  Charges 

Total  Charges: 

Less  Total  Adjustments: 

Less  Total  Write  Off: 

Total  Collections: 

Total  Period  Variance 

Reason  for  Variance 

Plan  of  Action 
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b (igeted  for  the  year  to  date.  This  way 
you  will  know  where  you  stand  with  re- 
spect to  your  annual  budget. 

Be  aware  that  the  success  of  your 
budget  will  be  determined  largely  by 
the  way  the  budget  is  set  and  the  effort 
you  put  into  creating  the  budget. 

Creating  a budget 

The  most  important  aspect  of  budget- 
ing, and  probably  one  of  the  hardest  to 
overcome,  is  determining  what  num- 
bers to  look  at— what  income  figures, 
and  what  expenses?  To  get  you  started 
in  the  process,  refer  to  Exhibit  A.  Ulti- 
mately your  budget  will  look  something 
like  this.  You  should,  however,  adapt  it 
to  your  specific  practice. 

Exhibit  B is  a more  detailed  income- 
source  budget.  It,  too,  should  be 
adapted  to  your  specific  practice  situa- 
tion. For  example,  if  you  have  two  of- 
fices, one  north  and  one  east  of  town, 
then  income  from  each  office  would  be 
categorized  separately,  as  either  Source 
I or  Source  II. 

Income 

Before  you  can  budget  your  income, 
you  must  know  how  much  income  is  at- 
tributable to  each  income  source.  You 
must  track  and  evaluate  each  source  in- 
dependently. 

For  example,  you  should  know  imme- 
diately how  much  income  is  attribut- 
able to  your  participation  in  a particular 
HMO.  If  this  percentage  is  too  high  or 
low,  you  may  want  to  reevaluate  your 
involvement  with  the  HMO.  Likewise, 
if  your  practice’s  hospital-generated  in- 
come (surgery,  in-patient  testing,  etc.) 
falls,  and  your  out-patient  income  rises, 
you  win  know  that  you  are  becoming 
more  valuable  to  your  am-surg  clinics 
and  less  profitable  to  your  hospital. 

When  you  start  to  create  your  budget 
for  different  sources  of  income,  measure 
the  amount  of  income  attributable  to 
each  source  over  a certain  period;  say, 
four  months.  Then  look  closely  at  these 
numbers.  Are  they  increasing,  decreas- 
ing, or  “randomly”  fluctuating?  If  they 
appear  to  fluctuate  randomly,  then  sim- 
ply average  the  four  numbers.  Be 
aware,  however,  that  our  goal  is  to  mini- 
mize all  “random”  fluctuations  (except 
minimal  shifts).  However,  if  these  fig- 
ures are  generally  increasing  or  decreas- 
ing, average  the  three  different  percent 
changes  in  the  numbers  over  the  four 
months.  Now  average  the  four  monthly 


income  numbers.  Take  the  average  in- 
come amount,  and  use  that  for  your 
first  time  period.  Then,  for  each  subse- 
quent month,  increase  (or  decrease)  the 
budgeted  amount  by  the  average  per- 
centage change.  Although  these  num- 
bers will  probably  not  be  correct,  they 
will  give  you  a good  place  to  get 
started. 

Expenses 

You  will  find  it  much  easier  to  calcu- 
late average  expenses,  because  you  al- 
ready have  all  of  your  actual  expenses 
recorded  in  your  practice  checkbook. 
Further,  some  expenses  (such  as  rent) 
vary  only  annually,  and  then,  only  by  a 
predetermined  amount. 

For  those  expenses  that  do  vary,  go 
back  and  write  down  each  monthly  ex- 
pense (by  category)  for  a 12-month  pe- 
riod. Now  use  the  same  method  ex- 
plained above  to  determine  the 
“average”  expense  per  period,  except 
now  use  the  four-month  periods  (for 
each)  that  correlate  to  seasonal  differ- 
ences (e.g.,  November  through  Febru- 
ary because  utility  expenditures  are 
higher  in  winter),  or  personnel  differ- 
ences (e.g..  May  through  August  be- 
cause more  physicians  vacation  in  July 
and  August  when  the  patient  load  and 
administrative  staffing  needs  decrease). 

Adjusting  the  numbers 

Now  that  you  have  determined  your 
average  income  sources  and  expenses 
and  the  amounts  by  which  they  in- 
crease or  decrease  (vary)  over  some  time 
frame,  you  should  consider  any  factors 
that  may  not  already  be  included  in  the 
numbers  themselves.  For  example,  if 
you  know  in  January  that  you  will  be- 
gin to  lease  a piece  of  equipment  in 
March,  you  should  increase  the  budg- 
eted “equipment”  amount  for  March  by 
the  amount  of  the  lease  expense.  Like- 
wise, if  you  know  you  will  be  hiring 
someone  new,  incorporate  the  addi- 
tional salary,  payroll  tax,  fringe  benefit 
expenses,  etc.  into  the  budget  for  the 
period  when  that  person  will  be  em- 
ployed. Repeat  this  process  for  each 
“event”  that  you  believe  will  have  a sig- 
nificant impact  on  the  practice’s  fi- 
nances. 

Completing  the  budget 

To  get  full  use  of  your  budget,  you 
note  the  variance  between  what  you 
budgeted  and  what  actually  happened 
and  why  there  was  a difference.  Espe- 
cially note  any  increasing  or  decreasing 
variances  over  time  (two  to  three 


months).  This  wUl  help  you  to  spot  any 
trends.  For  example,  seasonal  and  an- 
nual trends  may  account  for  the  vari- 
ances and  should  be  distinguished  from 
the  one  or  two  month  differences  that 
may  be  caused  because  of  vacations,  ex- 
traordinary events,  etc. 

We  suggest  you  review  these  budgets 
monthly  to  spot  and  highlight  the 
trends.  Then,  at  the  bottom  of  each 
page,  write  in  a plan  of  action— even  if 
the  plan  is  “to  monitor  the  monthly 
write-offs.” 

The  budgeting  process 

We  recommend  that  your  administra- 
tor (or  office  manager)  be  responsible 
for  formulating  the  first  draft  of  the 
budget  because  he/she  likely  is  most  fa- 
miliar with  your  practice  income  and  ex- 
penses. Once  the  first  draft  of  the  bud- 
get has  been  prepared  and  reviewed, 
you  and  your  partners  should  review  it. 
The  revised  budget  should  then  be  for- 
malized and  reviewed  again  before  the 
final  budget  is  prepared.  Remember,  the 
numbers  are  approximate.  You  are  not 
looking  for  exact  dollar  and  cents  here 
(except  where  possible).  You  are  looking 
for  the  big  picture  finances. 

Note  that  although  the  final  budget  is 
not  set  in  stone,  it  should  be  altered 
only  if  there  is  an  extraordinary  event 
(e.g.,  a physician-owner  quits). 

The  particular  type  of  budget  you  use 
is  a matter  of  personal  preference  and 
objective,  but  the  budget  must  be 
clearly  understandable  and  readable  by 
those  who  must  work  with  it.  For  exam- 
ple, look  at  the  example  operating  bud- 
get. Notice  that  the  master  budget  is  a 
very  simple  receipts  ^md  disbursements 
statement.  It  also  has  a column  (titled 
“v^lriance”)  that  shows  you  where  you 
stand  in  reference  to  your  budget.  The 
variance  column  must  be  tracked 
closely  and  the  reason  for  any  variance 
must  be  explained  so  you  can  analyze 
trends  and  your  systemic  cash  flow  and 
plan  your  profits.  Any  trends  should  be 
spotted  and,  where  detrimental,  correc- 
tive actions  should  be  discussed,  de- 
cided upon,  and  implemented. 

Once  you  become  familiar  with  this 
basic  form  of  budgeting,  more  complex- 
ities can  be  added.  However,  for  the 
time  being  the  point  is  to  get  a general 
grip  on  the  cash  flow  of  the  practice, 
and  to  understand  the  interrelation- 
ships between  “cash  in  and  cash  out.” 
After  all,  it  is  your  work  that  brought 
the  cash  in.  You  should  know  where  it 
came  from,  where  it  went  to,  and  how 
the  process  evolved.  □ 
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The  World’s 
Most  Regular  K 

Slow-K 

potassium  chloride 
sbw-release  tablets 

8 mEq  (600  mg) 

It  means  dependability”  in  almost  any  language 

* Based  on  worldwide  sales  data  on  file.  Cl  BA  Pharmaceutical  Company. 

Capsule  or  tablet  slow-release  potassium  chloride  preparations  should  be  reserved  for  patients 
who  cannot  tolerate,  refuse  to  take,  or  have  compliance  problems  with  liquid  or  effervescent 
potassium  preparations  because  of  reports  of  intestinal  and  gastric  ulceration  and  bleeding 
with  slow-release  KCI  preparations. 

Before  prescribing,  please  consult  Brief  Prescribing  Information  on  next  page. 

128-3568-A ! ^ 
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TheWm-kTs 
Most  Popular  K 

For  good  reasons 

□ It  works— a 12 -year  record  of  efficacy' 

□ If  S safe— unsurpassed  by  any  other  KCl  tablet  or  capsule^* 

□ Ifs  acceptable  vs  liquids— greater  palatability,  fewer  Gl  complaints, 
lower  incidence  of  nausea^ 

□ Ifs  comparable  to  10  mEq— in  low-dosage  supplementation^^ 

□ Ifs  economical— less  expensive  than  all  other  leading  KCl  slow-release 
supplements  on  a per  tablet  cost  to  the  patient ' 

Slow-K 

potassium  chloride 
slow-release  tablets  s mEq  (6oo  m3) 


For  patients  who  can't  or  won't  tolerate  liquid  KCl. 

*The  most  common  adverse  reactions  to  potassium  salts  are  gastrointestinal  side  effects. 
tPooled  mean  serum  potassium  following  oral  administration  of  30  mEq  K-Tab 
compared  to  24  mEq  Slow-K  in  diuretic -treated  hypertensives  (n  - 20)  over  8 weeks. 

C I B A 


References:  1.  Data  on  file,  CIBA  Pharmaceutical  Company  2.  Skoutakis 
VA.  Acchiardo  SR,  Woiciechowski  NJ,  et  al:  Liquid  and  solid  potassium 
chloride  Bioavailabllity  and  safety  Pharmacotherapy  1980,4(6):392-397 
3.  Skoutakis  VA,  Carter  CA,  Acchiardo  SR  Therapeutic  assessment  of 
Slow-K  and  K-Tab  potassium  chloride  formulations  in  hypertensive 
patients  treated  with  thiazide  diuretics  Drug  Inlell  Clirt  Pharm 
1987:21:436-440 


.Slow-K* 

potassium  chloride  USP 
Slow-Release  Tablets 
8 itiEq  (600  mg) 

BfilBF  SUMMARY  (FOR  FULL  PRFSCRIBING  INFORMATION  SFF 
PACKAGF INSFRT) 

INDICATIONS  AND  USAGE 

BECAUSE  OF  REPORTS  OF  INTESTINAL  ANO  GASTRIC  ULCERATION  ANO 
BLEEOING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARA- 
TIONS, THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE  PATIENTS 
WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIOUID  OR  EFFERVES- 
CENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE 
IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS. 

1 For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  meta- 
bolic alkalosis;  in  digitalis  intoxication  and  in  patients  with  hypokalemic 
familial  periodic  paralysis. 

2.  For  prevention  of  potassium  depletion  when  the  dietary  intake  of  potas- 
sium IS  inadequate  in  the  following  conditions  patients  receiving  digitalis 
and  diuretics  for  congestive  heart  failure;  hepatic  cirrhosis  with  ascites; 
states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing 
nephropathy,  and  certain  diarrheal  states 

3 The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncompli- 
cated essential  hypertension  is  often  unnecessary  when  such  patients  have 
a normal  dietary  pattern . Serum  potassium  should  be  checketi  periodically, 
however,  and  il  hypokalemia  occurs,  dietary  supplementation  with  potas- 
sium-containing foods  may  be  adequate  to  control  milder  cases.  In  more 
severe  cases  supplementation  with  potassium  salts  may  be  indicated 
CONTRAINDICATIONS 

Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia, 
since  a further  increase  in  serum  potassium  concentration  in  such  patients 
can  produce  cardiac  arrest  HyperRalemia  may  complicate  any  of  the  follow- 
ing conditions;  chronic  renal  failure,  systemic  acidosis  such  as  diabetic 
acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic 
(e  0 . spironolactone,  triamterene)  (see  OVERDOSAGE) 

All  solid  dosage  forms  of  potassium  supplements  are  contraindicated  in 
any  patient  in  whom  there  is  cause  for  arrest  or  delay  in  tablet  passage 
through  the  gastrointestinal  tract  In  these  instahces,  potassium  supple- 
mentation should  be  with  a liquid  preparation.  Wax-matrix  potassium  chlo- 
ride preparations  have  produced  esophageal  ulceration  in  certain  cardiac 

Satients  with  esophageal  compression  due  to  an  enlarged  left  atrium 
/ARNiNGS 

Hyperkalemia  (See  OVERDOSAGE) 

In  patients  with  impaired  mechanisms  lor  excreting  potassium,  the  admin- 
istration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest. 
This  occurs  most  commonly  in  patients  given  potassium  by  the  intravenous 
route  but  may  also  occur  in  patients  given  potassium  orally  Potentially  fatal 
hyperkalemia  can  develop  rapidly  and  be  asymptomatic. 

The  use  of  potassium  salts  in  patients  with  chronic  renal  disease,  or  any 
other  condition  which  impairs  potassium  excretion,  requires  particularly 
careful  monitoring  of  the  serum  potassium  concentration  and  appropriate 
dosage  adiustment. 


Interaction  With  Potassium-Sparing  Diuretics 

Hypokalemia  should  not  be  treated  by  the  concomitant  administration  of 
potassium  salts  and  a potassium-sparing  diuretic  (e  g , spironolactone  or 
triamterene),  since  the  simultaneous  administration  of  these  agents  can 
produce  severe  hyperkalemia. 

Gastrointestinal  Lesions 

Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative  lesions 
of  the  small  bowel  and  deaths  These  lesions  are  caused  by  a high  localized 
concentration  of  potassium  ion  in  the  region  of  a rapidly  dissolving  tablet, 
which  injures  the  bowel  wall  and  thereby  produces  obstruction,  hemor- 
rhage, or  perforation  Slow-K  Is  a wax-matrix  tablet  formulated  to  provide  a 
controlled  rate  of  release  of  potassium  chloride  and  thus  to  minimize  the 
possibility  of  a high  local  concentration  of  potassium  ion  near  the  bowel 
wall  While  the  reported  frequency  of  small-bowel  lesions  is  much  less  with 
wax-matrix  tablets  (less  than  one  per  100,000  patient-years)  than  with 
enteric-coated  potassium  chloride  tablets  (40-50  per  100,000  patient- 
years)  cases  associated  with  wax-matrix  tablets  have  been  reported  both  in 
foreign  countries  and  in  the  United  States,  In  addition,  perhaps  because  the 
wax-matrix  preparations  are  not  enteric-coated  and  release  potassium  in  the 
stomach,  there  have  been  reports  of  upper  gastrointestinal  bleeding  asso- 
ciated with  these  products  The  total  number  of  gastrointestinal  lesions 
remains  approximately  one  pet  100,000  patient-years  Slow-K  should  be 
discontinued  immediately  and  the  possibility  of  bowel  obstruction  or  perfo- 
ration considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastro- 
intestinal bleeding  occurs 
Metabolic  Acidosis 

Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  ci- 
trate. or  potassium  acetate 

PRECAUTIONS 

General: 

The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating 
hypokalemia  in  a patient  with  a clinical  history  suggesting  some  cause  for 
potassium  depletion  In  interpreting  the  serum  potassium  level,  the  physi- 
cian should  bear  in  mind  that  acute  alkalosis  per  se  can  produce  hypokale- 
mia in  the  absence  of  a deficit  in  total  body  potassium,  while  acute  acidosis 
per  se  can  increase  the  serum  potassium  concentration  into  the  normal 
range  even  in  the  presence  of  a reduced  total  body  potassium 
Information  for  Patients 

Physicians  should  consider  reminding  the  patient  of  the  following 
To  take  each  dose  without  crushing,  chewing,  or  sucking  the  tablets 
To  take  this  medicine  only  as  directed.  This  is  especially  important  if  the 
patient  is  also  taking  both  diuretics  and  digitalis  preparations 
To  check  with  the  physician  If  there  is  trouble  swallowing  tablets  or  if  the 
tablets  seem  to  stick  in  the  throat. 

To  check  with  the  doctor  at  once  it  tarry  stools  or  other  evidence  of 
astrointestinal  bleeding  is  noticed 

aboratory  Tests 

Regular  serum  potassium  determinations  are  recommended.  In  addition, 
during  the  treatment  of  potassium  depletion,  careful  attention  should  be 
paid  to  acid-base  balance,  other  serum  electrolyte  levels,  the  electrocardio- 
gram. and  the  clinical  status  of  the  patient,  particularly  in  the  presehce  of 
cardiac  disease,  renal  disease,  or  acidosis 
Drug  Interactions 

Potassium-sparinq  diuretics;  see  WARNINGS 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility 

Long-term  carcinogenicity  studies  in  animals  have  not  been  performed 

Pregnancy  Category  C 

Animal  reproduction  studies  have  not  been  conducted  with  Slow-K.  It  is  also 
not  known  whether  Slow-K  can  cause  fetal  harm  when  administered  to  a 
pregnant  woman  or  can  affect  reproduction  capacity,  Slow-K  should  be 
iven  to  a pregnant  woman  only  if  clearly  needed 

ursing  Mothers 

The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq/L  It  is  not 
known  if  Slow-K  has  an  effect  on  this  content  Caution  should  be  exercised 
when  Slow-K  is  administered  to  a nursing  woman 


Pediatric  Use 

Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDI- 
CATIONS. WARNINGS,  and  OVERDOSAGE),  There  also  have  been  reports 
of  upper  and  lower  gastrointestinal  conditions  including  obstruction,  bleed- 
ing, ulceration,  and  perforation  (see  CONTRAINDICATIONS  and  WARN- 
INGS); other  factors  known  to  be  associated  with  such  conditions  were 
present  in  many  of  these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea, 
vomiting,  abdominal  discomfort,  and  diarrhea  These  symptoms  are  due  to 
irritation  of  the  gastrointestinal  tract  and  are  best  managed  by  taking  the 
dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely 
OVERDOSAGE 

The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory 
mechanisms  for  potassium  rarely  causes  serious  hyperkalemia  However,  if 
excretory  mechanisms  are  impaired  or  if  potassium  is  administered  too 
rapidly  intravenously,  potentially  fatal  hyperkalemia  can  result  (see  CON- 
TRAINDICATIONS and  WARNINGS)  It  is  important  to  recognize  tnat  hyper- 
kalemia is  usually  asymptomatic  and  may  be  manifested  only  by  an 
increased  serum  potassium  concentration  (6. 5-8.0  mEq/L)  and  character- 
istic electrocardiographic  changes  (peaking  of  T waves,  loss  of  P wave, 
depression  of  S-T  segment,  and  prolongation  of  the  Q-T  interval).  Late 
manifestations  include  muscle  paralysis  and  cardiovascular  collapse  from 
cardiac  arrest  (9-12  mEq/L) 

Treatment  measures  for  hyperkalemia  include  the  following:  (1 ) elimina- 
tion of  foods  and  medications  containing  potassium  and  of  potassium- 
sparing  diuretics,  (2)  intravenous  administration  of  300-500  ml/hr  of  10% 
dextrose  solution  containing  tO-20  units  of  insulin  per  1 .000  ml;  (3)  correc- 
tion of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate;  (4)  use  of 
exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia  in  patients  who  have  been  stabilized  on  digitalis, 
too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce 
digitalis  toxicity 

DOSAGE  AND  ADMINISTRATtON 

The  usual  dietary  intake  of  potassium  by  the  average  adult  is  40-80  mEq  per 
day  Potassium  depletion  sufficient  to  cause  hypokalemia  usually  requires 
the  loss  of  200  or  more  mEq  of  potassium  from  the  total  body  store  Dosage 
must  be  adjusted  to  the  individual  needs  of  each  patient  but  is  typically  in  the 
range  of  20  mEq  per  day  tor  the  prevention  of  hypokalemia  to  40-100  mEq  or 
more  per  day  for  the  treatment  of  potassium  depletion.  Large  numbers  of 
tablets  should  be  given  in  divided  rfoses. 

Note:  Slow-K  slow-release  tablets  must  be  swallowed  whole  and  never 
crushed,  chewed,  or  sucked. 

HOW  SUPPLIED 

Tablels-600  mg  of  potassium  chloride  (equivalent  to  8 mEq)  round,  buff 
colored,  sugar-coated  (imprinted  Slow-K) 

Bottles  of  100 NDC  0083-0165-30 

Bottles  of  1000  NDC  0083-0165-40 

Consumer  Pack -One  Unit 

12  Bottles- 100  tablets  each NDC  0083-0165-65 

Accu-Pak*  Unit  Dose  (Blister  pack) 

Box  of  100  (strips  of  10)  NDC  0083-0165-32 

Do  not  store  above  86°F  (30°C).  Protect  from  moisture.  Protect  from  light. 

Dispense  in  light,  tighl-resislant  container  (USP). 


Oist.  bv: 

CIBA  pharmaceutical  Company 
Division  ol  CIBA-GEIGY  Corporation 

Summit,  New  Jersey  07901  C87-31  (Rev  8/87) 

CIBA  128-3568-A 


classified  advertising 


PHYSICIANS  WANTED 
Emergency  physician  — Full-time  opportu- 
nities in  the  PA,  NY,  and  NJ  area.  Must  be 
experienced.  Board  eligibility  and  ACLS  certi- 
fication preferred.  Salary  range  $80,000  plus 
malpractice  insurance  and  benefits.  Part-time 
positions  also  available.  Send  resume  to 
AES,  Inc.,  ATTN:  Joseph  Grilli,  COO,  Box 
2510,  Wilkes-Barre,  PA  18703;  or  call  (717) 
825-5333  collect. 

Pennsylvania  — Emergency  physicians  sys- 
tem. Needs  several  full-time  emergency  phy- 
sicians for  Western  Pennsylvania  area  emer- 
gency departments.  Independent  contractor 
arrangements.  The  system  is  on  a “fee  for 
service”  basis.  Contact:  (412)  228-3400  for 
an  interview  appointment. 

ER  physicians  — Full-time/part-time  posi- 
tions available  NJ,  PA,  NY.  Emergency  medi- 
cine experience  preferred.  Guaranteed  com- 
pensation and  paid  malpractice.  For  more 
information  call  (215)  521-5100  (within  PA),  1- 
800-TRAUMA6  (outside  PA),  or  send  CV  to 
Trauma  Service  Group  PC,  Scott  Plaza, 
Building  Two,  Suite  114,  Philadelphia,  PA 
19113. 

Orthopedic  surgeon  wanted  for  well  estab- 
lished solo  practice  in  eastern  Pennsylvania. 
Patients  drawn  from  county  of  250,000  in 


Pennsylvania  Dutch  country.  Owner  will  retire 
soon.  Write  to  Box  236,  Pennsylvania  Medi- 
cine, 20  Erford  Road,  Lemoyne,  PA  17043. 

Family  practice  — Rural  Pennsylvania  family 
practitioner  seeks  associate  to  join  his  busy 
practice.  Must  be  Board  certified.  Many  out- 
door recreational  activities  available.  Close  to 
Pocono  Resorts.  Send  CV  to  Box  228,  Penn- 
sylvania Medicine,  20  Erford  Rd.,  Lemoyne, 
PA  17043. 

Internal  medicine  — Board  certified/eligible 
internist  for  practice  opportunity  in  north  cen- 
tral Pennsylvania.  Good  opportunity  for  the 
family  oriented  physician.  Send  CV  to  Box 
229,  Pennsylvania  Medicine,  20  Erford  Road, 
Lemoyne,  PA  17043. 

Urology  — Community  hospital  with  179 
beds  seeks  Board  certified/eligible  urologist 
for  solo  practice.  Many  educational  and  recre- 
ational opportunities  available.  Send  CV  to 
Box  230,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Orthopaedics  — Rural  community  hospital 
with  service  area  of  40,000  residents  search- 
ing for  orthopaedic  surgeon  to  establish  solo 
practice.  Require  Board  certified/eligible. 
Send  CV  to  Box  231,  Pennsylvania  Medicine, 
20  Erford  Rd.,  Lemoyne,  PA  17043. 


Otolaryngology  — 179  bed  community  hos- 
pital needs  otolaryngologist  to  establish  a full- 
time solo  practice  in  its  service  area.  Board 
certified/eligible  status  required.  Close  to  Po- 
cono Resorts.  Send  CV  to  Box  232,  Pennsyl- 
vania Medicine,  20  Erford  Rd.,  Lemoyne,  PA 
1 7043. 

Dermatology  — Northeastern  Pennsylvania 
community  hospital  seeks  Board  certified/ 
eligible  specialist  to  develop  a solo  practice  in 
a service  area  of  40,000  residents.  Many  rec- 
reational activities  available.  Send  CV  to  Box 
233,  Pennsylvania  Medicine,  20  Erford  Rd., 
Lemoyne,  PA  17043. 

Neurology  — Unique  three  hospital  practice 
in  Northeastern  Pennsylvania  is  available  for 
the  right  physician.  This  solo  opportunity  re- 
quires a Board  certified/eligible  physician.  Ex- 
cellent opportunity.  Send  CV  to  Box  234, 
Pennsylvania  Medicine,  20  Erford  Rd.,  Le- 
moyne, PA  17043. 

Northeastern  Pennsylvania  (Recently 
named  one  of  the  top  ten  places  to  live  in  the 
United  States.)  Excellent  opportunity  for  pri- 
mary care  physician  (FP/IM/EM).  Physician 
group  has  immediate  positions.  Competitive 
salary  (70K)  to  start.  Partnership  available  tor 
the  right  physician.  Practice  in  modern,  well- 
managed  ambulatory  care/family  practice  of- 


Physician 

Placement 

Service 

• Looking  for  the  right  practice  opportu- 
nity? 

• Looking  for  a qualified  physician? 

The  PMS  Physician  Placement  Service 
publishes  two  registers  bimonthly:  one 
listing  physicians,  the  other,  practice  op- 
portunities. 

All  entries  are  coded.  Names  and  ad- 
dresses are  not  published. 

PENNSYLVANIA 
MEDiCALDivyiC 
societyI  IVID 

Council  on  Medical  Practice 


To  register,  contact 
Ruth  Wilson  at 
1-800-228-7823 
or  717-763-7151. 


Positions  Available 
Full  or  Part  Time 

Emergency  Departments 

or 

Urgent  Care  Centers 

Contact 

Emergency  Department  Management 
112  Millwood  Drive 
Harrisburg,  PA  17110 


Emergency 

_Department 

Management. 
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E/rsergency  physicians: 
You're  dedicated, 
hardworking  & smart. 
Are  you  being 
rewarded  for  it? 

You're  talented.  Ambitious.  And  fully  committed 
to  being  the  best.  But  can  you  achieve  your  professional 
goals  in  your  present  setting?  Are  you  interested  in 
better  opportunities  to  practice  medicine  in  a challenging 
environment? 

TSG  will  help  you  realize  your  goals.  With  10  years 
of  experience  in  placing  first-rate  physicians  in  first-rate 
hospitals,  we  offer  full-time  emergency  and  trauma 
positions  to  both  board  certified  and  board  prepared 
physicians.  Think  of  it:  career-stability,  flexible  hours, 
highest  rate  paid  and  as  much  responsibility  as  you  want. 

We'll  provide  the  support  you  need  through  incentive 
programs,  professional  education  and  career  development. 
Of  course,  we  provide  full  liability  coverage. 

Call  us  7 days  a week,  9am-Opm  to  discuss  your 
future.  If  you're  too  busy  to  call,  send  us  your  resume 


TRAUMA  SERVICE  GROUP,  P.C. 

All  Emergency  ivui  Trauma  Care  Cousortium 

Suite  114,  Scott  Plaza  Two,  Philadelphia,  PA  1*3113 
215-521-5100  800-TRAUMA-6 


Health  Care  Personnel  Consulting,  Inc., 
a division  of  The  Health  Care  Group, 

specializes  in  valuation  and  sales.  We  have 
practices  currently  available  in  the 
following  specialty  areas: 

Dental,  Dermatology, 

Family  Practice,  Internal  Medicine, 
and  Ophthalmology. 

For  more  information  regarding  selling  or 
buying  a medical  practice,  contact  our 
brokerage  division  at 

Health  Care  Personnel  Consulting,  Inc. 
Meetinghouse  Business  Center 
140  West  Germantown  Pike,  Suite  200 
Plymouth  Meeting,  PA  19462 
or  call  (215)  828-0919 


Health  Care  Group 


flees.  In-patient  care  optional.  Call  (717)  969- 
8899  or  send  resume  to  Physician  Group, 
3738  Birney  Avenue,  Scranton,  PA  18507. 

OB/GYN  — Rural  Northeastern  Pennsylvania 
community  hospital  with  service  area  of 
40,000  seeks  Board  certified/eligible  OB/ 
GYN.  This  solo  opportunity  is  perfect  for  a 
family  oriented  physician  who  enjoys  outdoor 
recreation.  Send  CV  to  Box  235,  Pennsylva- 
nia Medicine,  20  Erford  Rd.,  Lemoyne,  PA 
17043. 

Family  practice  opportunities  — Muncy  Val- 
ley Hospital  is  seeking  four  individuals  to  es- 
tablish practices  in  surrounding  rural  com- 
munities. Competitive,  flexible  financial 
assistance  opportunities  available.  If  inter- 
ested, call  George  J.  Geib,  (717)  546-8282. 

Family  practice  — Opportunity  available  in 
well  established  practice  in  South  Central  PA. 
Retiring  1 July  88.  Beautiful,  progressive 
county  seat.  4 miles  to  accredited,  105-bed 
hospital.  Send  CV  to  Box  244,  Pennsylvania 
Medicine,  20  Erford  Rd.,  Lemoyne,  PA  17043. 

Pittsburgh,  Pennsylvania  — Emergency 
Medical  Associates,  Inc.  is  staying  at  Central 
Medical  Center.  Two  full-time  positions  imme- 
diately available.  Attractive  hours.  Excellent 
compensation/benefits  package  of  $1 10,000. 
Respond  with  CV  to  Paul  Zeeb,  MD,  Medical 
Director,  Emergency  Medical  Associates, 
Inc.,  340  East  Town  Street,  Suite  7-250,  Co- 
lumbus, OH  43215  or  call  (614)  228-1612. 

Seeking  general  and  peripheral  vascular 
surgeon  — Fellowship-trained  in  vascular 


surgery,  to  join  a group  of  general  and  periph- 
eral vascular  surgeons  practicing  in  North- 
east Philadelphia,  and  suburbs.  Please  send 
CV  and  a brief  letter  detailing  expectations  to 
Box  243,  Pennsylvania  Medicine,  20  Erford 
Rd.,  Lemoyne,  PA  17043. 

General  internist  — BC/BE  needed  to  join 
busy,  well  established,  three  internist  practice 
in  Pittsburgh,  PA.  One  office;  one  hospital 
practice  (university  affiliated).  Teaching  op- 
portunity. Attractive  benefits  package.  Full 
partnership  potential.  Send  CV  and  inquiries 
to  Box  240,  Pennsylvania  Medicine,  20  Erford 
Rd.,  Lemoyne,  PA  17043. 

OB/GYN  — Muncy  Valley  Hospital  is  seeking 
an  individual  to  establish  a practice.  Competi- 
tive, flexible  financial  assistance  opportuni- 
ties available.  If  interested,  call  George  J. 
Geib,  (717)  546-8282. 

Family  practice  opportunity  available,  solo 
or  partnership  in  Northeastern  Pennsylvania. 
Semi-rural,  but  within  two  to  three  hours  driv- 
ing time  to  major  cities.  Excellent  schools  and 
recreational  activities.  Ideal  community  to 
raise  family.  Send  inquiries  to  Box  241,  Penn- 
sylvania Medicine,  20  Erford  Rd.,  Lemoyne, 
PA  17043. 

Neurologist  — Part-time,  for  suburban  Phila- 
delphia private  practice.  EMG,  EEG,  and  EP 
experience  required.  BC/BE.  Excellent  op- 
portunity for  new  or  semi-retired  physician. 
Please  send  resume  to  Box  246,  Pennslyva- 
NiA  Medicine,  20  Erford  Rd.,  Lemoyne,  PA 
17043. 


FP/IM/EM  — Excellent  opportunity  for  pri- 
mary care  physician  in  Northeastern  Pennsyl- 
vania. Recently  named  as  one  of  the  top  ten 
places  to  live  in  the  United  States.  Physician 
group  has  immediate  positions.  Competitive 
salary  (70K)  to  start.  Partnership  available  for 
the  right  physician.  Practice  in  modern,  well- 
managed  ambulatory  care/family  practice  of- 
fices. In-patient  care  optional.  Call  (717)  969- 
8899  or  send  resume  to  Physician  Group, 
3738  Birney  Avenue,  Scranton,  PA  18507. 

Primary  care  — Group  practice  has  immedi- 
ate opening  for  board  certified  internist  or 
family  practitioner.  Competitve  salary  and 
benefits.  Write  with  CV  to  Administrator,  Cow- 
ley Associates,  Plaza  21,  425  North  21st 
Street,  Camp  Hill,  PA  17011. 

Locum  tenens  — Opportunities  available 
throughout  the  country.  Work  one  to  52  weeks 
while  you  travel  and  enjoy  an  excellent  in- 
come. Malpractice  insurance,  housing  and 
transportation  provided.  Contact:  Locum 
Medical  Group,  30100  Chagrin  Blvd.,  Cleve- 
land, OH  or  call  1-800-752-5515  (in  Ohio,  216- 
464-2125). 

Need  a permanent  part-time  radiologist  to 

work  2-2  1/2  days/week  in  a 200-bed  hospital 
in  Philadelphia.  General  radiology,  ultra- 
sound, C.T  and  nuclear  medicine.  No  night 
calls.  No  weekends.  Paid  vacation.  Will  con- 
sider some  benefits.  Write  to  Michael  Nalban- 
tian,  MD,  Chairman,  Radiology  Department, 
Northeastern  Hospital,  2301  E.  Allegheny  Av- 
enue, Philadelphia,  PA  19134. 

Physiatrist  — To  join  a well  established  prac- 
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CHAIRPERSON 

DEPT.  OF  MEDICINE 


Progressive  community  hospital  in  North- 
east Philadelphia  is  seeking  an  active  Phy- 
sician who  desires  to  base  his/her  practice 
at  Jeanes  Hospital  and  serve  as  part  time 
Chairperson  of  the  Dept,  of  Medicine. 
Jeanes  has  embarked  upon  a major  facili- 
ties expansion  and  the  new  Chairperson 
would  be  actively  involved  in  planning  the 
new  physical  facilities  and  new  program 
for  the  department.  All  interested  candi- 
dates should  submit  their  resume  in  confi- 
dence to;  Jay  A.  Krakovitz,  MD,  Chairman, 
Dept,  of  Medicine  Search  Committee. 


leanes 

JHospital 

7600  Central  Avenue 
Philadelphia,  PA  19111 
in  5-728-2000 

Equal  Opportunity  Employer 


Health  Care 

Personnel  Consulting  . . . 

Recruitment  for  the  Private  Medical 

Practice 

• Over  15  years  of  experience^ dealing  with 
private  medical  practices — we  can  find  the 
right  doctor  for  you! 

• HCPC  focuses  on  a combination  of  the  right 
skills  and  training,  plus  the  intangibles 
needed  to  work  closely  in  the  private 
practice  environment. 

• We  suggest  first  year  salary  and  benefit 
arrangements — call  for  our  free  pamphlet, 

"Dr.  Mew  & You.” 

• Various  private  practice  opportunities 
available  nationwide  in  all  specialties — call 
or  write  for  our  current  listing  of  positions. 

Health  Care 

Personnel  Consulting,  Inc. 

140  West  Germantown  Pike 

Suite  200 

Plymouth  Meeting,  PA  19462 

(215)  828-3888 


Health  Care  Group 


TAREA 

r-BREAK  FROM  THE-i 
CONVENTIONAL. 


DISCOVER  THE 
SHERATON  HOTEL  AT 
STATION  SQUARE. 

PITTSBURGH'S  OISLY  RIVERFRONT  RESORT. 

Schedule  your  next  meeting  or  event 
at  Pittsburgh's  best  Wondrous  amenities 
compliment  the  spectacular  view  of  the 
reflecting  rivers  and  sparkling  downtown 
skyline. 

Enjoy  the  privacy  and  comfort  of  our 
beautiflilly  equipped  facilities  which  are 
pierfect  for  any  business  or  social  function: 

• 15  Conference  and  Dining  Rooms; 

• 3 Luxurious  Conference  Suites; 

• Complete  Entertainment  Complex; 

• Ballroom  Accommodating  up  to 
1400  Persons; 

• and  reasonably  priced,  newly- 
decorated  rooms  for  overnight  stay. 

Let's  face  it  - all  work  and  no  play  is  no 
way  to  spiend  your  stay.  So  take  advantage 
of  our  convenient  location.  You're  just 
steps  away  from  sixty  unique  specialty 
shops  at  nearby  Station  Square  and  the 
Gateway  Clipper  Fleet  docked  alongside 
the  Motel.  You  can  linger  by  our  indoor 
pool  or  relax  in  the  whirlpool.  Or  enjoy 
elegant  dining  at  REFECTIONS,  one  of 
the  city's  finest  restaurants. 

Call  our  Sales  Department  to  receive  a 
complete  facilities  brochure  which  includes 
eveiy  seating  arrangement  menu  and  room 
layout  Call  today.  (4X2)  26X-2000. 


The  Sheraton  Hotel 
at  Station  Square 

7 STATION  SQUARE  DRIVE.  PITTSBURGH,  PA  15219  (412)  261-2000 

TOLL  FREE:  800/325-3535 


tice  in  South  Central  Pennsylvania.  In-patient 
general  rehabilitation,  outpatients,  consulta- 
tions, ps'.n  management,  and  extensive  EMG/ 
NCS  tests.  Excellent  opportunity.  Unlimited 
potential.  Very  attractive  salary  and  fringe 
benefits.  Send  CV  to  Box  252,  Pennsylvania 
Medicine,  20  Erford  Rd.,  Lemoyne,  PA  17043. 

General  internal  medicine  physician  — 
Board  Certified  or  Board  Eligible.  Harrisburg 
area  for  full  time  employment  to  begin  July  1 , 
1988,  for  busy  practice.  Please  respond  to 
Box  253,  Pennsylvania  Medicine,  20  Erford 
Rd.,  Lemoyne,  PA  17043. 

Family  practice  — Opportunity  available  im- 
mediately for  BC/BE  family  physician  in  large, 
well-established  practice  located  in  the  Har- 
risburg, West  Shore  area.  Practice  has  com- 
plete laboratory  facility.  Full  benefits.  Send 
CV  to  Professional  Practice  Management, 
Inc.,  890  Poplar  Church  Road,  Medical  Arts 
Building,  Suite  317,  Camp  Hill,  PA  17011. 

Anesthesiologist  — BC/BE  anesthesiologist 
wanted  to  join  2 anesthesiologists  and  8 
CRNAs  in  a 250-bed  hospital  in  rural  central 
PA.  Rewarding  practice  with  ample  time  off. 
Send  CV  to  Box  256,  Pennsylvania  Medicine, 
20  Erford  Rd.,  Lemoyne,  PA  17043. 

Physicians  needed  for  mobil  insurance  ex- 
ams. Highest  $$$  paid.  F/T,  P/T,  I/M,  F/P,  G/P. 
All  areas  needed  1-800-535-7771 . Call  today. 

Internist  — Board  Certified  internist  to  join  an 
existing  three-man  general  internal  medicine 
practice  in  a multispecialty  corporation.  Cor- 
porate benefit  package.  Southcentral  Penn- 
sylvania. Send  CV:  Reply  Box  255,  Pennsyl- 
vania Medicine,  20  Erford  Rd.,  Lemoyne,  PA 
17043. 

Pulmonary  fellowship  — Fellowship  posi- 
tion available  beginning  July  1,  1988,  at  320- 
bed  tertiary  care  center  in  Philadelphia.  This 
two-year  program  provides  18  months  clinical 
& 6 months  research  experience.  Rotations 
include  Consultations,  ICU,  Pulmonary  Func- 
tion & Exercise  Labs,  Pathology,  Radiology  & 
Outpatient  Clinic.  Attending  staff  includes  five 
pulmonologists.  Candidates  should  contact 
Dr.  James  Shinnick,  Pulmonary  Section, 
Presbyterian-University  of  Pennsylvania  Med- 
ical Center,  51  N.  39th  Street,  Philadelphia, 
PA  19104:  (215)  662-8060. 

Sonography  & Mammography  — Immedi- 
ate opening  for  a board  certified  radiologist  to 
join  a rapidly  growing  office  practice  special- 
izing in  sonography  and  mammography  in 
Pittsburgh,  PA.  An  excellent  salary  and  bene- 
fits package  leads  to  early  partnership.  This  is 
an  outstanding  opportunity.  Reply  to  Box  257, 
Pennsylvania  Medicine,  20  Erford  Rd.,  Le- 
moyne, PA  17043. 

Pulmonary  physician  — Board  certified  or 
eligible  physician  needed  to  join  three- 
member  pulmonary  group  in  Philadelphia. 
Must  be  proficient  in  all  aspects  of  pulmonary 
& critical  care  medicine.  Allergy  training 
would  be  a plus,  but  not  required.  Clinical, 
teaching,  and  administrative  responsibilities. 
Opportunity  for  research.  Excellent  benefit 
package.  Candidates  should  contact  Dr. 
James  Shinnick,  Shinnick-Freedman  Pulmo- 
nary Associates,  Inc.,  51  N.  39th  Street,  Phil- 


adelphia, PA  19104;  (215)  662-8060. 

General  surgeons  — Growing  practice  in 
Philadelphia  seeks  Board  Eligible  or  Board 
Certified  general  surgeon,  as  of  June  or  July 
of  1989.  Preference  will  be  given  to  vascular, 
thoracic,  endoscopy,  and  oncology  talents. 
Send  Curriculum  Vitae  and  letters  of  recom- 
mendation to:  SSL,  Box  B-5,  9892  Bustleton 
Avenue,  Philadelphia,  PA  19115. 

POSITIONS  WANTED 

Seeking  position  in  gastroenterology/ 
internal  medicine.  Available  now.  Board  certi- 
fied in  internal  medicine.  Board  eligible  in 
gastroenterology.  British  and  U.S.  trained.  Li- 
censed in  Pennsylvania.  Contact  S.  P.  Na- 
than, South  Baltimore  General  Hospital,  3001 
S.  Hanover  Street,  Baltimore,  MD  21230. 
(301)  355-5502. 

Seeking  position  in  Philadelphia  area  prefer- 
ably occupational  or  rehabilitation  medicine. 
Excellent  training  and  wide  experience  in- 
cluding legal  work.  Reply  Box  254,  Pennsyl- 
vania Medicine,  20  Erford  Rd.,  Lemoyne,  PA 
17043. 

Pathologists  for  hire  — Locum  Tenens  ex- 
perienced board  certified  (AP  and  CP).  Call 
(412)  443-5379  after  6:00  p.m. 

FOR  SALE 

For  sale  — American  Edwards  Laboratories 
holter  monitor  with  six  recorders.  Original 
price  over  $40,000  asking  $8,000  or  nearest 
offer.  Please  call  (412)  372-9313. 

For  sale  — Three  story  corner  home  with 
medical  offices  for  about  ninety  years.  Lo- 
cated in  a thriving  neighborhood.  Call  (215) 
739-7283  office,  (215)  765-2257. 

For  sale  — LBM  EMG  Neurodiagnostics  (2 
yrs.)  $4,100;  TECA  portable  EMG  (4  yrs.) 
$1 ,200;  Liquid  crystal  contact  colored  thermo- 
gram (2  yrs.)  $2,000.  If  interested  contact: 
P.O.  Box  623,  Wayne,  PA  19087. 

Home/Office  for  sale  — Prestigious  shore- 
front  community— Sea  Girt,  NJ— Established 
medical  office,  3 treatment  rooms  with  4 bed- 
room Colonial.  Excellent  location  for  family 
and  practice.  Call  for  further  details.  Offered 
at  $690,000.  Henry  S.  Schwier,  Inc.  (201 ) 449- 
6200. 

Emit  clinical  processor  — Excellent  condi- 
tion. Ideal  for  in-office  monitoring  of  theophyl- 
line or  anticonvulsant  drugs.  May  also  be 
used  for  urine  drug  screening.  Complete  with 
automatic  pipetter-diluter.  $1,500  or  best  of- 
fer. 1-215-642-1643. 

Lab  equipment  — Almost  new,  inexpensive 
and  easy  to  use.  Eskalab  CCS,  H3,  T-32,  Cen- 
trifuge, counter  and  accessories.  Call  1-717- 
392-6267. 

For  sale  — One  Vabra  aspirator  $75.  Clinical 
Obstetrics  and  Gynecology,  volumes  1 
through  28.  Make  offer,  UPS  additional. 
James  L.  Fitzgerald,  MD,  3345  Highland  St., 
Allentown,  PA  18104.  (215)  395-2164. 

MISCELLANEOUS 

Holter  monitor  — Quality  scanning  for  reel  or 
cassette  type  recorders  by  qualified  techni- 


cians and  certified  cardiologists’  interpreta- 
tion, scan  price  $35.  Recorders  loaned, 
leased,  or  purchase  new  dual-channel  holter 
record,  $750,  with  two  year  warranty.  For 
more  information  call  Advance  Medical  & Re- 
search Center,  Inc.,  1-800-552-6753,  ext.  317. 

Discount  holter  scanning  services  starting 
at  $40  — Spacelabs  holter  recorders  avail- 
able from  $1,275.  Hook-up  kits  starting  at 
$4.95.  Stress  test  electrodes  available  at  2. 
Scanning  paper  available  at  $18.95.  If  inter- 
ested call  1-800-248-0153. 

Appraisal  & sales  — The  specialists  in  ap- 
praising and  selling  medical  practices  for  phy- 
sicians and  hospitals.  Current  listings  include 
practices  in  FP,  IM,  OPH,  ENT,  ORS,  DERM, 
ALG.  Please  contact  Ed  Strogen  at  Fulton, 
Longshore  & Associates,  Inc.,  349  Lancaster 
Avenue,  Haverford,  PA  19041.  (215)  649- 
4101. 

MEDSTAT  — Discover  why  we  are  the  most 
respected  physician  staffing  service  in  the 
East  for  locum  tenens  and  permanent  place- 
ments. We  can  provide  you  with  coverage  or 
work  as  our  staff  physician.  Call  Dr.  Virginia 
Williams  or  Ms.  Esther  Ashbaugh,  US  800- 
833-3465  (NC  800-672-5770);  or  write  MED- 
STAT, Inc.,  PO  Box  15538,  Durham,  NC 
27704. 

Med.  office  time  share  — Share  time  in  a 
beautifully  appointed,  fully  equipped  Center 
City  Philadelphia  medical  office.  Prime  loca- 
tion; traditional  setting.  Call  (215)  923-8015. 

Physician  search  — New  Jersey  based  con- 
sulting firm  with  expertise  in  all  specialties. 
Comprehensive  and  cost-effective  service. 
Flexible  program  to  meet  the  unique  needs  of 
independent  and  group  practices.  We  work 
exclusively  for  our  client,  focusing  on  direct, 
active  recruitment  and  personal  interviewing. 
Sophisticated  computer  data  base  system. 
Time  plus  expense  billing.  Contact:  PRM,  720 
East  Main  Street,  Moorestown,  NJ  08057. 
(609)  722-0012. 

A board  certified  physician  desires  to  buy 
general/family/internal  medicine  practice  in 
Allegheny/neighboring  counties.  Please  reply 
to  Box  213,  Pennsylvania  Medicine,  20  Erford 
Rd.,  Lemoyne,  PA  17043. 


Classified  Advertising 

Rates:  $30  per  insertion  ($25  for  PMS  mem- 
bers) for  the  first  30  words  or  part  thereof;  80 
cents  for  each  additional  word;  $5  per  inser- 
tion for  a box  number.  Payment  should  be  in 
advance.  No  agency  commission  is  paid  on 
classified  advertising. 

Box  Numbers:  Advertisers  using  box  num- 
bers forbid  disclosure  of  their  identity.  Written 
inquiries  are  forwarded  to  such  advertisers, 
but  no  information  can  be  revealed  by  the 
publisher. 

Word  Count:  Count  as  one  word  all  single 
words,  two  initials  of  a name,  single  numbers 
or  groups  of  numbers,  hyphenated  words, 
and  abbreviations. 

Advertising  that  contains  discriminatory 
language  is  not  acceptable  for  publication. 
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Do  Not  Substitute 


2 mg  5 mg  10  mg 

The  One  You  Know  Best 


Are  you  writing  only 
half  a prescription  for  it? 


Be  sure  to  write  a complete  prescription. 

Specify  “Do  not  substitute.” 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Copyright  ©1987 


by  Roche  Products  Inc. 
All  rights  reserved. 


state  flag  of  Pennsylvania 


EaglL 

To  complete  your  prescription, 
be  sure  to  sign  on  the  left, 
on  the  “Do  Not  Substitute”  line. 
This  “flags”  both  pharmacist  and  patient 
that  you  want  the  brand  to  be  dispensed. 
And  it  protects  your  decision. 


scored  tablets 

2 mg  5 mg  10  mg 

The  one  you  know 


The  cut  out  “V”  design  is  a registered  trademark 
of  Roche  Products  Inc. 


Copyright  © 1987  by  Roche  Products  Inc.  / 
Manati,  Puerto  Rico  00701.  All  rights  reserved.  ^nOCH 
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